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Foreword

It is a pleasure and privilege to be invited to 
write the Foreword for Hussein Rassool’s book on
Dual Diagnosis Nursing. I got to know Professor
Rassool when we both worked at St George’s
Hospital Medical School – he ran the postgraduate
programme in addiction studies and occasionally 
I would help by supervising student projects or 
sitting on the board of examiners.

I always admired the way in which he managed
the programme – coordinating the activities of a
diverse group of contributors to produce some-
thing coherent that is of real practical value. I was
not surprised, therefore, to see those same skills
applied to this volume. Professor Rassool and 
the other contributors show a very clear under-
standing of the needs of their target readership and
they present the material without unnecessary
embellishment. This volume quite simply contains
information that nurses must know if they are to
help patients with substance use and psychological
problems. The field of addiction, in my opinion,
suffers from too many ‘manuals’ that present

waffle and speculation dressed up as fact. This
book provides information in the most straight-
forward terms that will be of practical value to the
reader.

The chapters on management of patients with
dual diagnosis no doubt presented the greatest
challenge because the scientific basis for particular
treatment approaches is lacking. We don’t know
whether approaches such as motivational inter-
viewing give better results than cognitive beha-
vioural approaches or pragmatic, commonsense
based approaches – and we may never know be-
cause these kinds of issue are extremely difficult 
to study scientifically. As long as we recognise that
the ideas we put forward for managing patients are
pragmatic solutions to difficult problems, and do
not turn them into articles of faith, no one can ask
more of us. Professor Rassool’s writing seems to me
to fit this ethos very nicely.

Robert West
University College London





Preface

the effectiveness of intervention strategies are now
becoming more apparent.

This book draws together and synthesises the
body of knowledge and clinical nursing practice
within the UK framework of working with indi-
viduals with dual diagnosis. It focuses on the
approaches and intervention strategies that nurses
and other health and social care professionals have
used to respond to this new challenge in specialist
and non-specialist settings. The book does not pro-
fess to be a complete dual diagnosis compendium,
rather it aims to introduce the reader to the key
issues and concerns that surround the coexistence
of substance misuse and mental health problems.
The book underpins a number of current policy ini-
tiatives, as applied to current practice, and covers,
practically, most aspects relating to dual diagnosis
including an overview of dual diagnosis, the 
conceptual examination of dual diagnosis and sub-
stance misuse and its psychopathology. An added
dimension is the coverage of needs of special 
populations, dual diagnosis in different care and
treatment settings, multidimensional assessment,
dealing with emergencies, spiritual needs, pre-
scribing and medication management, nursing and
psychological interventions, carers’ interventions
and professional development.

The book is practice oriented and written by

Dual diagnosis, that is the coexistence of substance
misuse and mental health problems, is the premise
of the book, which is interwoven in all the chapters.
The increase in the number of individuals with sub-
stance misuse and mental health problems has
attracted considerable interest in recent years and
will be one of the most important challenges facing
both mental health and addiction nurses. It is esti-
mated that 30% of people with mental health prob-
lems also have drug and/or alcohol problems,
which are highly prevalent across a range of service
and treatment settings. Common examples of dual
diagnosis include the combination of psychosis
with amphetamine use, depression with alcohol
dependence, anxiety and alcohol dependence, 
alcohol and polydrug use with schizophrenia, 
and borderline personality disorder with episodic
polydrug use. Research shows that individuals
with a dual diagnosis are at an increased risk of sui-
cide, violent behaviour and non-compliance with
treatment. Given the prevalence, and the limited
resources available to support individuals with
dual diagnosis and their carers, a wide range of
professionals from health and social care, including
employment, housing and the criminal justice sys-
tem may be involved in dealing with the complex
needs associated with this condition. The preva-
lence, clinical implications, service provision and
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experienced, mostly nursing, academics and clini-
cians from the field of addiction and mental health
nursing. It provides practitioners with awareness,
knowledge of addiction and mental health, and
skills required to respond effectively to those indi-
viduals they encounter in their practice. Whilst the
book will address issues related to practitioners 
in dealing with the coexistence of substance mis-
use and mental health problems, it will be of inter-
est and act as an excellent resource for other health 
and social care professionals who are unfamiliar
with the ‘dual diagnosis’ phenomenon. It will be 
of relevance to students in medicine, nursing, 
psychology, social work and the criminal justice 
system, and those attending undergraduate and
postgraduate courses in addiction and mental
health studies. It will also be beneficial to anyone
who has little or no experience in mental health,
substance misuse or dual diagnosis.

Dual diagnosis, like substance misuse, is not the
sole property of one particular discipline. It is
everybody’s business (Rassool, 2002)1.

1 Rassool G. Hussein (2002) Dual Diagnosis: Substance Misuse and Psychiatric Disorders. Blackwell Publishing, Oxford.

Structure of the book

This book is presented in five sections. Part 1 intro-
duces the background in providing current litera-
ture on dual diagnosis, drug use and misuse,
mental health, alcohol and mental health, personal-
ity disorders and eating disorders. Part 2 deals with
special populations: black and ethnic minority
groups, young people and women (parenting and
pregnancy). Part 3 covers aspects of a synthesis of
role, shared care, dual diagnosis in acute in-patient
and forensic settings and models of care. Part 4
focuses on a framework for multidimensional
assessment, dealing with overdose, intoxication
and withdrawals, prescribing authority and medi-
cation management, integrating spiritual needs in
holistic care, psychological interventions: cognitive
behaviour therapy, motivational interviewing and
person centred counselling, and relapse prevention.
Part 5 concludes with the role and competencies 
of staff, educational development and clinical
supervision.
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1 Understanding Dual Diagnosis: 
an Overview

G.H. Rassool

Introduction

In the past decade, there has been a growing interest
in the concept of dual diagnosis or coexisting prob-
lems of substance misuse and mental health prob-
lems. Dual diagnosis has gained prominence partly
due to the closure of long-stay psychiatric institu-
tions, increasing emphasis on care and treatment in
the community and the increasing prevalence of
substance misuse amongst the general population.
Individuals with mental health problems are per-
haps becoming more exposed to a wider range of
illicit drugs than previously. Furthermore, some
individuals with mental health problems who are
socially isolated may be drawn into a drug-using
culture that appears more attractive and less stig-
matised for social interactions.

However, there is still no consensus or common
understanding of what is meant by ‘dual diagno-
sis’. The concept ‘dual diagnosis’ has been applied
to a number of individuals with two coexisting 
disorders or conditions, such as a physical illness
and mental health problems, schizophrenia and
substance misuse, or learning disability and mental
health problems. The concepts of ‘dual diagnosis’,
and ‘co-morbidity’ are now used commonly and
interchangeably. The concept of complex or mul-
tiple needs is also associated with those with two
existing conditions, which include medical, psy-
chological, social or legal needs or problems. This

chapter aims to examine the concept of dual 
diagnosis and describe its prevalence, treatment 
models, principles of treatment and issues for 
service delivery.

Concepts and classifications

There is no operational definition of dual diagnosis.
However, dual diagnosis per se does not formally
exist as a definitive diagnosis and the concept itself
could be interpreted as being misleading and cum-
bersome (Rostad & Checinski, 1996). Nevertheless
the same authors do concede that the ‘label’ is 
useful in so far as it draws attention to ‘a real prob-
lem which is not being addressed’. The diagnostic
labels have value in defining a client group and
enabling the commissioning and delivery of care
but the labels of ‘dual diagnosis’ should not be per-
ceived as problematic (Rethink & Turning Point,
2004). Health care professionals have used the term
dual diagnosis to refer to individuals who were
mentally retarded or had a learning disability and
who also had a coexisting psychiatric disorder
(Evans & Sullivan, 2001). More recently, clinicians
have begun to use the term to refer to an individual
with a substance use problem and a coexisting psy-
chiatric disorder. The term covers a broad spectrum
of mental health and substance misuse problems
that an individual might experience concurrently
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(Department of Health, 2002). In the context of this
book, the concept of dual diagnosis is defined as the
coexistence of substance misuse and mental health
problems.

The misuse of psychoactive substances, includ-
ing alcohol, may result in the individual devel-
oping a wide range of mental health problems
depending on the drug being used. For example, a
cocaine user may experience depressive symptoms
and paranoid delusions. It is stated that with dual
diagnosis patients, the psychiatric disorders and
the substance misuse are separate, chronic dis-
orders, each with an independent course, yet each
able to influence the properties of the other (Carey,
1989).

The dual diagnosis individual meets the Diag-
nostic and Statistical Manual of Mental Disorders 
(DSM-IV) criteria for both substance abuse or
dependency and a coexisting psychiatric disorder.
The DSM-IV (American Psychiatric Association,
1994), defines a mental disorder as ‘a clinically
significant behavioural or psychological syndrome
or pattern that occurs in an individual and that is
typically associated with present distress (a painful
symptom) or disability (impairment in one or more
areas of functioning)’. Substance misuse, according
to DSM-IV (APA, 1994), is the maladaptive pattern
of use not meeting the criteria for dependence that
has persisted for at least one month or has occurred
repeatedly over a long period of time. The dual
diagnosis patient meets the DSM-IV criteria for
both substance abuse or dependency and a coexist-
ing psychiatric disorder.

The nature of the relationship between these two
conditions is complex. Dual diagnosis can be cat-
egorised into several subgroups and relationships
defined by presumed aetiological mechanisms. The

relationship between substance misuse and mental
health problems can manifest itself in the following
ways as shown in Table 1.1 (Crome, 1999).

Individuals with dual diagnosis, like most sub-
stance misusers, are a heterogeneous group and
any defining features or diagnostic profiles evident
may change over time. A more manageable and
clinically relevant interrelationship between psy-
chiatric disorder and substance misuse has been
described in the Dual Diagnosis Good Practice Guide
(Department of Health, 2002). The four possible
relationships are:

l A primary psychiatric illness precipitating or
leading to substance misuse

l Substance misuse worsening or altering the
course of a psychiatric illness

l Intoxication and/or substance dependence
leading to psychological symptoms

l Substance misuse and/or withdrawal leading
to psychiatric symptoms or illnesses

Figure 1.1 presents the scope of coexistent psychi-
atric and substance misuse disorders (Department
of Health, 2002). The horizontal axis represents
severity of mental illness and the vertical axis the
severity of substance misuse. Intervention strateg-
ies would need to focus on those whose severity
falls within the top right hand and bottom right
hand quadrants.

Prevalence

Despite certain methodological difficulties, espe-
cially with earlier studies, there is now strong
research evidence that the rate of substance misuse

Table 1.1 Substance use and psychiatric syndromes.

l Substance use (even single dose) may lead to psychiatric syndromes/symptoms.
l Harmful use may produce psychiatric syndromes.
l Dependence may produce psychological symptoms.
l Intoxication from substances may produce psychological symptoms.
l Withdrawal from substances may produce psychological symptoms.
l Withdrawal from substances may lead to psychiatric syndromes.
l Substance use may exacerbate pre-existing psychiatric disorder.
l Psychological morbidity not amounting to a disorder may precipitate substance use.
l Primary psychiatric disorder may lead to substance use disorder.
l Primary psychiatric disorder may precipitate substance disorder, which may, in turn, lead to psychiatric syndromes.

Source: based on Crome (1999).
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Figure 1.1 The scope of coexistent psychiatric and substance misuse disorders.
Source: Department of Health (2002).

is substantially higher among the mentally ill com-
pared with the general population. The prevalence
rate of substance use disorder among individuals
with mental health problems ranges from 35% 
to 60% (Mueser et al., 1995; Menezes et al., 1996).
The Epidemiological Catchment Area (ECA) study
(Anthony & Helzer, 1991), a large American popu-
lation survey, found a lifetime prevalence rate for
substance misuse disorder of 16.7% (13.5% alcohol,
6.1% drug) for the general population. Rates for
patients with schizophrenia, affective disorders
and anxiety disorders were 47%, 32% and 23.7%
respectively. For persons with any drug (excluding
alcohol) disorder, more than half (53%) had one
other mental disorder, most commonly anxiety and
affective disorders.

The UK study (Menezes et al., 1996) of 171 inner
city London patients in contact with psychiatric
services found that the one-year prevalence rate
amongst subjects with psychotic illness for any 
substance misuse problem was 36.3% (31.6% alco-
hol, 15.8% drug). The National Treatment Outcome
Research Study (NTORS) (Gossop et al., 1998)
found evidence of psychiatric disorders amongst
individuals with primary substance use disorders. 
The NTORS found that 10% of substance misuse
patients entering treatment had a psychiatric
admission (not related to substance dependence) 
in the previous two years. Suicidal thoughts are
commonly reported by drug dependent patients
(29%) in treatment, and substance misuse is known

to increase by 8–15-fold the risk of suicide (Shaffer
et al., 1996; Gossop et al., 1998; Oyefeso et al., 1999).
Some of this increased risk may be explained by the
presence of co-morbid psychiatric conditions such
as depression or personality disorder in substance
misusers (Neeleman & Farrell, 1997). The Office 
of Population Censuses and Surveys household
survey estimated the prevalence of alcohol and
drug dependence amongst the general population 
to be 5% and 2% respectively (Farrell et al., 1998).
Consumption of drugs was particularly high
amongst adults with a phobic disorder, panic dis-
order and depression. Mental health problems 
are highly prevalent amongst the homeless popu-
lation, making the chances of dual diagnosis in 
this population very high. A study of a sample of
124 individuals aged 18–65, who had remained in 
contact with the mental health team (Wright et al.,
2000), showed that 33% of patients fulfilled the
study criteria for substance misuse. Those indi-
viduals (23%) with psychosis had 19 admissions 
in the two years prior to interview, while 18% of
individuals with dual diagnosis had 11 admis-
sions. In a study of 1075 adults, of whom 90% were
opiate dependent (Marsden et al., 2000), anxiety,
depression, paranoia and psychoticism were found, 
with polydrug use closely linked to psychiatric
symptoms. The use of illicit psychoactive sub-
stances, including alcohol, by individuals with 
psychiatric disorders increases the risk for those 
individuals to have an alcohol or drug-related 
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problem or dependence. Individuals with
schizophrenia for instance, have a three-fold risk of
developing alcohol dependence compared with
individuals without a mental illness (Crawford,
1996).

A study of the prevalence and management of
co-morbidity amongst adult substance misuse and
mental health treatment populations (Weaver et al.,
2002) showed that some 74.5% of users of drug 
services and 85.5% of users of alcohol services experi-
enced mental health problems. Most had affective
disorders (depression) and anxiety disorders and
psychosis. Almost 30% of the drug treatment 
population and over 50% of those in treatment for
alcohol problems experienced ‘multiple’ morbidity
(co-occurrence of a number of psychiatric disorders
or substance misuse problems). Some 38.5% of
drug users with a psychiatric disorder were receiv-
ing no treatment for their mental health problem.
Some 44% of mental health service users reported
drug use and/or were assessed to have used 
alcohol at hazardous or harmful levels in the past
year.

In summary, UK data from one national survey
and from local studies (Department of Health,
2002) generally show that:

l Increased rates of substance misuse are found in
individuals with mental health problems

l Alcohol misuse is the most common form of
substance misuse

l Where drug misuse occurs it often coexists with
alcohol misuse

l Homelessness is frequently associated with
substance misuse problems

l Community mental health teams typically
report that 8–15% of their clients have dual
diagnosis problems, although higher rates may
be found in inner cities

l Prisons have a high prevalence of substance
misuse and dual diagnosis

Complex problems, complex needs

Individuals with substance misuse and mental
health problems are a vulnerable group of people
with complex needs. While it is true that each dis-
order alone may have major implications for how
an individual functions, the disorders together may

have interactive and overwhelming effects when
they coexist. Individuals with this combination of
problems often have a lot of additional difficulties
that are not purely medical, psychological or
psychiatric. They are more likely to have a worse
prognosis with high levels of service use, includ-
ing emergency clinic and in-patient admissions
(McCrone et al., 2000). In addition, they have prob-
lems relating to social, legal, housing, welfare and
‘lifestyle’ matters. In summary, the major problems
associated with individuals with dual diagnosis are:

l Increase likelihood of self-harm
l Increased risk of HIV infection
l Increased use of institutional services
l Poor compliance with medication/treatment
l Homelessness
l Increased risk of violence
l Increased risk of victimisation/exploitation
l Higher recidivism
l Contact with the criminal justice system
l Family problems
l Poor social outcomes, including impact on 

carers and family
l Denial of substance misuse
l Negative attitudes of health care professionals
l Social exclusion

In addition, those individuals from black and
ethnic minority groups with dual diagnosis face the
compounded pressure of stigma, prejudice, institu-
tional racism and ethnocentric intervention strat-
egies. These complex needs cannot be dealt with
by a single approach and require a more holistic
approach from several different agencies or services
in order to meet the medical, psychological, social,
spiritual and/or legal needs of the individual.

Aetiological theories: reasons why
individuals with mental health problems
use psychoactive substances

There are a variety of models and theories that
hypothesise why individuals with mental health
problems are vulnerable to the misuse of psycho-
active substances. These are the self-medication
hypothesis, the alleviation of dysphoria model, the
multiple risk factor model and the supersensitivity
model.
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Self-medication hypothesis

Self-medication refers to the motivation of patients
to seek a specific drug for relief of a particular set 
of symptoms. Khantzian (1985; 1997) proposed a
model of self-medication and suggested that indi-
viduals misuse psychoactive substances adaptively
to cope with painful affective states and related
psychiatric disorders that may predispose them 
to addictive behaviours. He stated that potential
addicts do not select specific psychoactive sub-
stances at random but for their unique effects.
Khantzian argues that an opiate user may self-
medicate with, or have a preference for, opiates
because of their powerful action in dealing with
rage, aggression and/or depression. Cocaine has
its appeal because of its ability to relieve distress
associated with depression, hypomania and 
hyperactivity.

However, there is available evidence that does
not support this hypothesis: no specific substances
were found to alleviate specific symptoms of a 
particular psychiatric disorder (Dixon et al., 1990;
Noordsy et al., 1991). The most common substances
used by individuals with mental health problems
are alcohol, nicotine, amphetamines, cannabis, 
and hallucinogens (Schneider & Siris, 1987). These
have been shown to increase severity of positive
symptoms of psychosis (auditory and visual hal-
lucinations, delusional beliefs and other thought
disorders) so would not be used to decrease 
distress or to alleviate such symptoms. However,
the self-medication theory may still retain some
credence. For example, opiates, cannabis or alcohol
may reduce the agitation and anxiety associated
with mental illness, whilst stimulants may be 
used as self-medication for negative symptoms or
depression. Psycho-stimulants may help counter-
act extrapyramidal side effects of antipsychotic
medication (Smith & Hucker, 1994) especially
akathisia. There is no evidence in support of the
self-medication hypothesis as a necessary reinforcer
of continued drug use (Castaneda et al., 1994).

Alleviation of dsyphoria

This model put forward that severely mentally ill
patients are prone to dysphoric experiences (feel-
ing bad) that make them susceptible to use psy-

choactive substances (Birchwood et al., 1993). The
rationale for using psychoactive substances initially
is for the relief of bad feeling and to feel good
(Leshner, 1998) and the literature supports this
notion that dysphoria motivates initial alcohol and
drug use (Carey & Carey, 1995; Pristach & Smith,
1996; Addington & Duchak, 1997). Most of the
studies generally support the alleviation of dys-
phoria model.

Multiple risk factor model

According to Mueser et al. (1995), in addition to the
dysphoric experiences, there are other underlying
risk factors that may motivate the severely ment-
ally ill patient to use psychoactive substances. The
risk factors include social isolation, deficit in inter-
personal skills, poor cognitive skills, educational
failure, poverty, lack of adult role responsibility,
association with drug subcultures and availability
of illicit psychoactive substances (Anthony &
Helzer, 1991; Berman & Noble, 1993; Jones et al.,
1994). However, there is no direct evidence for this
model, but the rationale for using psychoactive
substances is related to the identified factors (Dixon
et al., 1990; Noordsy et al., 1991).

The supersensitivity model

According to this model, ‘psychobiological vulner-
ability, determined by a combination of genetic 
and environmental events, interacts with environ-
mental stress to either precipitate the onset of a psy-
chiatric disorder or to trigger relapse’ (Mueser et al.,
1995). Mueser et al. (1995) argue that the sensitivity
to psychoactive substances (increased vulnerab-
ility) may cause patients with severe mental illness
to be more likely to experience negative con-
sequences from using relatively small amounts of
psychoactive substances. There are several studies
that provide evidence for this model: lower levels
of physical dependence (Drake et al., 1990; Corse 
et al., 1995); trigger of clinical symptoms by low
dose of amphetamine (Lieberman et al., 1987); and
negative clinical effects, such as relapse, with small
quantities of alcohol or drugs (Drake et al., 1989).
The supersensitivity model, according to Mueser 
et al. (1995), provides a useful theoretical framework
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Table 1.2 Principles of treatment of substance misuse in individuals with mental health problems.

Assertiveness Outreach in the community 
Practical assistance with basic needs 
Working with family members

Close monitoring Intensive supervision 
Voluntary and at times involuntary

Integration Integrated treatment programmes in which the same clinician provides mental health
and substance misuse treatment in same setting

Comprehensiveness Addresses living skills, relationships, vocational and interpersonal skills in addition to
clinical treatments

Stable living conditions Access to housing, support and companionship in the community

Flexibility and specialisation Successful clinicians modify previous beliefs, learn new skills and try new approaches
empirically

Stages of treatment Treatment proceeds in stages: engagement, persuasion, active treatment and relapse
prevention

Longitudinal perspective Recognises that substance misuse and mental illness are chronic relapsing conditions
and treatment occurs over years rather than episodically or during crisis

Optimism Encourages hope and counters demoralisation amongst patients, family and clinicians

Source: based on Drake et al. (1993).

in the understanding of how low level use of 
psychoactive substances often results in negative
consequences in severely mentally ill patients and
also the increased prevalence of drug dependence
in this population.

There may be other explanations as to why indi-
viduals with mental health problems may use cer-
tain psychoactive substances. They may be doing it
for the same reasons as the rest of the population.
For example, to relax, to relieve boredom, to get
high, or because of increased availability or accept-
ability. Whilst this contention may be true, it fails,
however, to explain the observed increased preva-
lence of substance use compared with the general
population. A number of possible explanations can
therefore be advanced. The individual with mental
health problems may experience downward drift
to poor inner city areas (social drift hypothesis)
where drug availability is increased. With the
advent of deinstitutionalisation, more of the 
individuals with mental health problems may be
finding themselves exposed to an increased avail-
ability of drugs in the community (Williams, 2002).
Equally, an increased availability of illicit drugs 
in psychiatric institutions may be a contributory
factor (Laurence, 1995; Williams & Cohen, 2000).

Principles of treatment

The accurate assessment and treatment of indi-
viduals with dual diagnosis requires time, adequate
resources and relevant experience. Drake et al.
(1993) described nine principles in the treatment of
drug misuse in individuals with dual diagnosis.
These principles are applicable in most settings 
and within a shared care framework. A summary 
of the principles of treatment of substance misuse
in individuals with mental health problems is 
presented in Table 1.2.

Assertive outreach

This group of individuals have a tendency not to
engage with treatment agencies or disengage from
treatment and they are poor at attending appoint-
ments. A more assertive approach will enable
supervision and work towards the reinstatement 
of engagement with the appropriate services. The
individuals may require practical assistance with
basic needs, such as housing, state benefits or 
welfare, in which there is some tangible gain for the
individual. Contact with the individuals may be
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made at various locations, for example at the social
security department, chemist, family home or pro-
bation service. Working with family members is an
important aspect for assessment and support of
carers.

Close monitoring

There should be intensive supervision at least 
three times a week, initially, to establish a thera-
peutic relationship and engage the client for 
other intervention strategies. Close monitoring,
voluntary and at times involuntary, must be made
on the mental/psychological state of the indivi-
dual and on compliance with prescribed medica-
tions (methadone, antipsychotics, antidepressants,
disulfiram, etc.).

Integration

The treatment programme is based on integrated
care pathways in which there is concurrent and
coordinated treatment. The use of the care pro-
gramme approach (CPA) would enhance and 
facilitate better liaison between mental health and
substance misuse services and other appropriate
agencies. Virtual teams can be formed across teams
and organisations and this has the advantage of
flexibility but lacks the cohesion of a single ‘phys-
ical team’ (Checinski, 2002). A strong key worker
system would enable the coordination of the net-
work of care and treatment required.

Comprehensiveness

Individuals with dual diagnosis often have com-
plex needs in other areas of their lives. This means
addressing living skills, relationships, vocational
and interpersonal skills, in addition to routine
screening (dental, ophthalmology, cervical smears)
and clinical treatments.

Stable living situation

Links with housing services and associations is
essential in the provision of accommodation for the

individual. Access to appropriate supportive hous-
ing may be necessary in the overall support system,
as attending hostels or night shelters may expose the
individual to alcohol and/or drug environments.

Flexibility with specialisation

Successful practitioners will need to modify 
previous beliefs, learn new skills and try new
approaches. Practitioners need to re-evaluate and
modify traditional therapeutic approaches to be
effective in engaging individuals with dual dia-
gnosis. Directive ‘counselling’ and confrontational
challenges may be counterproductive and may
heighten the risk of disengagement with the treat-
ment services. Overtly self-abusive behaviour, 
particularly when it involves illicit psychoactive
substances, is dealt with in a suppressive and
moralistic way by many health care workers, not
least of all nurses, probably out of a sense of frustra-
tion or inadequacy about their ability to effect any
change (Gafoor, 1985). This needs to change.

Stages of treatment

The treatment of individuals with dual diagnosis
proceeds in stages: engagement, persuasion, active
treatment and relapse prevention. However, in clin-
ical practice treatment rarely proceeds in a linear
pathway. Each individual will be different and will
typically enter the cycle of change and move through
the stages intermittently. Individuals will move back
and forward between the stages and specific inter-
ventions will be required for particular stages.

Longitudinal perspective

It is important to recognise that substance misuse
and mental disorder are chronic relapsing condi-
tions and treatment occurs over years rather than
episodically or during crisis.

Optimism

Individuals with dual diagnosis are likely to feel
hopeless about the future due to the combined
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Table 1.3 Common components of integrated treatment.

Case management Multidisciplinary case management with assertive outreach

Close monitoring Medication supervision (including urine drug screening)

Substance misuse treatment Motivational interviewing; harm reduction and cognitive behavioural; self-help group
(twelve-step programmes) and social skills training

Rehabilitation Provision of long-term support: day care or residential care, to enable restoration of social
and occupational function (supported education and employment)

Housing Supported and independent

Pharmacotherapy Provision of antipsychotic medication (particularly clozapine) in those with schizophrenia,
and improvement of compliance by providing education and medication supervision

Source: adapted from Drake & Mueser (2000).

effects and consequences of both conditions. This
may be perceived as having poor or a lack of motiva-
tion to engage in treatment. However, practitioners
need to view motivation as a dynamic process 
that can be undermined or enhanced by different
therapeutic techniques and approaches. The best
treatment outcome may depend upon staff who
have therapeutic optimism towards the individual,
treatment and recovery.

Models of treatment: whose patient
anyway?

Dual diagnosis patients are a heterogeneous popu-
lation and the demands they make on services pose
huge challenges to the models of intervention and
the health care delivery system. Models of inter-
vention are based on whether the services are
identified as serial, parallel, integrated or shared
care. The serial or sequential model is where one
treatment follows the other, but they are not offered
simultaneously. The parallel model is based on
treatment being delivered by both substance mis-
use teams and the mental health teams concurrently.
In both models, expertise is not shared across teams
and they have difficulties engaging patients in
treatment and reducing non-compliance, which in
turn is associated with poor service coordination,
and fragmentation of the care delivery process
(Edeh, 2002). However, dual diagnosis services
with this liaison role have begun to emerge in the
UK (Department of Health, 2002).

The integrated treatment model is based on a 
single treatment system (or dual team) whereby an

individual’s substance misuse and mental health
problems are treated simultaneously by the same
practitioner. This model is designed to offer a 
comprehensive range of interventions, which in-
clude pharmacological, psycho-educational, beha-
vioural, case management and self-help approaches.
However, this model views dual diagnosis as a
static condition where the needs and problems of
the individual remain the same constantly. It is
regarded as an expensive service provision and isol-
ated from mainstream services. The components 
of an integrated model are presented in Table 1.3.

The shared care model (joint liaison/collabor-
ative approach) involves the delivery of parallel
treatment with close collaboration and commun-
ication between teams and the careful timing of
interventions. This model is expected to reduce
non-compliance, poor service coordination, the
fragmentation of the care delivery process and
enhance the engagement of dual diagnosis indi-
viduals with treatment services. However, the
skills and expertise of those in substance misuse
and mental health services need to be utilised effec-
tively to provide effective treatment. There is no
clear evidence supporting the advantage of any
model as a preference over others (Health Advisory
Service, 2001; Ley et al., 2001). Each local area needs
to identify the appropriate model and approach
based on health care needs and service configura-
tions. For a comprehensive review of dual or sep-
arate services see Edeh (2002).

The National Treatment Agency (2002) guidance
on models of care provides a treatment frame-
work for the commissioning of an integrated 
drug treatment system for adult drug misusers in
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England. The models of care framework is
intended to support the move towards an integ-
rated care pathway in the development of the
essential components of specialist substance mis-
use services and the importance of links with other
health, social care and criminal justice agencies.
The integrated care pathways provide a means of
agreeing local referral and treatment protocols to
define where and when a particular service user
needs to be referred.

An optimal model of care for patients with dual
diagnosis could be developed in the context of 
current service models and structures, provided
minimum standards for quality are established.
This has been suggested by Abou Saleh (2000;
2004). The quality standards for service planning
should include:

l Access to relevant services (crisis, support,
housing, aftercare, therapeuticand legal services)

l Responsive and flexible approaches (assess-
ment, engagement, retention, managing chaos
and crisis, individual responses)

l Continuous care and management (monitoring,
liaison, involvement of carers, risk assessment
and management)

l Adequately trained staff (access to mental
health trained staff)

Intervention strategies

An assessment of substance misuse should form an
integral part of standard assessment procedures for
mental health problems. For further information 
on screening and assessment see Chapter 18 on 
a Framework for Multidimensional Assessment.
Osher & Kofoed (1989) provide a useful framework
for utilising therapeutic interventions with indi-
viduals who have coexisting substance misuse and
mental health problems. They identified four stages
of intervention:

l Engagement
l Motivation for change (persuasion)
l Active treatment
l Relapse prevention

Within these stages exist various cognitive
approaches to the care and treatment of individuals
with dual diagnosis, such as harm reduction, 

motivational interviewing, individual cognitive
behavioural counselling, lifestyle change, relapse
planning and prevention, and family education.

Engagement

Engagement is concerned with the development
and maintenance of a therapeutic alliance between
staff and client. Attempts to establish a therapeutic
relationship prematurely may exacerbate the poten-
tial for clients to disengage from treatment services.
The aim at this stage is to understand the client 
and their view, to respond to their behaviour 
and language, to recognise their often unspoken
needs, and thereby to develop some trust and 
genuineness (Price, 2002). This can be enhanced 
by the style of interaction, which should be non-
confrontational, empathic and respectful of the
client’s subjective experiences of substance misuse.
The strength of this alliance will depend upon the
value a client attributes to the service, the social
marketing of the services by the staff and meeting
the client’s immediate needs. Substance misuse 
is not addressed directly until the end of the
engagement process when a working alliance has
developed.

The following guidelines (Rethink & Turning
Point, 2004) will help to promote engagement:

l Motivate clients to see the benefits of the treat-
ment process: this requires a clear idea of what
they need and value

l Have a non-confrontational, empathic and 
committed approach

l Offer help with meeting initial needs such as
food, shelter, housing, clothing

l Provide assistance with benefit entitlements
l Provide assistance with legal matters
l Involve family or carers wherever possible
l Meet clients in settings where they feel safe: this

may be more constructive than expecting them
to come to services

Motivation

This stage draws upon the principles of motiva-
tional interviewing (see Chapter 25 on Motiva-
tional Interviewing) to effect change and is 
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contingent upon regular contact and a working
alliance between staff and client. In this context, its
purpose is to empower the client to gain insight
into their problems and to strengthen a client’s
motivation and commitment to change whilst
avoiding confrontation and resistance. A variety of
simple techniques (Department of Health, 2002)
can be used for this purpose including:

l Education about substances and the problems
that may be associated with misuse, including
the effects on mental health

l Presentation of objective assessment data (for
example liver function tests, urinalysis)

l Balance sheets on which the client lists the pros
and cons of continued use/abstinence

l Exploration of barriers to the attainment of
future goals

l Reframing problems or past events, emphasis-
ing the influence of substance misuse

l Reviewing medication and the use of an optimal
medication regime

Active treatment

This stage involves the persuasion of the client of
the value and benefits of treatment, although it may
take a few months before a client is ready to receive
active treatment interventions for their substance
misuse. It is important at the outset to agree the
anticipated goal of treatment and to integrate treat-
ment of mental health problems and substance 
misuse. This should entail the active involvement
of the client in formulating goals and a care plan. 
If it is unrealistic to aim for abstinence it may be
more appropriate to consider intermediate goals
that represent reductions in the harm incurred
from drug and alcohol misuse, whilst not focusing
prematurely on complete cessation (Department of
Health, 2002). A number of interventions have been
identified for the effective treatment of dual dia-
gnosis, but these lack specificity (Department of
Health, 2002). The interventions are:

l Integrated treatment
l Staged interventions
l Assertive outreach
l Motivational interventions
l Individual counselling
l Social support interventions
l Long-term perspective

Cognitive behavioural therapy has been shown
to be a potent therapeutic tool for a range of mental
health problems (Dattilio & Freeman, 1992). This 
is no less true in dually diagnosed clients, where
the skilful use of analysis, disputing cognitions,
combined with realistic homework tasks can en-
hance the skills that promote abstinence, including
increasing self-efficacy in finding, establishing 
and maintaining appropriate support networks
(Price, 2002). Other interventions as part of the
holistic approach should be provided in relation 
to pharmacological management, social support
and building self-esteem, social skills, occupational
therapy, welfare advice and employment services.

Relapse prevention

Substance misuse and mental health problems are
chronic relapsing conditions. Given the relapsing
nature of substance misuse it is important, once a
client has reduced their misuse, or become abstin-
ent, to offer interventions aimed at the prevention
and management of future relapses. It is also 
crucial that both clients and staff accept relapse 
and do not perceive it as a weakness or failure. 
If the substance use is sustained, a return to 
the motivation for change stage is necessary and 
attention should be given to the development of
new action plans. The principles and strategies 
of ‘relapse prevention’ for substance misuse (see
Chapter 26) and the management of relapses to
psychosis are recommended for this purpose. This
approach aims to identify high-risk situations for
substance misuse and rehearse coping strategies
proactively.

Conclusion

The term dual diagnosis is often used to describe
this coexistence and these patients tend to be more
problematic to treat and manage in view of higher
rates of non-compliance, violence, homelessness
and suicide. The relationship between substance
misuse and mental health problems is complex.
Intoxication and withdrawal from drugs and alcohol
can produce psychiatric symptoms, while on the
other hand some individuals with psychiatric dis-
orders, such as antisocial personality disorders and
schizophrenia are more susceptible to substance
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misuse. The mental state of the patient may act 
as a barrier to recognition as some patients may not
be able to understand the nature of the symptoms
they experience or adequately describe them in a
way that enables clinical staff to make an accurate
assessment. This task of diagnosis is further com-
pounded if the patient is a polydrug user and is 
taking a combination of psychoactive substances 
at the same time. Even when substance misuse is
identified it is often difficult to distinguish between
symptoms that are related to substance misuse or a
psychiatric disorder. Failure to recognise and treat
substance misuse at an early stage will not only
lead to ineffective management and treatment out-
comes, but may also result in a deterioration of the
patient’s symptomatology.

The national guidance on good practice in dual
diagnosis (Department of Health, 2002) is a step in
the right direction. It focuses on the complex needs
of patients with coexistence of substance misuse
and mental health problems. However, the docu-
ment fails to address important issues relating to
social care, the resource implications of this major
service development, and the interface between
mainstream mental health services and addiction
services, as well as implications for the future 
and the scope of addiction services (Abou Saleh,
2004).The involvement of service users, families and
carers is central in the care planning and treatment
process, and must not be tokenistic or superficial.
The involvement should take place at all stages: in
treatment, in the planning, delivery and develop-
ment of existing services, and in the planning 
and commissioning of future services (Rethink &
Turning Point, 2004). Attention also needs to be
focused on special populations (see Part 2) in 
relation to dual diagnosis, such as black and ethnic
minority groups, homelessness, older people (alco-
hol and tranquillisers), young people and women
(Health Advisory Service, 2001).

There is also the need to address the training and
continuing professional development (Chapter 27)
of staff to working with coexistence of substance
misuse and psychiatric disorders. There is evidence
to suggest that mental health service workers lacked
the knowledge and skills for assessment and treat-
ment of substance misuse and were insufficiently
aware of the available resources and how to access
substance misuse services (Maslin et al., 2001). Dual
diagnosis is often not picked up by substance mis-
use or mental health services, indicating a need for

improvement in staff training and routine assess-
ment and recording (Weaver et al., 2002).

The changing patterns and prevalence of the
coexistence of substance misuse and psychiatric
disorders in the UK necessitate new and innovative
responses from health and social care workers and
service providers. Dual diagnosis, like substance
misuse, is not the sole responsibility of one discip-
line or specialist. It requires a multidimensional
approach and involves inter-agency collaboration
in the ownership of common goals in meeting the
complex physical/medical, social, psychological
and spiritual needs of the individual. There is cause
for optimism.
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alcohol (Escohotado, 1999). During the Dark Ages
religion dictated policy. The belief in the supernat-
ural culminated in the witch hunts. This had enor-
mous implications for those with a mental illness
and for those who made, took, sold or dispensed
drugs that were thought of as diabolic; they were 
at risk of being drowned or burned at the stake. In
his book, De Praestigiis Daemonum (1563) (On the
Conjuring Tricks of Demons) Johannes Weyer sug-
gested that hallucinations were caused by either
dreams or drugs and not witchcraft. He was also
branded a sorcerer for his words. With the renais-
sance the tide turned, and the ideas first put for-
ward by Hippocrates, that mental illness is organic
in origin and pharmacology was not inspired by
the devil, grew (Porter, 2002), putting the super-
natural into the background.

Years of asylum

By the eighteenth century, those whose behaviour
was not considered normal were increasingly being
cared for in madhouses; these became known as
asylums, later mental hospitals and then psychi-
atric hospitals. Some were concerned about the
quality, treatment and civil liberties of those in 
the institutions as well as the safety of the general
public. As a result, several acts of Parliament were
passed addressing some of these issues (Rogers &

2 Policy Initiatives in Substance 
Misuse and Mental Health:
Implications for Practice

A. Hammond

Introduction

Mental health and substance misuse policy has
evolved gradually and separately over time. To
understand the action plans set down in policy docu-
ments we need to explore the various influences
that have impacted on the decision makers who
develop these policies. According to Palmer &
Short (1989) economic, political, sociological, epi-
demiological and public health issues of the day 
are important predictors of policy formation. Also,
scientific and medical discoveries, psychological
understanding, and philosophical and religious
beliefs all underpin policy frameworks. This chap-
ter will explore some of these influences in the con-
text of history, before looking at some of the most
recent documents and concerns that have led to the
present interest in policy development for those
with a dual diagnosis.

Historical context

Before the eighteenth century, policy, if there was
such a thing, was underpinned by a belief that God
or the gods were responsible for all illness, mental
and physical (Escohotado, 1999; Porter, 2002). The
ancients knew the link between mental health and
drug use; they knew that some drugs used in excess
could cause hallucinations and delirium, including
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Pilgrim, 2001; Porter, 2002). Institutions continued
to be thought to be the best place to treat patients,
and it is only now in the twenty-first century that
we are seeing the last of the great asylums being
demolished.

Shift in ideology

The twentieth century brought a shift in the under-
standing of mental illness. The degeneration theory
proposed that people had a genetic vulnerability to
mental illness, evidenced by a family history of
neurasthenia, nervous hysteria, alcohol and opiate
addiction, prostitution, insanity proper and idiocy
(Porter, 2002). This model was discredited follow-
ing the First World War when it was found that 
the officer soldier was experiencing mental health
problems, as this ran counter to the theory. Also,
women who were working prolonged hours in the
ammunitions factory were presenting with anxiety,
miscarriages and exhaustion; this led to a renewed
interest in the environmental theory first put for-
ward by the pioneers in moral therapy, such as
Philippe Pinel and William Tuke of the late eigh-
teenth and early nineteenth century, who believed
that the traditional approach was inhuman. The
difference being that rather than the institution
being thought of as the best place to give refuge and
therapy the best place and choice of treatment was
outpatient psychotherapy (Rogers & Pilgrim, 2001;
Porter, 2002).

Concern about drugs

Prior to the First World War, North American pro-
hibitionists were warning of the physical and moral
dangers of opium use to the individual and society.
This is not surprising considering the degeneration
theory described above. Concern led to the 1909
Shanghai International Opiate Commission and the
1911 and 1913 Hague Conferences. The Americans
won over other world leaders and the signatories
agreed to curb production, distribution and con-
sumption of opiates, morphine, heroin and cocaine,
and to restrict their use for medical purposes only.
The regulations would be bound by international
law. Ratification of the agreement was postponed
until after the First World War, though those coun-

tries that had already signed could begin making
them law in their own countries. In 1919, it was
ratified in the Treaty of Versailles. These regula-
tions underpin modern British legislation (Release,
2005). The Misuse of Drugs Act 1971 classifies drugs
into three classes, A, B and C. The class of drug
determines the sentence the offender is given. The
legislation also laid down the prescribing respons-
ibilities of the doctor. The Misuse of Drugs Regula-
tions 1973 and 2001 place classes of drug under 
five schedules. The schedule determines who can
produce, supply and prescribe; drugs found under
schedule 1 require a Home Office licence, whereas
those under schedule 5 include those that can be
sold over the counter (Home Office, 2005).

The first indications of prohibition in Britain
arrived with the 1916 Defence of the Realm regula-
tions that made it an offence to give or sell cocaine
to soldiers, though this was modified allowing
members of the medical profession and those on a
prescription to be in possession. In 1920 and then 
in 1923 the Dangerous Drugs Acts were passed,
which meant a prescription would be needed to
obtain opium, its derivatives and cocaine. In 1926
the Rolleston Committee decided that drug addic-
tion was not a deviant activity to be dealt with by
the criminal justice system as in the USA, but was 
a disease and should be treated accordingly with
opiates. Unlike the Harrison Act in the USA, the
British system allowed the prescribing of mainten-
ance doses of opiates to those who could lead a 
normal life on such a dose and had previously tried
but failed detoxification (Release, 2005).

Buds of community care

After the First World War the medical profession
turned their attention to psychotherapy to treat
what was now termed the more neurotic conditions
caused by environmental issues rather than psy-
chosis. The 1930 Mental Treatment Act opened the
asylum door to voluntary admissions. Rather than
being placed in the asylum, outpatient treatment
was becoming established for those with a mental
illness as well as drug addicts. Mental health 
came under the umbrella of the National Health
Service (NHS) when it was established in 1948 and
the move toward outpatient treatment continued
(Rogers & Pilgrim, 2001).
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The 1960s brought Enoch Powell’s famous water
tower speech, where he presented the ideas laid
down in his hospital plan, which was published 
in 1962. The plan promoted community care, 
recommending that asylums be run down, com-
munity service be developed and psychiatric wards
be attached to general hospitals. By the 1970s com-
munity care was becoming a reality despite the oil
crisis of 1973 that reduced the spending on health
by successive governments. Community mental
health teams were on the increase between 1977
and 1987, growing from one to fifty four (Rogers &
Pilgrim, 2001).

This period also saw an increase in trends of drug
misuse. The Brain Committee had been established
between 1958 and 1959 to look into this apparent
increase. They did not support the claim, but by
1964 a sudden rise in the number of addicts known
to the Home Office prompted the second Brain
Committee to reform and their findings formed the
basis of the Dangerous Drugs Act of 1967 (Release,
2005). With more clients being treated in the com-
munity there was also increased drug availability,
indicated by numbers of convictions. By 1982
between 17 000 and 20 000 people were convicted
of possession of all types of drug, and by 1992
between 40 000 and 45 000 people were convicted
(Ghodse, 1995). It is therefore not surprising that
dual diagnosis and co-morbidity were being recog-
nised and reported in the literature.

Foundations of modern policy

Internal market

The 1980s and 1990s saw the introduction of the
internal market into the NHS. Commissioners or
GP fundholders were given the responsibility of
purchasing services from providers on behalf of
their patients. These principles rely on availability
of choice and the freedom to choose (Rogers &
Pilgrim, 2001). It may be said that there is very little
choice in mental health or drug services because
these are determined by postcode system and GP.
Mental health services usually have the monopoly
because of their authority under the Mental Health
Act to detain and treat clients. It is slightly different
with drug and alcohol services where there is
sometimes more than one provider in a location,

giving clients and commissioners more choice. The
freedom to choose is sometimes more complex; it 
is limited to the client being included or excluded 
in the decision making process. Clients with dual
diagnosis have no choice, are at greater risk of
relapse, have increased number of hospital admis-
sions, are more likely to be involved in criminal 
justice issues, including violence, homelessness
and infections such as HIV and hepatitis, and often
fall through the net between services (Drake et al.,
2001).

Drake et al. (2001) outlined the possible reasons
for this: fragmented services, funding barriers,
administrative barriers, no outcome measures or
quality assurance, judgemental attitude and poor
training by those making the diagnosis; they may
not make a diagnosis if they think it will pull on
their budget, or they may not have the training to
recognise a dual diagnosis and may make a wrong
diagnosis. Other reasons for lack of opportunities
for choice are that staff in mental health services
may lack understanding of the effect of drugs on
mental health and appropriate physical and psy-
chological treatments, and those in drug services
may not recognise someone with a serious mental
illness. Different philosophies mean that mental
health services offer outreach but that substance
misuse services do not.

1997 and beyond

When the Labour Government came to power 
in 1997 they set out to modernise the NHS, keep
what was good about previous policy and address
its limitations. They set out their agenda in the 
following White Papers: The New NHS: Modern and
Dependable (Department of Health, 1997) and The
NHS Plan (Department of Health, 2000). The ideas
from the former paper were developed in the 
paper A First Class Service: Quality in the New NHS
(Department of Health, 1999a). Out of this came the
National Service Framework for Mental Health (NSF)
(Department of Health, 1999b). The NHS plan has
built on these former policies and is currently used
in the delivery of mental health services and further
supported by the NSF for mental health. The deliv-
ery of the NHS Plan and NSF is found in the Mental
Health Implementation Guide (Department of Health,
2001). The relevant aspects of the strategy are



Policy Initiatives in Substance Misuse 19

embedded in the Models of Care (Department of
Health, 2002a, 2005), which specifies how services
for drug users should be planned, delivered and
monitored.

The main theme of the Government’s policy 
was to remove the internal market by abolishing
GP fundholding and replace it with primary care
groups and then trusts. To mend the fragmentation
and minimise the risk of people falling through the
net of services they expect the NHS and Social
Services to pool their budgets by merging and
becoming NHS and Social Care trusts.

Both mental health and substance misuse ser-
vices have a responsibility to ensure that the Gov-
ernment’s strategy is put in place to improve 
services and stop the postcode lottery. The
Government’s policy is founded in social inclusion
not exclusion. The following is a summary of the
Government’s strategy for improving the quality of
the health service. We then focus on those policies
specific to mental health and substance misuse,
including published guidelines that give the frame-
work for how mental health, substance misuse and
dual diagnosis services can be delivered according
to local need.

A First Class Service: Quality in the New NHS
(1999a) is a tripartite framework encompassing:

(1) Standard setting
(a) The National Institute of Clinical

Excellence
(b) The National Service Framework

(2) Delivering system
(a) Clinical governance
(b) Quality improvement by ensuring service

is cost effective and accessible
(c) Raising performance by clinical audit
(d) Evidence based practice
(e) Risk assessment and management risk of

client to self and others, plus iatrogenic
risk

(f ) Continuous professional development
(3) Monitoring systems

(a) Commission for Health Improvement
(b) The National Performance Assessment

Framework
(c) The national survey of patients

This framework underpins the following strategies
and service guidelines.

Strategy for mental health and substance
misuse

National service framework for 
mental health

In 1999, the Government published a ten-year men-
tal health strategy in the National Service Framework
(Department of Health, 1999b), relevant to all stat-
utory and non-statutory services. The framework
sets out how services should be planned, delivered
and monitored; it also sets out seven standards in
five areas:

1 Mental health promotion
2 and 3 Primary care and access to services
4 and 5 Effective services for people with severe

mental illness
6 Caring about carers
7 Preventing suicide

Reference to dual diagnosis is implicit in the 
following NSF standards.

Standard one
Mental health promotion

l Development of programmes to combat dis-
crimination and social exclusion in vulnerable
groups such as those with mental health and
drug and alcohol problems

l Brief interventions offered to alcohol users that
could dramatically decrease intake in those
drinking over the recommended limits

l Strengthen links between drug, alcohol and
mental health services that could reduce 
suicides

Standards two and three
Primary care and access to services

Staff should:

l Consider the role of drugs and/or alcohol in
those presenting with mental health problems,
and mental health problems in those presenting
with drug and alcohol problems

l Recognise that substance misuse increases risk
of suicide in those with mental health problems

l Have a clear understanding of how to access
drug, alcohol and mental health services



20 Dual Diagnosis Nursing

Standards four and five
Effective services for those with severe 
mental illness

l Mainstreaming of those with a dual diagnosis
into existing mental health and drug and 
alcohol services

l Clients to have a care plan under the care 
programme approach (CPA). (This is a frame-
work that supports inter-agency working,
including the service user and carers. It consists
of assessment, making a care plan, identifying 
a care coordinator and at least six-monthly
reviews. A client with a severe mental illness
would be placed on enhanced CPA and those
with less severe problems under standard CPA)

l Assertive outreach and crisis resolution teams;
recognition that working with this client group
is long-term work; staff from these teams
should be trained to work with this client 
group

Standard six Caring for the carers
Standard seven Reducing suicide

Tackling drugs to build a better Britain

In 1995, Tackling Drugs Together (Home Office, 1995)
was published to address drug issues. By focusing
on crime, young people and public health the need
was recognised for services to work together and it
brought together the Department of Health, Home
Office and Department of Education. It introduced
drug action teams to implement the strategy,
depending on local need. They set up local multi-
agency reference groups. The Government has
built on this policy with the publication of Tackling
Drugs to Build a Better Britain in 1998; they updated
this in 2002 and again in 2004 with the publication
of Tackling Drugs: Changing Lives (Home Office,
2004). This aimed:

l To help young people resist drugs misuse to
achieve their full potential

l To protect communities from antisocial and
criminal behaviour

l To enable people with drug problems to over-
come them and live healthy and crime free lives

l To stifle availability of illegal drugs on our
streets

Harm reduction/minimisation

Safety of the public has also been the theme in 
drug services, whether by the prevention of crime
or the spread of blood-borne viruses into the gen-
eral population. The Government’s policy on drugs
in the 1980s and 1990s was more about public
health than that of individual drug users. The fear
of the spread of HIV into the non-drug using popu-
lation prompted the Advisory Council on Drug
Misuse to advise services that the threat of HIV is
greater than drug misuse itself. The goal of services
was to aim towards stopping clients acquiring 
or transmitting HIV through harm reduction, 
and maintenance if abstinence is not possible.
Community needle exchanges were introduced
with the aim of stopping injections with unsterile
equipment (Laffan & Gerada, 2005). This policy
continues to be successful and underpins today’s
treatment strategy.

Guidelines

Mental Health Policy Implementation Guide

The Mental Health Implementation Guide (Depart-
ment of Health, 2001) is a framework for delivering
mental health services via crisis resolution teams,
assertive outreach, early intervention in psychosis,
primary care and gateway workers, women only
services, break for carers services, strengthening
carers support networks, secure accommodation,
personality disorder and prison inreach. Clients
with a drug or alcohol problem may present at any
of these services.

Models of care plus drug misuse and
dependency guidelines on clinical
management

To enable services to deliver the National Service
Framework (NSF) and Tackling Drugs to Build a
Better Britain (Home Office, 1998) the National
Treatment Agency was set up in 2001 as a new
health authority to oversee the Government’s strat-
egy to double the numbers in treatment by 2008.
They published the Models of Care (Department of
Health, 2002a) that defines how services across the
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country should be planned, delivered and mon-
itored (see Chapter 17).

Once clients are in the system, the Drug Misuse
and Dependency – Guidelines on Clinical Management
(Department of Health, 1999c) recommends a range
of treatment options that have been found to be 
cost effective. The National Treatment Outcome
Research Study (Gossop et al., 2001) found that
treatment works. It was a prospective, longitud-
inal, cohort study and monitored the progress of
individuals recruited into one of four treatment set-
tings. At the five-year follow-up they reported that
drug treatment reduced drug use by 40–60% and
reduced arrest for violent and non-violent criminal
behaviour by as much as 50%. Following this, the
researchers published the following hierarchy of
treatment goals:

l Reduction of psychological, social and other
problems related to drugs

l Reduction of psychological, social or other
problems not related to drug use

l Reduction of harmful or risky behaviour related
to drugs, including the sharing of equipment

l Attainment of controlled, non-dependent or
non-problematic drug use

l Abstinence from main problem drug
l Abstinence from all drugs

This recognises that treatment works and saves
the country £9.50 to £18 in the cost of crime for
every £1 spent on treatment (Godfrey et al., 2004).
Treatment and criminal justice therefore come
together in the drug requirement and rehabilitation
(DRR) programmes and the criminal justice inter-
vention programmes (Home Office, 2005). Clients
presenting with a first episode of mental illness,
drug induced or otherwise, or established mental
illness, may come through any of these services.

QuADS

The Government is keen to improve standards 
and monitor that services are delivering what is
expected of them. Drug and alcohol services have a
measuring tool called QuADS (quality in alcohol
and drug services) (Alcohol Concern, SCODA,
1999) to enable them to do this. It helps services to
monitor themselves but it is also a useful tool to be
used by the drug and alcohol action team during

the inspections. It outlines a range of standards 
that each service should be delivering and can be
measured against.

Social control

Safety of the general public, civil liberties and qual-
ity of care has always proved to be challenging for
politicians. In the past, asylums acted as places of
social control for all those thought to be deviant 
or who had mental health problems. Today, the
challenge is how these can be balanced and clients
managed in the community. For those with a 
mental health problem, section 117 of the 1983
Mental Health Act, and the care programme
approach (CPA), established in 1991 as a frame-
work for planning, reviewing and monitoring care,
were designed to address these problems. But a
number of care in the community enquiries found
that these were poorly implemented and the
enquiry also found failures around poor com-
munication between services. This resulted in the
Building Bridges (Department of Health, 1995) strat-
egy which gave guidance on coordination and
communication between services and in 1998 the
CPA was reviewed. The 1983 Mental Health Act
has been found to be unsatisfactory to address the
needs of clients in the community and is currently
being revised to give more powers to treat such
clients. The proposed new Mental Health Bill has
prompted a lot of concern from statutory and 
non-statutory organisations. Two of the contested
issues are, first, the plans propose dropping exclu-
sion clauses with the risk of a greater number 
of service users becoming eligible for enforced
treatment; the fear is that this will alienate service
users who may avoid asking for help for fear of
being placed on an order, so, as in the past, clients
who are most vulnerable may fall through the net.
The second concern around the community treat-
ment orders (CTO) is who is going to enforce
removing a person to a clinical setting when this
does not comply with treatment health and safety
issues as well as the law on human rights (Rogers &
Pilgrim, 2001)?

All of the above agendas and policies came
together in the Dual Diagnosis Good Practice Guide
(Department of Health, 2002b). Although choice
and the freedom to choose may continue to be 
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limited for those with a dual diagnosis, the
Government has published a good practice frame-
work that is underpinned by the policies from 
mental health and substance misuse services 
that have already been discussed. In these the
Government has attempted to address issues of
civil liberties, quality of care and social inclusion,
services for diverse groups such as black and
minority ethnic (BME), women, gay, lesbian and
transgender groups. When money was divided
between health and social care many clients were at
risk of falling through the net and not having their
needs met. The Dual Diagnosis Good Practice Guide
(Department of Health, 2002b) has recommended
joined-up thinking if the policies from mental
health and substance misuse services are to inform
the development of an integrated dual diagnosis
service.

The main points of the delivery of this service
are:

l There should be mainstreaming of clients,
meaning that the responsibility for delivering
this service lies with mental health services so as
to reduce the risk of clients falling between 
services.

l The client group will have severe mental health
problems with combined substance misuse
problems.

l Assertive outreach teams are the likely service
to manage this client group.

l Substance misuse services should offer special-
ist support to the mental health services.

l Mental health services should offer specialist
support to substance misuse services to enable
them to support those with less severe mental
health problems.

l There should be clear care pathways between
services.

l There should be inter-agency collaboration and
training between all agencies involved.

l The service should be underpinned by clinical
governance.

l All clients should be under the care programme
approach and have a risk assessment.

The document addresses issues of assessment and
treatment and presents a number of established
models.

Training needs

The Government hopes to drive up standards by
having a highly trained and skilled workforce. To
aid this and to support the training needs of staff,
occupational standards have been developed in 
the substance misuse field as well as for the NHS.
Drug and alcohol national occupational standards,
known as DANOS (Skills for Health, 2005), have
been published that outline the skills substance
misuse workers need to inform their practice. Staff
in the NHS will also be expected to be trained to 
the occupational standard set down in the KSF
(Knowledge and Skills Framework, Department of
Health, 2004). Specific training will be necessary 
for services to work with this client group. The 
dual diagnosis guidelines recommend inter-agency
training where good practice can be shared.

Conclusion

History has shown that mental health has always
been at the mercy of politics and economics. People
with drug and/or alcohol and combined mental
health problems have always been around, yet it 
is only recently with the publication of the 
Dual Diagnosis Good Practice Guide (Department of
Health, 2002b) that services are able to respond to
those clients with complex needs in a more unified
way. This is in keeping with the Government’s
ambition to make sure that the most vulnerable
people are not excluded from services.

The central theme running through the ages has
been quality and the civil liberties of those being
treated, versus the safety of the general public. 
This has specific implications for those presenting
with a dual diagnosis who for too long have been
marginalised from services. Focusing on the needs
of this client group means that clients are more
likely to be socially included and have all their 
psychological, social and physical, medical and
spiritual needs met. What we must guard against,
though, is social control at the expense of social
inclusion, and it is this that is causing concern 
with the review of the Mental Health Act. MIND
(2005) has suggested that if more money is put 
into community support, housing and education,
there may be less reliance on medication and less
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need for the new proposed community treatment
orders.

Community care is now being realised, albeit
with limited resources. Mental health and sub-
stance misuse is about the interrelationship
between the individual and their internal as well 
as their external environment. It is therefore 
foolhardy to rely only on the Western reductionist
scientific tradition to inform practice. Research into
a range of treatments from medicinal, to psycholo-
gical, sociological and complementary approaches
would lead the way to more holistic forms of treat-
ment. We are beginning to listen to service users;
this is a move in the right direction.

Quality for service users has always been of 
concern to some. Clinical governance, monitoring
of services and the standardisation of services
according to local need is to be welcomed, but the
Government must realise that services have moved
beyond the mechanistic view of the seventeenth
century; there is now a move amongst clinicians
towards a more holistic bio-psychosocial and spir-
itual approach in the understanding and care of
those with mental health and substance misuse
problems; this runs contrary to a target setting,
form filling approach. The challenge is how to 
measure quality, standards and effectiveness with-
out being reductionist, but by being person centred.
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3 Understanding Drug Use 
and Misuse

G.H. Rassool & J. Winnington

Introduction

Psychoactive drugs are substances that have an
effect on the central nervous system in altering
mood, cognitive process and behaviour. Psycho-
active drugs are considered to be illicit as a result 
of social custom and law, both of which change
depending on worldview, culture and societies. In
most societies there is no dovetailing of interest in
the use and misuse of tranquillisers, barbiturates,
heroin, volatile substances, stimulants such as
amphetamines and cocaine and its derivatives,
cannabis and hallucinogens. Legal drugs such as
alcohol, caffeine and nicotine are used as a social
lubricant and as a self-medication, to relieve ten-
sion and anxiety or to facilitate social intercourse.
Despite the increasing risk of morbidity and 
mortality, alcohol is actively encouraged and soci-
ally reinforced in some societies, especially in the
Northern hemisphere. Some individuals with dual
diagnosis who have become acquainted with psy-
choactive substances through legitimate medical
use are engaging in self-medication for the relief of
a particular set of symptoms or to counterbalance
the effects of other psychoactive substances.

According to the UK Drug Report on Trends in
2001 ( Jeffery et al., 2002), cannabis was by far the
most widely consumed drug, but usage has more
or less stabilised in all age groups. Heroin use
remained low in 2001 for all ages, with no clear

trends. The most marked development was a
decline in the availability of amphetamine, but the
increase in cocaine and ecstasy use has continued.
HIV prevalence among injecting drug users in
London has remained at, or near, 4%, and pre-
valence among injectors in the rest of England and
Wales was extremely low, at less than 1%. In 2001,
hepatitis C prevalence among injectors was just
under 50% in London, compared with about 30% 
for the rest of England and Wales, but the rate
increases with the number of injecting years.
Hepatitis B was also higher in London compared
with elsewhere in England and Wales.

It is estimated that over 3 million people in the
UK use illegal drugs every year, with more than
half a million using the most serious drugs such as
heroin and crack. There are 280 000 heroin and/or
crack users: at any one time, only 20% of high harm
causing users are receiving treatment (80% are not)
(Cabinet Office, 2003). Drugs such as heroin and
crack are by far the most addictive and result 
in social harm to users and society as a whole.
Alcohol misuse is linked to over 30 000 hospital
admissions annually for alcohol dependence syn-
drome and causes up to 22 000 premature deaths
per annum. It is reported that at peak times, up to
70% of all admissions to accident and emergency
(Cabinet Office, 2004) are related to alcohol. In
Great Britain, there were 16 800 casualties in traffic
accidents involving illegal alcohol levels, 5% of all
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traffic accident casualties (Statistical Bulletin, 1999).
Currently, more than 120 000 people die each year
in the UK from tobacco smoking (Department of
Health, 1998a).

The aim of this chapter is to examine the key 
concepts related to drug use and dependence. The
drug experience, patterns of substance use and 
misuse, how people take drugs and the effects of
psychoactive drugs are also presented.

The policy and service framework for drugs

The policy initiatives in substance misuse and 
mental health have been addressed in the previous
chapter. This section seeks briefly to summarise 
the policy and service framework for drugs. The
document Tackling Drugs to Build a Better Britain
(Department of Health, 1998b) represents current
UK drug policy. Efficient delivery mechanisms all
need to be in place, including effective UK and
regional coordination, partnerships across agencies
and rigorous audit and evaluation. Drug action
teams (DATs), consisting of senior representatives
of health, social services, criminal justice, education
and housing agencies, have been established to
ensure the strategy is translated into practice. The
Guidelines on Clinical Management (Department of
Health, 1999) for drug misuse and dependence,
which underpin the UK drug strategy, placed its
emphasis on the rights of individual drug users 
to receive appropriate treatment and on the 
responsibility of all doctors to address drug-related
problems. This should include the provision of
‘shared-care’ arrangements, evidence based inter-
ventions, such as hepatitis B vaccinations, and 
providing harm reduction advice. The UK drug
strategy is also supported by legislative develop-
ments such as The Criminal Justice and Court
Services Act (2001) and requires all offenders,
including suspects, to be liable for drug testing at
each stage of the criminal process. The Act requires
the court to take positive drug test results into
account when determining whether or not to grant
bail. Drug treatment and testing orders (DTTOs)
have been introduced to those offenders, or sus-
pects, who are identified as having a drug problem.
This legislation also provides a potential mechan-
ism for individuals with a dual diagnosis to enter
mental health and/or substance misuse services.

The National Treatment Agency, a new special
health authority, was created with the aim of
increasing the number of drug misuse clients
treated and raising the effectiveness of their treat-
ment. The Agency aims to:

l Develop and promulgate evidence based 
standards for treatment provision and com-
missioning

l Take action to reduce variations in the avail-
ability and standards of treatment

l Ensure the treatment field is able to deliver
these improvements

l Develop providers and commissioners
l Promote policy management and development

An Updated Drug Strategy (Home Office, 2002)
builds on the foundations laid and lessons learned
from previous drug strategies. This updated strat-
egy sets out a range of policies and interventions,
which concentrate on the most dangerous drugs, the
most damaged communities and the individuals
whose addiction and chaotic lifestyles are most
harmful, both to themselves and others. Implicit in
the strategy is the fact that the Government has no
intention of legalising any illicit drug.

A recent publication from the National Treat-
ment Agency is the Models of Care for Substance Misuse
Services (NTA, 2002), a national service framework
for substance misuse. The guidance on models of
care provides a treatment framework and process
intended to support the move towards consensus
about the essential components of specialist sub-
stance misuse services and the importance of links
with other health, social care and criminal justice
agencies. The Alcohol Harm Reduction Strategy
for England (Cabinet Office, 2004) sets out the
Government’s strategy for tackling the harm and
cost of alcohol misuse. The strategy recognises the
need for coordination of services and commits to
working within the models of care framework on
integrated care pathways. It also has a series of
measures that aim to tackle alcohol-related dis-
order in town and city centres, improve treatment
and support for people with alcohol problems,
clamp down on irresponsible promotions by the
industry and provide better information to con-
sumers about the dangers of alcohol misuse.

Under the Road Traffic Act 1988 it is an offence to
drive or be in charge of a motor vehicle when unfit
through drugs, and disqualifications, stiffer fines



Understanding Drug Use and Misuse 27

and imprisonment can apply. It is also an offence to
be drunk whilst in charge of a vehicle. The Misuse
of Drugs Act 1971 outlined the degree of severity of
penalties for possession, dealing and trafficking of
drugs in the UK. It divides drugs into three classes,
A–C. Class A drugs are regarded as the most dan-
gerous and so carry the heaviest penalties. Some
drugs, for example ketamine, are not yet classified
and are regulated through the Medicines Act.

The classes of drug are outlined below:

(1) Class A drugs
Include: ecstasy, LSD, heroin, cocaine, crack,
magic mushrooms (if prepared for use),
amphetamines (if prepared for injection).
Penalties for possession: up to seven years in
prison or an unlimited fine, or both.
Penalties for dealing: up to life in prison or an
unlimited fine, or both.

(2) Class B drugs
Include: amphetamines, methylphenidate
(Ritalin), pholcodine.
Penalties for possession: up to five years in
prison or an unlimited fine, or both.
Penalties for dealing: up to 14 years in prison
or an unlimited fine, or both

(3) Class C drugs
Include: cannabis, tranquillisers, some pain-
killers, GHB (gammahydroxybutyrate).
Penalties for possession: up to two years in
prison or an unlimited fine, or both.
Penalties for dealing: up to 14 years in prison
or an unlimited fine, or both.

Drugs, drug misuse and dependence

There are various elements of what constitute a
drug (food is considered a drug), as the concept is
heavily influenced by the socio-cultural context
and purpose of its use. The therapeutic use of drugs
means a pharmacological preparation used in the
prevention, diagnosis and treatment of an abnor-
mal or pathological condition, whereas the non-
therapeutic use of drugs is commonly referred to as
the use of illegal or socially disapproved substances
(Rassool, 1998). However, drugs can be either thera-
peutic or non-therapeutic, or both. According to the
World Health Organization (1981), a drug is ‘any
substance or chemical that alters the structure or

functioning of a living being’. Despite the broad-
ness of the concept, which limits its use for clinical
and for certain practical purposes, it provides some
perspective to its pervasive nature. A drug, in the
broadest sense, is a chemical substance that has 
an effect on bodily systems and behaviour. This
includes a wide range of prescribed drugs, illegal
and socially accepted substances.

The term ‘drug misuse’ may be seen as the use 
of drugs in a socially unacceptable way that is
harmful or hazardous to the individual or others
(Royal College of Psychiatrists & Royal College of
Physicians, 2000). Drug misuse also implies use
outside the therapeutic use that harms health or
functioning. It may take the form of physical or
psychological dependence or be part of a wider
spectrum of problematic or harmful behaviour. The
World Health Organization recommends the use of
the following terms:

l Unsanctioned use: a drug that is not approved
by society

l Hazardous use: a drug leading to harm or
dysfunction

l Dysfunctional use: a drug leading to impaired
psychological or social functioning

l Harmful use: a drug that is known to cause 
tissue damage or psychiatric disorders

The term ‘drug dependence’ refers to behavioural
responses that always include a compulsion to take
the drug in order to experience its physical or psy-
chological effects, and sometimes to avoid the dis-
comfort of its absence. Dependence is often described
as either physical or psychological. Physical depend-
ence is a common and often important, but not a
necessary, element of drug dependence. This high-
lights the core features of dependence, such as
tolerance, psychological and physical dependence.
These concepts need further explanation and are
examined in the next section. Dependence, accord-
ing to Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV) (APA, 1994), requires that
three out of seven criteria occur at any time in the
same 12-month period. The DSM-IV criteria for
dependence are briefly presented in Table 3.1.

The terms ‘problem drug user’ and ‘problem
drinker’ have been used to refer to those who are
dependent on psychoactive substances. A problem
drug user has been described as ‘any person who
experiences social, psychological, physical or legal
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Table 3.1 DSM-IV diagnostic criteria for substance dependence.

A maladaptive pattern of substance use leading to clinically significant impairment or distress, as manifested by three or more of
the following occurring during the same twelve-month period:

(1) Tolerance, as defined by either of the following:
(a) Need for markedly increased amounts of the substance to achieve intoxication or desired effect.
(b) Markedly diminished effect of continued use of the same amount of the substance.

(2) Withdrawal, as manifested by either of the following:
(a) The characteristic withdrawal syndrome for the substance.
(b) The same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms.

(3) The substance is often taken in larger amounts or over a longer period than was intended.

(4) A persistent desire or unsuccessful efforts to cut down or control substance use.

(5) A great deal of time is spent in activities necessary to obtain the substance (for example visiting multiple doctors or driving
long distances), using the substance (for example chain-smoking) or recovering from its effects.

(6) Important social, occupational or recreational activities are given up or reduced because of substance use.

(7) The substance use is continued despite knowledge of having a persistent or recurrent physical or psychological problem that
is likely to have been caused or exacerbated by the substance (for example current cocaine induced depression or continued
drinking despite recognition that an ulcer was made worse by alcohol consumption).

problems related to intoxication and/or regular
excessive consumption and/or dependence as a
consequence of his own use of drugs or other chem-
ical substances’ (ACMD, 1982). This definition was
widened to include any form of drug misuse that
involves, or may lead to, sharing of injecting equip-
ment (ACMD, 1988). The above definition focuses
on the needs and problems of the individual and
places less emphasis on the substance oriented
approach. It is a holistic definition in acknowledg-
ing that the problem drug user has social, psycho-
logical, physical and legal needs, and the definition
could be expanded to incorporate the spiritual
needs of the individual problem drug user or prob-
lem drinker (Rassool, 2002).

Psychological and physical dependence

Tolerance

Tolerance is a behavioural state and refers to the
way the body usually adapts to the repeated pres-
ence of a drug. Higher quantities or doses of the
psychoactive substance are required to reproduce
the desired or similar cognitive, affective or beha-
vioural effects. Tolerance may develop rapidly in
the case of LSD, or slowly in the case of alcohol or
opiate. The drug must be taken on a regular basis

and in adequate quantities for tolerance to occur.
For example, amphetamines can produce consid-
erable tolerance and strong psychological depend-
ence with little or no physical dependence, and
cocaine can produce psychological dependence
without tolerance or physical dependence. Further-
more, in certain medical applications, morphine has
been reported to produce tolerance and physical
dependence without a significant psychological
component.

Psychological dependence

Psychological dependence can be described as 
a compulsion or a craving to continue to take 
the drug because of the need for stimulation, 
or because it relieves anxiety or depression.
Psychological dependence is recognised as the
most widespread and the most important. This
kind of dependence is not only attributed to the 
use of psychoactive drugs but also to food, sex,
gambling, relationships or physical activities.

Physical dependence

Physical dependence is characterised by the need
to take a psychoactive substance to avoid physical
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disturbances or withdrawal symptoms following
cessation of use. The withdrawal symptoms
depend on the type or category of drugs. For
example, for nicotine, the physiological with-
drawal symptoms may be relatively slight. With
other dependence inducing psychoactive substances,
such as opiates and depressants, the withdrawal
experience can range from mild to severe. The
withdrawal from alcohol for instance can cause
hallucinations or epileptic fits and may be life
threatening. Physical withdrawal syndromes are
not, however, the essence of dependence. It is pos-
sible to have dependence without withdrawal and
withdrawal without dependence (Royal College of
Psychiatrists, 1987). However, it is argued that many
of the supposed signs of physical dependence are
sometimes psychosomatic reactions triggered off
not by the chemical properties of psychoactive
drugs but by the user’s fears, beliefs and fantasies
about what withdrawal entails (Plant, 1987).

The dependence syndrome

The original framework of the dependence syn-
drome related specifically to alcohol dependence,
but this has been expanded to include other psy-
choactive substances. According to Edwards &
Gross (1976), there are seven components of the
syndrome:

l Increased tolerance to the drug
l Repeated withdrawal symptoms
l Compulsion to use the drug (psychological

state known as craving)
l Salience of drug-seeking behaviour (obtaining

and using the drug becomes more important in
the person’s life)

l Relief or avoidance of withdrawal symptoms
(the regular use of the drug to relieve with-
drawal symptoms)

l Narrowing of the repertoire of drug taking
(pattern of drinking may become an everyday
activity)

l Rapid reinstatement after abstinence

The dependence syndrome, derived from the
disease, biological and behavioural models, has
provided a common language for academics and
clinicians to talk about the same phenomena.

Why do people use drugs?

Many models and theories have been put forward
to explain why people use or misuse psychoactive
substances and about the causes of substance 
misuse. The theories provide explanations for the
initiation into substance misuse or why individuals
begin to use drugs, and the process of addiction. 
It will become apparent that no single theory is
sufficient to explain substance use and misuse per
se, and that a range of ‘risk factors’ have to be con-
sidered. Most of the studies are retrospective in
design and more research has been conducted in
relation to alcohol than any other substances. For a
more comprehensive review of the theories and
models of substance misuse see Rassool, 2001.

There is a myth that individuals use illicit 
psychoactive substances because they are having
problems. This is usually not true. They may be
attracted to illicit drugs for similar reasons as they
are to alcohol:

l To enjoy the experience
l To get the same experience as alcohol
l To enjoy the short-term effects
l To feel confident
l To ‘break the rules’
l To be part of the subculture
l To be curious about the effects
l Because the drugs are easily accessible and

available
l Because their friends use them
l To lose weight
l To escape from stress
l To avoid unpleasant feelings
l To enhance work performance
l To continue the habit
l Because it is part of their home/social life
l To relieve boredom
l To allieviate pain
l To satisfy cravings
l To avoid withdrawal symptoms
l To counter the withdrawal effects of other

drugs (use of benzodiazepines after stimulants)
l To counter the unpleasant effects of prescribed

medications

However, the reason why people start using
drugs may not be the same reason why they con-
tinue to use drugs. The reasons why people con-
tinue to use drugs may be related to a combination
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of factors, such as dependence, chaotic use, fear of
withdrawal symptoms, social exclusion, mental
health problems and other psychosocial and envir-
onmental conditions.

Patterns of substance use and misuse

The patterns of drug or alcohol use and misuse
for some individuals sometimes vary over a period
of time. The patterns of substance misuse are often
described as experimental, recreational and problem-
atic. Other patterns of substance misuse include
binge drinking or drug taking and chaotic use.

Experimental users

Experimental users can be described as those who
have used drugs, legal or illicit, on a few occasions.
By definition, anyone’s initial use of a drug, alcohol
or tobacco is experimental (Rassool, 1998). The
motivating factors include curiosity, anticipation of
effects and availability. This usually forms part 
of the desire among adolescents to experiment 
and try new risky experiences and can be seen as 
a normal developmental pattern. There is no ‘pat-
tern’ in the use of psychoactive substances, but the
choice of the drug misused is indiscriminate. The
choice of drug depends on factors such as avail-
ability, social marketing and reputation of the drug,
subculture, fashion and peer-group influence.
Experimental use of illicit psychoactive substances
is usually a short-lived experience and the majority
of people may confine the consumption to drugs
that are socially acceptable. Experimental users,
however, are in the highest category of risk for
infections (if injecting), medical complications or
overdose, due to the indiscriminate use of adulter-
ated psychoactive substances. It has been sug-
gested that the likelihood of ‘their future significant
engagement with, or disengagement from, further
drug use has not yet been firmly determined’ (RCP
& RCP, 2000).

Recreational users

Experimental users may or may not become recrea-
tional users of illicit psychoactive substances. The
term ‘recreational’ refers to a form of substance use

inwhichpleasureandrelaxationare theprimemotiva-
tions. There is a strict adherence to the pattern of use
so that the drug is only used on certain occasions
such as weekends, and is less likely to be used on
consecutive days. There is usually a preference for a
particular drug (drug of choice), because the user
has learnt how to use it and appreciate its effects.
Drug or alcohol use is one aspect of the user’s life
and tends to complement social and recreational
activities. There are usually no adverse medical or
social consequences as a result of the recreational
use as in the case of controlled drinking.

Dependent users

By definition and its very nature, a dependent user
has progressed to regular and problematic use of a
psychoactive drug or become a polydrug user
(multiple drug use). There is the presence of psy-
chological and/or physical dependence and it is
distinguished from experimental and recreational
use. The pattern of use is more frequent and regu-
lar, but less controlled. The process of obtaining the
drug is more important to the user than the quality
of experience. This tends to displace rather than
complement social activities. Injecting drugs is
common, and the frequent use creates problems 
of intoxication, infections, if sharing needles and
syringes, and other medical complications. Personal,
social, psychological and legal problems may be
present in this group.

Binge

In recent years the term ‘binge drinking’ has gained
currency as referring to a high intake of alcohol in a
single drinking session. Binge drinking is often
defined as the consumption of more than a certain
number of drinks over a short period of time, a 
single drinking session or at least during a single
day (men consuming at least eight, and women at
least six standard units of alcohol) (Institute of
Alcohol Studies, 2004). The features of binge drink-
ing (MCM Research Limited, 2004) are:

l Drinking with the intention of getting drunk,
often mixing drinks

l Drinking to the point at which the individual
loses control
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l Drinking as much as possible in a short space 
of time

l Occasional, heavy drinking

Binge drinking and severe intoxication can cause
muscular incoordination, blurred vision, stupor,
hypothermia, convulsions, depressed reflexes,
respiratory depression, hypotension and coma.
Death can occur from respiratory or circulatory
failure or if binge drinkers inhale their own vomit
(Institute of Alcohol Studies, 2003). It is well known
that binge drinkers are at increased risk of accidents
and alcohol poisoning. These patterns of behaviour
are also relevant to the episodic use of a psycho-
active drug, other than alcohol, in large quantities
over a period of time, followed by limited use or
abstinence.

Chaotic use

Chaotic use is referred to when an individual is
regarded as taking a drug or drugs in a spontan-
eous way that tends not to follow any typical 
drug-using pattern. It is generally associated with
problematic bouts of heavy use that may cause 
the user harm (Drugscope, 2002). This is often the
excessive use of multiple drugs or polydrug use
over a prolonged period of time. The individual’s
life is circumscribed by their drug use in com-
pletely unordered and unpredictable ways, and 
is combined with other significant health issues
such as HIV, liver damage and mental health 
problems.

Routes of drug administration (how people
take drugs)

The absorption of a drug is in part dependent upon
its route of administration. Since psychoactive
drugs must enter the bloodstream to reach their site
of action, the route of administration is very import-
ant in the speed of influencing the physical and
psychological effects of the drug. The routes of tak-
ing drugs are orally, smoking, inhalation and by
injection. The most common route of administra-
tion is orally, in either liquid or tablet form. When a
drug is required to act more rapidly the preferred
route of administration is by injection. Drugs of
misuse, such as heroin, are often administered

intravenously, for example directly into a vein.
Certain drugs are smoked, for example cannabis,
crack cocaine, heroin. Some psychoactive drugs, for
example cocaine and amphetamines, are also taken
by the intranasal route.

Oral

The oral route (swallowing) is the most popular
method of drug administration although effect-
ively the slowest route because of the slow absorp-
tion of the drug into the bloodstream. There is 
no stigma attached, compared with smoking and
injecting, to taking a psychoactive substance orally
either in tablet form or in the form of beverages 
containing alcohol or caffeine.

Smoking

Smoking is also a very effective route as the drug is
inhaled, as in the case of tobacco or heroin smoking
(chasing the dragon). Cannabis or marijuana is also
smoked in the form of a ‘joint’, which is usually
mixed with tobacco.

Inhalation

The inhalation route (sniff ) is also used to self-
administer drugs. Absorption of the drug is
through the mucous membrane of the nose and
mouth. The types of drug that are inhaled include
cocaine, tobacco snuff and volatile substances and
solvents. Inhalation may also produce rapid
absorption and response as in the case of crack
cocaine.

Injecting

The methods of drug injecting include intramuscu-
larly or subcutaneously/intravenously. Injection of
drugs is less widespread than other routes of drug
administration but also the most hazardous. The
major danger of injecting is the risk of overdose
because of the concentrated effect of this method.
There is also the risk of infection from non-sterile
injection methods, including hepatitis B and HIV
infections, abscesses, gangrene and thromboses.
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The onset of the effect of the drug is rapid when it 
is administered intravenously and is a major 
reason why drugs are often self-administered by
injecting. Drugs that are mainly injected include
heroin, cocaine, amphetamines and some hypno-
sedatives. Table 3.2 summarises the complications
of injecting.

Intervention strategies: harm reduction to
abstinence

The most important factors in intervention
approaches are to ensure that management and
treatment of substance misusers or individuals
with dual diagnosis address a broad range of com-
plex needs. These include physical or health needs,
social, psychological, spiritual or legal needs or
problems of the individual. Intervention strategies
range from total abstinence to harm reduction.

Whilst abstinence as a goal of treatment may be an
appropriate target for some individuals with dual
diagnosis or those who are not dependent upon the
drugs, for others, who are dependent or are chaotic
users, it may be unrealistic for abstinence to be
their immediate short-term goal. A harm reduction
approach may be more appropriate for this group of
individuals. Proponents of harm reduction recog-
nise that there will always be illicit psychoactive
drug use and that many individuals are unable or
lack the readiness to change to be drug free, but
nonetheless could benefit from intervention.

Harm reduction means trying to reduce the 
harm that people do to themselves, or other people,
from their drug use. It can be contrasted with 
primary prevention, which tries to stop people

using drugs in the first place or to stop using them if
they have already started. Harm reduction focuses
on ‘safer’ drug use and has also been developed as a
way of educating young people about drug use
(Drugscope, 2002). Harm reduction has also been
described as a set of practical strategies that re-
duce negative consequences of drug use, incorpor-
ating a spectrum of strategies from safer use, to
managed use to abstinence. Harm reduction strat-
egies meet drug users ‘where they’re at’, address-
ing conditions of use along with the use itself
(Harm Reduction co.uk, 2003). The principles of
Harm Reduction (Harm Reduction co.uk, 2003) are
outlined below:

l Accepts psychoactive substances are a part of
our society, and chooses to minimise its harmful
effects rather than to ignore or condemn them.

l Understands that substance use is a complex
and multifaceted phenomenon that encom-
passes a continuum of behaviours, ranging
from dependence to total abstinence, and
acknowledges that some ways of using drugs or
alcohol are clearly safer than others.

l Calls for the non-judgemental, non-coercive
provision of services and resources to indi-
viduals who use drugs and to the communities 
in which they live, in order to assist them in
reducing attendant harm.

l Ensures that substance misusers and those with
a history of substance misuse routinely have a
real voice in the creation of programmes and
policies designed to serve them.

l Affirms substance misusers themselves as the
primary agents of reducing the harm of their sub-
stance use, and seeks to empower users to share

Table 3.2 Complications of injecting.

Equipment The drug Site of injection Effects

Environment Drug Trauma and infection Overdose
Cooker Drug Interactions Skin abscess Poisoning
Water Allergy Fat necrosis Infection
Filter Contaminants ‘Simple’ miss Thrombosis
Syringe Infectious agents Connective tissue Embolism
Needle Arterial injection

Nerves
Lung, breast, penis, neck

Source: adapted from Pates et al. (2005).



Understanding Drug Use and Misuse 33

information and to support each other in strat-
egies that meet their actual conditions of use.

l Recognises that the realities of poverty, class,
racism, social isolation, past trauma, sex-based
discrimination and other social inequalities affect
people’s vulnerability to and capacity for effec-
tively dealing with substance related harm.

l Does not attempt to minimise or ignore the real
and tragic harm and danger associated with licit
and illicit drug use.

Working with substance misusers from a harm
reduction perspective opens the door to helping
these individuals to reduce harm in some way that
wouldn’t otherwise occur. Small reductions of harm
are better than no reduction. An open door policy
can result in a harm reduction snowball effect: small
improvement can pave the way for further reduc-
tion of drug use and an improved lifestyle in other
ways. This snowball effect can continue, eventually
to the point of abstinence (Westermeyer, 2002).
Harm reduction programmes include supervised
consumption of medication, needle exchange pro-
grammes, programmes to reduce the risk associated
with HIV and hepatitis, and health information
about safer drug use and safer sex.
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4 Psychoactive Substances 
and their Effects

G.H. Rassool & J. Winnington

The drug experience: pharmacology,
personality, environment

It is acknowledged that the effect a psychoactive
substance or ‘drug experience’ will have on a given
individual will depend on several other factors
beside the pharmacological properties of the drug.
The gamut of ‘drug experience’ involves inter-
related sets of non-pharmacological and pharma-
cological factors. These include pharmacological
factors, personality of the individual and the con-
text or setting (Ghodse, 1995). The pharmacological
factors include the chemical properties or type of
drug used.

Different drugs have different modes of action
on the body due to their pharmacological properties,
the drug dosage and the route of administration. 
In addition, the effects or actions of a psychoac-
tive drug are influenced by the personal charac-
teristics of the drug user. These characteristics
include factors such as the person’s biological
make-up, personality, gender, age and drug toler-
ance. In addition, the knowledge, attitude and
expectations (psychological set) about a drug will
have an influence on the ‘drug experience’. For
example, if an individual believes or expects (as a
self-fulfilling prophecy) that a particular substance
will produce a certain effect, the desired effect may
be experienced. The last set of factors is the setting
or context in which a drug is used. This includes the

physical environment where the drug is used, the
cultural influences of the community where the
drug is consumed, the laws related to drug use and
the context in which a drug is used. All the inter-
related factors, pharmacological properties, indi-
vidual differences and context of use influence the
individual experiences of drug taking.

Specific drugs and their effects

This section focuses on the nature and effects 
of psychoactive substances. Each classification of 
substances will be examined including alcohol,
hypno-sedatives, stimulants, hallucinogens, can-
nabis, tranquillisers and steroids. Names, legal 
status, sought after effects and adverse effects will
also be presented.

Alcohol

Alcohol is taken orally as a drink and is our most
commonly used social lubricant. Alcoholic drinks
are measured in ‘units’; a unit equates to one regular
sized glass of wine, half a pint of beer or one mea-
sure/shot of spirits, but these only apply to normal
strength drinks. Beer ranges from around 3.5% to
over 12% alcohol by volume. Strong lagers such as
Tenants Super and Kestral Super have around five
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units of alcohol per can. The maximum recom-
mended intake per week for males is 21 units 
and for females it is 14 units, but spread over the
week rather than drunk in one session. Alternative
Department of Health guidance suggests sensible
limits of no greater than 3–4 units per day for men
and 2–3 units per day for women. Alcohol rapidly
enters the bloodstream from the stomach and
intestines. It takes about 30–90 minutes to have
maximum alcohol blood concentration. Factors
such as the strength of the drink, the presence of
carbon dioxide and bicarbonate, decrease in body
temperature, presence of food and tolerance of the
individual will influence the effect of alcohol.

Legal status

Alcohol can be bought by adults (aged 18 years
and over).

Sought after effects

In low to moderate doses, alcohol loweres inhibi-
tions, increases confidence and sociability and pro-
duces a mild euphoric feeling. Safe drinking levels
have been shown to protect against coronary heart
disease in men over the age of 40 or women past the
menopause.

Adverse effects

The effects are influenced by the amount, fre-
quency and duration of use and the tolerance of the
user. High doses of alcohol can have a range of
effects, from slurred speech, ataxia, blurred vision
and diminishing consciousness, depression of the
central nervous system, to shock, coma and death.
Alcohol also affects coordination, reaction time and
judgement; it makes users particularly prone to
accidents and trauma.

Large amounts of alcohol over a period of time
can lead to hypothermia, inflammation of the 
stomach lining, ulcers, oesophageal varices and
birth defects. A physical dependency can result from
alcohol consumption and this can lead to marked
physical withdrawal symptoms on cessation. These
include nausea, tremors, cramps, vomiting, sweating,
high temperature, hypertension, anxiety, restless-
ness and transitory hallucinations, stomach pains
and even seizures or delirium tremens, called DTs.

Toxicity usually results in vomiting, thus prevent-
ing fatal overdoses. However, inhaling vomit is
responsible for a number of deaths every year.
Alcohol is associated with violent incidents and
suicide, with the risk of self-harm in heavy drinkers
being much higher than in the general population.

Amyl, butyl and isobutyl nitrite

Amyl, butyl and isobutyl nitrites, known collect-
ively as alkyl nitrites (‘poppers’, rush, locker room,
hard core) are chemically related to nitrous oxide or
laughing gas. They are clear, yellow, volatile and
inflammable liquids with a sweet smell when fresh.
When stale, the drug degenerates to a smell often
described as ‘smelly socks’. To users, the alkyl
nitrites are known as ‘poppers’.

Therapeutic use

Medically, amyl nitrite has been used in the treat-
ment of angina and as an antidote to cyanide poison-
ing. Butyl nitrite has no therapeutic medical uses.

Illicit use

In the UK, drugs such as butyl nitrite are on sale in
sex shops, pubs, bars and clubs. As a street drug,
butyl nitrite comes in small bottles with screw or
plug tops. It is sold mainly, but not exclusively, to
the gay community. The drug is widely used for the
‘rush’ of blood to the brain and an initial rush is 
followed by light-headed feelings. It is used to 
facilitate sex (often among the gay community).

Legal status

Butyl nitrite is not classified as a drug and has no
restrictions on its availability under current medicine
or drug legislation. However, other laws such as the
Offences Against the Persons Act 1861 may be used
to restrict distribution of these substances.

Sought after effects

They are popular on the dance scene and in clubs
and the effects are short-lived. Once inhaled, the
effects are virtually instantaneous and last for 2–
5 minutes. The blood vessels dilate, there is an
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increase in heart rate and the blood rushes to the
brain. Those using the drug to enhance sexual pleas-
ure report a slow sense of time, prolonged sensation
of orgasm and the prevention of premature ejacula-
tion. Alkyl nitrites are also used for the relaxation of
the anal sphincter, easing anal intercourse. Sniffing
of nitrites could cause a reduction in blood pressure
and contribute to unconsciousness. Anyone with
cardiovascular problems, glaucoma and anaemia
should avoid using nitrites. The users often experi-
ence weakness, headache, facial flushing and nausea
and vomiting. There appears to be no serious long-
term effect of the drug as it is excreted rapidly from
the body in healthy individuals.

Adverse effects

Tolerance to the drug develops within two to three
weeks of regular use, but after a few days of abstin-
ence, this tolerance is lost. There are no reports 
of withdrawal symptoms or psychological depend-
ence. The substance causes a fall in blood pressure
and rise in heart rate, which can lead to fainting and
loss of balance, headache and nausea. Swallowing
the liquid can be fatal, but this is rare.

Anabolic steroids

Steroids are hormones that occur naturally in the
body and control the development and function-
ing of the reproductive system. The term anabolic
means to chemically build up. Synthetic anabolic
steroids, in particular the modified male sex 
hormone, testosterone, form the main market 
supplies.

Therapeutic use

Only two anabolic steroids are available on pre-
scription in the UK. These are nandrolone
(Durabolin) and stanozolol (Stromba). Anabolic
steroids have an effect on muscle building and are
medically used in the treatment of thrombosis,
anaemia and muscle wasting.

Illicit use

Illicit anabolic steroids are used mainly by athletes
and bodybuilders. The idea behind the use of these

steroids is that because they build muscle bulk they
will also increase strength. The drug can be taken in
tablet form or by injection.

Legal status

Anabolic steroids are not controlled under the
Misuse of Drugs Act 1971. They are, however, pre-
scription only drugs and intent to supply can be an
offence under the Medicines Act.

Sought after effects

Anabolic steroids increase the retention of nitrogen
by the body, allowing this to be used to build 
muscle and body strength. Steroids also aid in the
production of red blood cells, which has led to the
belief that they might be helpful in increasing
endurance. There is, however, no empirical evid-
ence to support this.

Adverse effects

Although the substances may look like diverted
pharmaceuticals, they are often illegally manu-
factured counterfeits. If the substance is injected,
the usual risks apply. As anabolic steroids are mod-
elled chemically on male hormones they can have a
masculinising effect. Women may have an increase
in body hair, a deepened voice, enlargement of the
clitoris and decrease in breast size. Men may suffer
from a decrease in sperm production and testes 
size and development of breast tissue. Some of
these effects may be permanent and therefore irre-
versible. The increase in aggression is welcomed 
by athletes but sometimes the associated steroid
mania has been blamed for violent crimes. Other
physical problems are linked to steroid use, such as
acne, coronary heart disease, raised blood pressure
and possible liver and kidney damage. Physical
dependence does not seem to be a problem but
users have reported hypomania, mania, depres-
sion, anger and lethargy after stopping their use.

Cannabis

Cannabis (dope, draw, blow, resin, grass, skunk) is
derived from a bushy plant, Cannabis sativa, which
is easily cultivated in the UK. It is used as a relaxant
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or mild intoxicant. The active ingredients are con-
centrated in the resin at the top of the plant. ‘Skunk’
is a stronger breed. Hash or hashish is resin that is
scraped from the plant and then compressed into
blocks. Herbal cannabis, also known as marijuana,
is a weaker preparation of dried plant material. The
strongest preparation, cannabis oil, prepared from
the resin is less common in the UK. Usually, these
substances are mixed with tobacco and smoked.
Sometimes they are smoked in a pipe, brewed in a
drink or mixed with food. Smoking allows the user
to regulate the dose because the effect is very rapid
when used in this way. Cannabis is usually retailed
in ounces (twenty-eight grams) or fractions of
ounces, quarter of an ounce (seven grams), half 
an ounce (fourteen grams). Generally about half a
gram of resin is used to make a couple of joints. The
retail price varies depending on whether it is sold
in herbal (grass) or resin form.

Therapeutic use

Compared with all other drugs controlled under
the Misuse of Drugs Act, cannabis has the greatest
non-medical usage. However, cannabis is indicated
for the treatment of anorexia associated with
weight loss in patients with AIDS, and to treat mild
to moderate nausea and vomiting associated with
cancer chemotherapy.

Legal status

Cannabis is controlled under the Misuse of Drugs
Act (Class C), making it illegal to cultivate, pro-
duce, supply or possess the drug, unless a Home
Office licence has been issued for research use or
other special purposes. It is an offence to allow 
any premises to be used for cultivating, producing,
supplying, storing or smoking of cannabis.

Sought after effects

Short-term use
The effects derived depend to a large extent on
expectations, motivation and mood of the user. The
effects of cannabis usually start just a few minutes
after smoking and last from about one hour to 
several hours depending on how much is con-
sumed. Some users experience an intense feeling 
of relaxation. The following are common effects:

talkativeness, bouts of hilarity, relaxation and greater
sensitivity to sound and colour. There is no hang-
over of the type associated with alcohol use. Whilst
under the influence of cannabis, concentration and
mental and manual dexterity are impaired, making
tasks such as driving or any procedure requiring
accuracy or precision both difficult and dangerous.

Long-term use
Opinion varies about the effects of long-term
cannabis use. This may be partly because slowly
developing and infrequent effects need large longi-
tudinal samples to arrive at conclusive results, and
these studies are rare. Like tobacco, frequently and
chronically inhaled cannabis probably causes bron-
chitis and other respiratory problems and may also
contribute to the development of lung cancer.
Generally, people who smoke cannabis are more
likely to use other drugs, and people who smoke
tobacco and drink are also more likely to try
cannabis. However, there is no evidence that the
use of one drug actually causes people to use
another (escalation theory). Whilst there is little 
evidence that cannabis can produce a physical
dependence, regular use can produce a psycho-
logical need for the drug and some individuals may
come to rely on it as a ‘social lubricant’.

Perceptual distortion may also occur, especially
with heavy use. If the drug is used whilst an 
individual is anxious or depressed, these feelings
may be accentuated, leading to a feeling of panic.
People chronically intoxicated on cannabis appear
apathetic, sluggish, and they neglect their appear-
ance. There may be particular risks for people with
respiratory or heart disorders. Heavy use, particu-
larly if strong varieties such as some forms of skunk
are used regularly, can lead to psychosis. Heavy
users of cannabis with personality disturbance or
psychiatric problems may precipitate a temporary
exacerbation of symptoms.

Ecstasy (MDMA)

Ecstasy (E, Adam, XTC, doves, ‘Dennis the
Menace’, ‘rhubarb and custard’, ‘New Yorkers’,
‘love doves’, ‘disco burgers’, or ‘phase 4’) is often
categorised as a hallucinogen, as in some respects 
it resembles LSD, leading to changes in states of
consciousness, but it does not actually produce a
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hallucinogenic effect and does not usually lead to
disturbances in a person’s grasp of reality. It is
manufactured from the components of methylam-
phetamine and safrole (a nutmeg derivative). It
usually comes in tablet form, powder or in capsules
with different shapes and colours.

Therapeutic use

Ecstasy was first manufactured in Germany in 1914
as an appetite suppressant, although it was never
actually marketed for this purpose. It has been used
in a limited way as an adjunct to various types of
psychotherapy in order to facilitate the therapeutic
process. In addition, the drug has also been used to
some extent with terminally ill patients in order 
to help them come to terms with their situation 
and to communicate their feelings more easily.

Illicit use

The main use of ecstasy has been as a ‘dance’ or
‘rave’ drug. In the late 1980s it was given much
publicity in the media, supposedly emphasising
the dangers of the drug. A strong youth culture
developed involving ecstasy, ‘house music’ and all
night ‘raves’.

Legal status

Ecstasy is a Class A drug.

Sought after effects

The effects start after about 20 minutes and can last
for several hours. It is described as having a calming
effect, with an enhanced perception of colours and
sound. The user experiences euphoric feelings, and
feelings of empathy, relaxation and meaningfulness.

Adverse effects

The adverse effects of ecstasy include tiredness,
confusion, anxiety and depression. With higher
doses the user can feel anxious and confused, and
coordination can be impaired, making driving or
similar activity very dangerous. If ecstasy is taken
regularly over a period of a few days, the user can
experience panic attacks, temporary paranoia or
insomnia. Dependence is possible if it is taken fre-

quently. Although ecstasy is not physically addic-
tive, tolerance to the effects of the drug does build
up. The use of this particular drug may be more
hazardous for individuals with heart conditions,
hypertension, a history of seizures or any type of
psychiatric disorder. Sudden death through over-
heating and dehydration, or drinking too much
water has led to collapse, convulsions or renal fail-
ure. Because of these ill effects, it is advised that
wearing light, loose clothing, drinking plenty of
non-alcoholic fluids as well as stopping dancing
when feeling exhausted, could help reduce the pos-
sible complications of the drug. There is always a
danger of the drug being contaminated by other
substances, such as amphetamine mixtures, LSD
and ketamine.

GHB

GHB (gammahydroxybutrate) is also known as
(liquid ecstasy, GBL, BDO, GBH, blue nitro, mid-
night blue, renew trient, Reviarent, SomatoPro,
serenity, enliven). It is a colourless liquid, with a
slightly salty taste. The drug is usually sold in small
30 ml plastic containers (approximately £15) and
consumed in capfuls. It is sometimes sold as ‘liquid
ecstasy’, but is not related to ecstasy. In the past few
years, GHB has become popular on the club scene,
with users enjoying an alcohol-like high with
potent positive sexual effects. It is also used by
body-builders. The drug can take anything from
ten minutes to an hour to take effect.

Legal status

Since 30 June 2003, GHB has been categorised as a
Class C drug in the UK, with dealers facing up to
five years in jail and possession punishable by up 
to two years in prison.

Sought after effects

GHB affects the release of dopamine in the brain,
causing effects ranging from relaxation to sleep, 
at low doses. A small capful can make you feel
uninhibited, exhilarated, relaxed and feeling good,
with the effects lasting as long as a day, although it
is difficult to give a clear ‘safe’ dose, as the concen-
tration of the liquid will vary.
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Adverse effects

As the dosage increases this can lead to disorienta-
tion, nausea, confusion, a numbing of the muscles
or muscle spasms and vomiting. At high doses,
convulsions, coma and respiratory collapse can
occur. The drug also lowers blood pressure and 
in some cases people find breathing difficult.
Overdosing can lead to a loss of consciousness and
coma. It is not recommended that asthmatics or
those with any form of respiratory or low blood
pressure disorders take this drug. Because of its
disabling effects, the exposure to the threat of 
sexual assault is high. There have been reports of
the drug being used as a ‘date rape’ drug (like
Rohypnol), with victims being slipped the drug via
alcohol, or in coffee, tea or hot chocolate (it is almost
tasteless).

Khat

Khat (also spelled quat, qat and kat) acts as a social
lubricant mostly in Muslim countries, with links to
(especially) the Yemen, Ethiopia or Somalia. It is an
evergreen shrub (Catha edulis) that grows in parts of
East Africa and the Middle East. It is transported to
the UK by air and is generally preferred fresh as the
leaves from the plant are most powerful when
fresh. The user usually chews about two ounces of
leaves or stems for a number of hours, swallowing
the juice. Dryness of the mouth is caused by the
juice so large amounts of liquid are also drunk.
Effects start about a quarter of an hour into chewing
and finish up to two hours after stopping. The main
active substances in khat are cathine and cathinone,
and these are closely related to amphetamines but
are less potent.

Legal status

The khat plant is legal, but its active ingredients
cathinone and cathine are Class C.

Sought after effects

Khat generally produces talkativeness, mild
euphoria and hallucinations. In many countries it
has social and cultural significance and it is mostly
used as a social stimulant on festive occasions.

Adverse effects

Effects start after approximately 30 minutes, with
stimulation and talkativeness. This is followed by a
relaxed and introspective state that can last for up
to five hours, often with insomnia. This is then 
followed by periods of lethargy, irritability and
general hangover. Dependence can develop and
heavy use can be problematic. Nausea, vomiting,
mouth ulcers, abdominal pain, headache, palpita-
tions, increased aggression and hallucinations can
occur. Continued use can lead to cycles of sleepless-
ness and irritability and can, in the longer term,
lead to psychiatric problems such as paranoia and
possibly psychosis. Digestive problems such as
constipation and stomach ulcers have frequently
been reported to affect regular users. Khat is also
often used with tobacco and hypno-sedatives such 
as benzodiazepines, which brings additional asso-
ciated risks.

Hypno-sedatives

The hypno-sedatives include both hypnotics and
minor tranquillisers. The barbiturates are: tuinal,
membutal, sodium amytal, phenobarbital, and
minor tranquillisers (benzodiazepines), diazepam
(Valium), chlordiazepoxide (Librium), lorazepam
(Ativan), nitrazepam (Mogadon), temazepam. Others
include clomethiazole (Heminevrin) and chloral
hydrate. The street names are downers, temazzies,
eggs, jellies, mogadon, moggies, barbs and tranx.

Therapeutic use

Barbiturates have been used medically in anaes-
thesia and in the treatment of epilepsy, and rarely
nowadays, insomnia. Minor tranquillisers are often
prescribed for the relief of anxiety and stress.

Illegal use

Hypno-sedatives are drugs of misuse not only
among the illicit drug population but also in the
population in general. Benzodiazepines are usually
taken by mouth but are sometimes ground up and
injected. Temazepam was a serious problem, as a
substitute for opiates, in the 1980s with users inject-
ing the contents of oral temazepam capsules. This
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was greatly reduced when the formulations were
banned from National Health Service prescription
and additional controls were introduced.

Legal status

Benzodiazepines and barbiturates are prescription
only medicines and are Class C and B controlled
drugs respectively. It is illegal to supply these psy-
choactive substances and to possess them without a
prescription.

Sought after effects

Barbiturates are depressant drugs and their
effects are similar to alcohol intoxication. They
include slurred speech, stumbling, confusion,
reduction of inhibition, lowering of anxiety and
tension, and impairment of concentration, judge-
ment and performance.

Adverse effects

In the short term, users may experience tiredness,
depression of respiration and sometimes dizzi-
ness and unsteady movement. In case of overdose,
respiratory failure and death may result if these
drugs are mixed with alcohol or with each other.
Injecting these drugs is particularly hazardous,
with increased risk of overdose, gangrene and
abscesses. Barbiturates and minor tranquillisers are
highly addictive and withdrawal symptoms include
anxiety, insomnia, tension, headaches, cramps in
the abdomen, pains in the limbs and even epileptic
fits. Dependency on benzodiazepines or barbitur-
ates is dangerous. Stopping use abruptly if depen-
dent (usually after taking for three weeks or more)
should be avoided and medical advice sought.

LSD and other hallucinogens

This section deals with a group of substances
known as hallucinogens or hallucinogenic drugs.
Lysergic acid diethylamide, known as LSD, is
derived from a synthetic alkaloid (ergot). LSD is
taken by mouth in extremely small doses (50–
150 micrograms), which are usually on small paper
squares. The effects tend to start about half an hour
after taking it and last up to 12 hours or sometimes

even longer, depending on the dosage. LSD is also
known as acid, tabs or trips. Other hallucinogens
include psilocybin (liberty cap mushrooms),
Amanita muscaria (fly agaric mushrooms) and
mescaline, which is derived from the peyote cactus.
Mushrooms are also known as magic mushrooms.
It usually takes about 30–50 mushrooms to pro-
duce a hallucinogenic experience similar to that
experienced with LSD.

PCP, an animal tranquilliser, causes mind–body
dissociation and a sensory deprived state.
Ketamine (‘special K’, green, super K, vitamin K), a
powerful anaesthetic, is becoming more popular
and has the potential to cause hallucinations and
other ‘psychotic’ outcomes. Ketamine is now a
significant player in the UK drugs market. The
drug first became popular within the gay clubbing
scene but now has widened its appeal to a larger
group of partygoers, edging its way onto the list of
major drugs on sale in most areas (Druglink, 2005).
It is usually a tablet or a white crystalline powder,
which is snorted, but can also be in liquid form in
small phials, which can be injected.

Therapeutic use

In ancient cultures the plants and the extracts 
have been used during religious rituals, witchcraft
and employed as intoxicants in medicine. In 
recent times, LSD has been used occasionally in
psychotherapy. Ketamine is a powerful anaesthetic
used in animals and humans.

Illegal use

The widespread experimentation with LSD and
other hallucinogens in the subculture of the 1960s
resurfaced in the late 1980s. Experimentation with
the drug in recent times has been associated with
the advent of the club scene. In its pure form, LSD is
a white powder, but is often supplied as an impreg-
nated square of paper or as a drop on a piece of 
blotting paper and nearly always taken orally. LSD
is also used in combination with amphetamines
and ecstasy to enhance the perceptual experiences.
The effect starts after about half an hour, and
intensifies over a period of two to six hours. The
effect may last up to 12 hours, depending on the
dosage. The mushrooms, mentioned above, are
sometimes eaten raw, cooked or brewed into a tea.
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Legal status

LSD is a Class A controlled drug. Psilocybin or
psilocybin-containing mushrooms are legal in their
freshly picked state, but preparing them or growing
or possessing them with intent to supply is illegal
and restricted by the Misuse of Drugs Act 1971.
Ketamine is not controlled under the Misuse of
Drugs Act, but is controlled under the Medicines
Act. Possession is not illegal, but people can be
prosecuted for unauthorised manufacture or sup-
ply. Ketamine is currently under consideration by
the Home Office to be made a Class C drug.

Sought after effects

The effects of the drug are dependent on the user’s
prior experience, mood, expectations and setting. 
It is much stronger in effect than psychedelic mush-
rooms or mescaline. A moderate dose will produce
profound alteration in mood, sensation and con-
sciousness, intensified sensory experiences and
perceptual distortions. Confusion of time, space,
body image and boundaries can occur with what
have been called the blending of sight and sound.
The user may ‘see’ sounds and ‘hear’ colours.
Mushrooms are similar to LSD, but the trip is often
milder and shorter.

Adverse effects

There is no physical dependence or withdrawal
symptom associated with recreational use of LSD.
The side effects and toxicity of the drug may 
cause panic, confusion, impulsive behaviour and
unpleasant illusions (a bad trip), flashbacks and
may precipitate psychotic reactions. Cases of acci-
dental death due to impaired judgement have
occurred but this is extremely rare. The negative
and unpleasant effects are much more likely to
arise if the user is in a negative mood or situa-
tion, or mixes hallucinogens with other drugs or
alcohol.

Fly agaric mushrooms often cause nausea and
stomach pain. However, the greatest danger with
hallucinogenic mushrooms is that the user may
take a similar looking poisonous species by mis-
take. Tolerance builds up with LSD and mush-
rooms in so far as the user needs to space out ‘trips’
to get the desired effects.

Ketamine may impair memory and aggravate
existing psychosis, anxiety or depression. Pro-
longed use may cause disorientation and gradual
detachment from the world. A few deaths have
occurred through overdose, heart or respiratory
failure. With large or repeat doses hallucinations
occur, for example loss of sense of time, feeling dis-
connected from the body, near-death experiences.
Large doses can lead to loss of consciousness.

Opiates and opioids

The term opiate refers to any psychoactive sub-
stance either natural or synthetic in origin that has
an effect similar to morphine. Opiates are derived
from the opium poppy although there are a num-
ber of psychoactive synthetic substitutes. The drug
opium is obtained from scarifying the seed of the
poppy. Morphine and codeine are extracted from
opium, and heroin is manufactured chemically
from morphine. Some of the commoner opiate
drugs are: codeine, heroin, pethidine, methadone,
morphine and dipipanone hydrochloride (Diconal).
The street names for heroin are smack, junk, gear,
scag, H, scat, tiger, chi, elephant, harry, dragon.
Methadone is also known as doll, red rock, juice or
‘script’.

Therapeutic uses

The medical applications of opiates include effect-
ive relief of pain, treatment for diarrhoea and vomit-
ing, and as a cough suppressant. Morphine, for
instance, is widely used for short-term acute pain
resulting from fractures, burns and the later stages
of terminal illnesses. Methadone is often prescribed
to heroin addicts for maintenance or withdrawal
purposes. Some of the opiates such as pethidine,
morphine, dihydrocodeine and methadone are
highly addictive.

Illicit use

The most popular opiate as an illicit drug of misuse
is heroin. The drug is swallowed, smoked (chasing
the dragon – heated on silver paper and the smoke
inhaled), sniffed or injected (either subcutaneously
or intravenously). Diverted pharmaceutical opiates
and opioids may be formulated for injection, oral
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use, or occasionally as suppositories. Tablets are
sometimes crushed and injected. If heroin powder
is injected it is generally mixed with water or lemon
juice. It is sold illicitly as a powder and is usually
brown, but can be white. Habitual users of heroin
may generally consume half a gram to over one
gram per day.

Legal status

Heroin, pethidine, morphine, dihydrocodeine and
methadone are Class A controlled drugs. Codeine
and dihydrocodeine are Class B but Class A if 
prepared for injection. Distalgesic, dextropropoxy-
phene and buprenorphine (Temgesic) are Class C.

Sought after effects

In moderate doses, opiates produce a range of gen-
erally mild physical effects apart from the analgesic
effect. It induces euphoria, which may wear off, but
users continue to use the drug to avoid withdrawal
symptoms. Heroin users report the ability of the
drug to induce a relaxed detachment from pain and
anxiety. The depressant effects reduce the activity
of the nervous system including reflex functions
such as coughing, respiration and heart rate. They
also dilate the blood vessels, thus giving a feeling of
warmth. Opiates such as heroin provide power-
ful relief from physical pain (for which they are 
used medically) and also of psychological pain.
Methadone effects are similar to heroin and may 
be prescribed to prevent opiate withdrawal symp-
toms. Methadone tincture cannot be injected, 
thus reducing the risks associated with injecting
behaviours.

Adverse effects

Heroin dependence develops after repeated use
over several weeks and sudden withdrawal leads
to anxiety, nausea, muscle pains, sweating, diar-
rhoea and gooseflesh. Tolerance develops quickly
so that larger amounts of the same drug are needed
to produce the same effect. During a period of abstin-
ence (in treatment or prison), tolerance diminishes
quickly so that individuals can easily overdose by
taking their usual dose. Overdose occurs as a result
of depression of the respiratory centre in the brain,
which leads to respiratory and cardiac arrest and

death unless immediate medical attention is
received. Though stupor, coma and death can occur
from overdoses, there is generally little effect on the
motor skills and sensation. The user of opiates may
appear detached or withdrawn with contraction of
the pupils.

However, most complications arise from unster-
ile injections and adulterated street drugs. Heroin
taken by injection is also a risk factor in contracting
hepatitis B and C, HIV and septicaemia. If the sup-
plies of the drug are cut off, symptoms may become
apparent 8 to 24 hours after the last dose. The drug
must have been used daily for at least two to three
weeks for physical withdrawal symptoms to occur.
The withdrawal symptoms include anxiety, insom-
nia, diarrhoea, aches, tremor, sweating, muscular
spasms, sneezing and yawning. The severity of
withdrawal symptoms will depend on the extent of
an individual’s dependence. Methadone is also
addictive and can cause overdose within an hour of
administration or after two or three days, as the
drug builds up in the body. It causes constipation
and irregular menstrual periods, though concep-
tion is still possible.

Stimulants

Stimulants are synthetic powders available in a
variety of tablets and capsules, sometimes in 
combination with other drugs. In the 1950s and
1960s they were widely prescribed for symptoms 
of depression and as appetite suppressants. The
main recommended use now is in the treatment of
pathological sleepiness and paradoxically, in some
cases, for treatment of hyperactivity in children.
These drugs may be taken orally or sniffed in 
powder form, smoked or dissolved in water and
injected. Methylphenidate (Ritalin) and diethylpro-
pion (Tenuate, Apisate) have a similar effect to
amphetamines, but are less potent. Amphetamines,
known as speed, whizz, sulph, uppers, are swal-
lowed, sniffed, smoked or injected (by crushing the
tablets).

Cocaine (charlie, coke, snow, foot, lady, C) is a
drug with powerfully stimulant properties. It is 
a white powder derived from the leaves of the
Andean coca shrub. It is expensive, and until
recently was seen as a rich man’s drug. A small
amount of the drug is usually ‘sniffed’ or ‘snorted’
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up the nose through a tube and absorbed through
the nasal membranes, although sometimes the 
substance is injected. Freebasing consists of smok-
ing cocaine base (or crack). Crack cocaine (rocks,
ready wash, ice, base) is whitish in colour and looks
like irregular lumps of sugar. This is a more potent
way of administration than snorting and produces
a ‘rush’ similar to the experience of injecting cocaine.

Most ‘street stimulants’ are illicitly manufactured
amphetamine sulphate powder. The production
process is relatively simple and large quantities are
available on the illicit market. Illicit amphetamine,
heavily diluted with adulterants (often to 15%
purity), is easily available and sells at £20–30 (GBP)
per gram. An occasional user may take a few weeks
to consume half a gram, while a heavy user might
consume up to six grams per day of relatively
impure substance. Many cocaine and crack users
also take other drugs, including heroin. A highly
dangerous practice is injecting a mixture of heroin
and cocaine (known as snowballing or speed-
balling). Alcohol is often mixed with cocaine to pro-
duce coca-ethylene, which is toxic.

Legal status

All amphetamines and similar stimulants are ‘pre-
scription’ only drugs under the Medicines Act.
Most are also controlled under the Misuse of Drugs
Act, with the exception of some mild stimulants.
Amphetamine, dex- and methyl-amphetamine,
phenmetrazine and methylphenidate are in Class
B, but if prepared for injection the increased penalt-
ies of Class A apply. Diethylpropion and other
amphetamine like stimulants are in Class C.
Cocaine, its derivative salts and the leaves of the
coca plant come under Class A of the Misuse of
Drugs Act. As in the case of some opiates, a doctor
must be licensed by the Home Office before pre-
scribing cocaine. Such prescribing is, however, very
uncommon.

Sought after effects

Amphetamines create arousal and activate the 
user in a manner similar to adrenalin, which the
body produces naturally. Heart and respiratory rate
are speeded up and pupils widen and appetite
lessens. The user feels more energetic, confident
and cheerful. The experience of these effects creates

the possibility of psychological dependence. As the
individual’s energy is depleted the predominant
feelings may be anxiety, irritability and restless-
ness. The short-term effects of cocaine are similar 
to those of amphetamines. When sniffed, the 
psychological effects peak after 15–30 minutes,
leading to the dose being repeated approximately
every 20 minutes in order to maintain the effect.
When cocaine is smoked the effects are more 
immediate.

Adverse effects

Amphetamines
High and repeated doses of amphetamines can pro-
duce delirium, panic, hallucinations and feelings of
persecution. The effects of a single dose last about
three to four hours, leaving the user feeling tired
and depleted. It can take a couple of days for the
body to recover fully. Amphetamines and other
stimulants merely postpone fatigue and hunger
without satisfying the need for rest and nourish-
ment. Heavy prolonged use also exposes the indi-
vidual to the risk of cardiovascular problems. This
applies particularly to people with hypertension
and anyone who does strenuous exercise whilst
taking the drug (for example athletes).

Cocaine
Several quickly repeated doses can lead to extreme
agitation, anxiety, paranoia and sometimes hallu-
cination. Excessive doses can lead to death from
respiratory or heart failure. In order to maintain the
desired effects the regular user has to take increas-
ingly large doses, often several times the normal
level. On cessation, the individual is likely to feel
deeply depressed, lethargic and very hungry.
Regular and high dose use can lead to delusions,
hallucinations and paranoia. These symptoms may
develop into a psychotic state and it can then take
the person several months to recover fully. Heavy
long-term use can cause debilitation due to lack of
sleep and food, leading to lowered resistance to ill-
ness generally. In the case of cocaine, with heavy
frequent use, increasingly unpleasant symptoms
develop. Instead of euphoria there is uncomfort-
able restlessness, extreme excitability, nausea,
insomnia and weight loss. This can lead to a state
similar to paranoid psychosis. Repeated sniffing
can also damage the nasal septum.
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Volatile substances

More than a hundred commercially available prod-
ucts are now used to get high. Some organic based
substances produce effects similar to alcohol or
anaesthetics when their vapours are inhaled. Some
of these are used as solvents in glue, paint/nail 
varnish removers, rubber, cement, Tippex™, dry
cleaning fluids, degreasing compounds and thin-
ning fluids. Others are used as propellant gases in
aerosols and fire extinguishers or as fuels such as
petrol, cigarette lighter gas and magic markers.
Sniffers of volatile substances heighten the desired
effect by increasing the concentration of the vapour
and excluding air, for example, by sniffing from a
bag or by placing a plastic bag over the head while
inhalation takes place.

Solvent abuse seems to occur in very localised
areas, for example in a housing estate, school or par-
ticular group. The age group 12–15 years is mainly
involved and some of these children continue to
sniff glue for several years. Glue and other volatile
substances are easily available in shops. The
Government has produced guidelines for retailers
to ensure that these products are stocked out of the
reach of children and to restrict the sales to adults.

Legal status

The Intoxicating Substances Supply Act, passed in
1985, makes it an offence to supply a young person
under 18 years with a substance that the supplier
knows or has reason to believe will be used ‘to
achieve intoxication’. The law is mainly directed to
shopkeepers but could also be applied to anyone
who sells or gives a young person a sniffable product.

Sought after effects

Inhaled solvent vapours are absorbed quickly
through the lungs and rapidly reach the brain. Part
of the effect is the reduction in oxygen intake.
Respiratory rate and heart rate are depressed, and
repeated or deep inhalation can result in an ‘over-
dose’, causing disorientation, loss of control and
unconsciousness. The experience is similar to being
drunk, and experienced sniffers try to achieve a
dream-like state. There is an immediate euphoria
with confusion, unsteadiness and lack of coordina-
tion. Distorted perceptions and hallucinations 
can also occur. The effects appear quickly and 

disappear within a few minutes to half an hour of
sniffing being stopped. There may be a hangover
effect with headache and poor concentration for
about a day.

Adverse effects

There is considerable risk of accidental injury or
death if the individual becomes intoxicated in a
hazardous environment. During vomiting, there is
the risk of choking if the sniffer has been intoxic-
ated to the point of unconsciousness. If a plastic 
bag has been placed over the head in order to assist
inhalation of the substance, suffocation becomes a
real risk. Some volatile substances such as aerosol
gases and cleaning fluids can sensitise the heart,
causing heart failure, especially if exertion takes
place at the same time. Some gases squirted directly
into the mouth can cause death from suffocation.
Sniffing from small bags held to the mouth or 
nose has caused fewer deaths than the practice of
inhaling butane and similar gases with plastic bags
placed over the head.

Long-term heavy solvent abuse can result in
moderate and lasting impairment of brain function,
particularly affecting the control of movement.
Chronic misuse of aerosols and cleaning fluids can
cause renal and hepatic damage. The practice of
sniffing leaded petrol can cause lead poisoning.
Chronic misuse can affect general performance,
along with evidence of weight loss, depression 
and tremor. These symptoms usually clear when
sniffing ceases. Tolerance can develop, but phys-
ical dependence does not constitute a significant
problem. Psychological dependence occurs in 
susceptible youngsters with concomitant family or
personality problems. These individuals are also
more prone to becoming ‘lone sniffers’ instead of
the usual pattern of sniffing in groups.
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5 Mental Health: an Introduction

G.H. Rassool & J. Winnington

Introduction

Mental and behavioural disorders are universal
public health problems and about 450 million 
people suffer from mental disorders. One person 
in four will develop one or more mental or
behavioural disorders during their lifetime and
about 873 000 people die by suicide every year
(World Health Organization, 2001). Five of the ten
leading causes of disability worldwide are psychi-
atric conditions, including depression, alcohol use,
schizophrenia and compulsive disorder (Murray 
& Lopez, 1996). In the European Union, around 
58 000 people die each year as a result of suicide or
self-inflicted injury and most suicide deaths are
linked to mental illness, in particular depression
(Kerkoff et al., 1994). Of the ten countries with the
highest rates of suicide in the world, nine are in the
European region.

Mental health problems represent not only an
immense psychological, social and economic bur-
den to society, but also increase the risk of physical
illnesses. Mental disorders affect and are affected
by chronic conditions such as cancer, heart and
cardiovascular diseases, diabetes and HIV/AIDS.
Individuals with mental disorders are often sub-
jected to social isolation, poor quality of life and
increased mortality. Untreated, mental disorders
bring about unhealthy behaviour, non-compliance
with prescribed medical regimens, diminished

immune functioning and poor prognosis. These
disorders are the cause of staggering economic and
social costs. The World Health Report 2001 (WHO,
2001) outlines a new understanding and provides
new hope and a comprehensive review of what is
known about the burden of mental disorders and
the principal contributing factors. It examines the
scope of prevention and the availability of, and
obstacles to, treatment. It provides a critical review
of service provision and planning and concludes
with a set of far-reaching recommendations that can
be adapted by every country according to its
resources and needs.

In England, mental ill health is so common that at
any one time around one in six people of working
age have a mental health problem, most often 
anxiety or depression. One person in 250 will have
a psychotic illness, such as schizophrenia or bipolar
affective disorder (manic depression) (Department
of Health, 1999). In 2000, the Office for National
Statistics (ONS) carried out a survey of psychiatric
morbidity of people aged 16 to 74 years living in
private households in Great Britain, and found that
about one in six adults aged between 16 and 74 liv-
ing in private households had a neurotic disorder
(depression, anxiety, mixed anxiety and depression
disorder, phobia, obsessive-compulsive disorder 
or panic disorder). A new report The Neglected
Majority (Sainsbury Centre for Mental Health, 2005)
indicated that one fifth of individuals who have
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depression in England need help that their general
practitioners cannot give. The report calls for a new
type of intermediate mental health care for this
group. Intermediate mental health care is a way of
bridging the gap between primary and specialist
services.

The National Service Framework (Department of
Health, 1999) focuses on the mental health needs of
working age adults up to 65. This National Service
Framework sets out standards in five areas; each
standard is supported by the evidence and know-
ledge base, by service models, and by examples of
good practice.

l Standard 1 addresses mental health promotion
and combats the discrimination and social
exclusion associated with mental health
problems.

l Standards 2 and 3 cover primary care and access
to services for anyone who may have a mental
health problem.

l Standards 4 and 5 encompass the care of people
with severe mental illness.

l Standard 6 relates to individuals who care for
people with mental health problems.

l Standard 7 draws together the action necessary
to achieve the target to reduce suicides.

These standards will be challenging for all 
mental health services and those delivering service
provision in primary care and specialist settings 
to individuals with dual diagnosis. About 90% of
mental health care is provided solely by primary
care, making mental health consultations second
only to those for respiratory infections (Goldberg &
Huxley 1992; Murray & Lopez, 1996). The import-
ance of primary care in addressing mental health
problems and the delivery of primary care mental
and neurological health services is addressed 
in Standard 2 of the National Service Framework for
Mental Health (Department of Health, 1999).

Mental disorders

The following section gives a brief overview of the
common mental disorders. It is worth noting that
many substance misusers have experienced mental
health problems. More than 50% of those seeking
help for substance misuse have had a mental dis-
order in the previous six months. It is reported that

around 30% of those seeking help for mental health
problems have current substance misuse problems
(Department of Health, 1998).

Anxiety

Anxiety disorders are serious medical disorders
that affect approximately 5% of the population at
any one time, affecting more women than men.
Anxiety disorders often start in the twenties but
may begin earlier and may cause people a number
of different physical and psychological problems.
According to the WHO’s Guide to Mental Health 
in Primary Care (WHO, 2000), anxiety disorders 
are generalised anxiety, panic attacks, phobias,
obsessive-compulsive disorders and post-traumatic
stress disorders. Each anxiety disorder has its own
distinct features but they all have a common theme
of excessive, irrational fear and dread.

Generalised anxiety

Some individuals suffer from anxiety and have
exaggerated worry and tension about health,
money, family or work even though there is little 
or nothing to provoke it. Generalised anxiety is
much more than the normal anxiety people experi-
ence day to day. Having this disorder means it is
difficult to get through the day, and individuals
always anticipate disaster. The features of gen-
eralised anxiety are dizziness, sweating, fatigue,
headaches, muscle tension, muscle aches, difficulty
swallowing, trembling, twitching, irritability, hot
flushes, poor concentration and insomnia.

Individuals with generalised anxiety seem
unable to relax and they may startle more easily
than other people. Unlike individuals with several
other anxiety disorders, those suffering from gen-
eralised anxiety do not avoid certain situations as a
result of their disorder and are able to function in
social settings or in their the job. Generalised anxi-
ety may be triggered by stress factors and rarely
occurs alone; it is usually accompanied by another
anxiety disorder, such as depression or substance
misuse. Individuals who suffer from anxiety usu-
ally smoke more, and may drink more alcohol 
too, increasing their risk of physical ill health
(Department of Health, 1999).
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Panic attacks

For individuals suffering from panic attacks, the
symptoms of anxiety develop suddenly and increase
in intensity over a few minutes. Individuals charac-
teristically believe that they will lose control and
often have fears of collapsing, imminent heart attack,
going mad or other personal or social disaster.
Panic attacks are characterised by palpitations,
chest pain, choking feelings, churning of the 
stomach, dizziness, feeling of unreality or fear of
impending doom. Panic attacks tend to subside
within a short period of time and individuals 
may develop intense anxiety between episodes.
However, panic attacks may lead to avoidance of 
a situation or location where a previous attack
occurred. But not every individual who experi-
ences panic attacks will develop panic disorder, for
example many people have one attack but never
have another. Panic disorder is often accompanied
by other serious conditions such as depression and
drug or alcohol misuse. Panic disorder is one of the
most treatable of the anxiety disorders, responding
in most cases to medications or carefully targeted
psychotherapy.

Phobias

Another sort of anxiety disorder is called a 
phobia, in which people have problems in certain
situations. Phobias are irrational fears of people,
places, things and events. Some individuals with
phobias have such restricted lives that they avoid
normal, everyday activities such as shopping, 
driving or even going to work. The three most 
common phobias are simple phobia, agoraphobia
and social phobia. Many individuals have minor
phobias, particularly of animals or insects, but 
their lives do not become restricted and they 
are able to carry on their social functioning.
Agoraphobia is a severe form of phobia and it
involves fear of crowded shopping places, lifts,
public transport or even open spaces. If this 
avoidance is carried to extreme lengths it can 
be disabling. Social phobias are twice as common 
in women as in men and involve an intense fear 
of doing something embarrassing or humiliating 
in public. For example, a fear of answering the 
telephone or eating in the public arena are common

situations encountered by individuals with social
phobias.

Obsessive-compulsive disorder

Obsessive-compulsive disorder involves anxious
thoughts or rituals that lead to repetitive beha-
viour. Individuals with this disorder are over-
whelmed by persistent, unwelcome thoughts or
images, or by the urgent need to engage in certain
rituals. The occurrence of obsessional thoughts is
characteristically associated with an increase in
anxiety leading to rituals and compulsions such as
excessive cleaning or hand washing. Most indi-
viduals with this condition recognise that what
they’re doing is senseless, but they are unable 
to cease it. Attempts to resist the thoughts and 
compulsions result in extreme tension and anxiety,
which can only be relieved by carrying out the 
rituals or compulsions. But for individuals with
obsessive-compulsive disorder the activities are
time-consuming, very distressing and interfere
with daily life. Depression, other anxiety disorders
or eating disorders may accompany obsessional-
compulsive disorder.

Post-traumatic stress disorder

Post-traumatic stress disorder (PTSD) is a debilitat-
ing psychological condition that can develop fol-
lowing an extremely distressing or terrifying event.
Often, individuals with PTSD have persistent
frightening thoughts and memories of their ordeal
and feel emotionally numb, especially with people
they were once close to. PTSD can result from any
number of traumatic incidents such as mugging,
rape or torture; being kidnapped or held captive;
child abuse; serious accidents such as car or train
crashes; and natural disasters such as floods or
earthquakes. The event that triggers PTSD may 
be something that threatened the person’s life or
the life of someone close to them. Or it could be
something witnessed, such as massive death and
destruction after a building is bombed or a plane
crashes.

It is characterised by repeated flashbacks in the
form of nightmares and disturbing recollections
during the day. Individuals with PTSD may also
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experience other sleep problems, feel detached or
numb, lose interest in things they used to enjoy and
have trouble feeling affectionate. They may feel
irritable, more aggressive than before or even viol-
ent. Things that remind them of the trauma may be
very distressing, which could lead them to avoid
certain places or situations that bring back those
memories. Anniversaries of the traumatic event are
often very difficult. PTSD is diagnosed only if the
symptoms last more than a month and, occasion-
ally, the illness doesn’t show up until years after the
traumatic event. The disorder is often accompanied
by depression, substance misuse or one or more
other anxiety disorders.

Relationship of anxiety disorders with
substance misuse

Evidence from research studies has shown substan-
tial co-occurrence between anxiety disorders and
alcohol problems and indicates that alcohol mis-
users are at two to three times the risk of suffering
from an anxiety disorder (Ross et al., 1988). The self-
medication hypothesis has been popular, and in
many studies patients describe using alcohol to
control their phobic fears and anxiety (Bibb &
Chambless, 1986). It is reported that alcohol can
increase clinical anxiety, especially after prolonged
drinking and during withdrawal, and thus anxiety
disorders such as panic disorder and generalised
anxiety disorder (GAD) may be related to these situ-
ations rather than be a primary psychiatric dis-
order in these individuals (Harrison & Abou Saleh,
2002). Anxiety disorders may be a risk factor for the
development of substance misuse, and anxiety
symptoms are likely to be present during chronic
intoxication and withdrawal. In a study examining
the relationship between social phobia and cocaine
dependence Myrick & Brady (1997) found a life-
time prevalence of social phobia in these cocaine
dependant individuals to be 13.9%. They also
found that the social phobic individuals were more
likely to have additional psychopathology, use
multiple psychoactive substances and were more
likely to develop alcohol misuse at an earlier age.
Research has shown a high level of substance 
use disorders with individuals who have PTSD.
There is evidence to suggest that many substance
misusers have been exposed to traumatic events at

an early age. Studies have found that 64% of
cocaine misusers had been exposed to a range of
types of trauma and that 68% of admissions to a
substance abuse treatment centre reported histories
of physical and sexual abuse (Wasserman et al.,
1992; Ellason et al., 1996). PTSD symptoms can be
altered by substance use. Cocaine tends to worsen
PTSD symptoms whereas opiates, alcohol and
cannabis showed an improvement in PTSD symp-
toms (Bremner et al., 1996).

Depression

Depression is the most common mental disorder,
and each year one woman in every fifteen and one
man in every thirty will be affected by depression
(Meltzer et al., 1994). Most of the 4000 suicides
committed each year in England are attributed
to depression. A recent review of the literature
concluded that depression could be a major risk
factor both for the development of cardiovascular
disease and for death after a myocardial infarction
(Musselman et al., 1998). A depressive disorder
is an illness that involves the body, mood and
thoughts, and affects lifestyle and behaviour. It
affects the way an individual eats and sleeps, the
way one feels about oneself, and the way one thinks
about things. It is reported that depression in
people from black and ethnic minority groups,
refugees and asylum seekers is frequently over-
looked, although the rate has been found to be
60% higher than in the white population, with
the difference being twice as great for men (Nazroo,
1997). Depressive disorders come in different
forms: major depression, bipolar or unipolar
depression, dysthymia, post-natal depression,
seasonal affective disorder and chronic fatigue
syndrome. However, within these types there
are variations in the number of symptoms, their
severity and persistence.

Major depression is manifested by a combination
of symptoms that interfere with normal daily activ-
ities and result in the inability to work, study, sleep,
eat and enjoy once pleasurable activities. The signs
and symptoms of depression are (adapted from
WHO, 2000):

l Low or sad mood
l Loss of interest or pleasure
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l Insomnia, early morning awakening, or over-
sleeping

l Disturbed appetite and/or weight loss or over-
eating and weight gain

l Feelings of hopelessness, pessimism
l Feelings of guilt, worthlessness, helplessness
l Loss of interest or pleasure in hobbies and

activities
l Decreased libido
l Decreased energy, fatigue, being ‘slowed down’
l Difficulty concentrating, remembering, making

decisions
l Suicidal thoughts and acts
l Restlessness, irritability

Some physical illnesses such as Parkinsonism,
multiple sclerosis and hypothyroidism and some
drugs (beta-blockers, oral contraceptives, cortico-
steroids) produce depressive symptoms and these
conditions should be excluded before a diagnosis of
depression is made.

Dysthymia

A less severe type of depression, dysthymia
involves long-term, chronic symptoms that lower
the mood but do not disable. Many individuals with
dysthymia continue to function but interpersonal
relationships may be affected. Individuals suffering
from this condition may also experience major
depressive episodes at some time in their lives.

Bipolar disorder

Bipolar depression, also known as manic-depressive
illness, involves cyclical mood swings between
severe depression and high elation. Sometimes the
mood switches are dramatic and rapid, but most
often they are gradual. When in the depressed cycle,
an individual can have any or all of the symptoms of
a depressive disorder. When in the manic cycle, the
individual may be overactive, over-talkative and
have a great deal of energy. Mania often affects
thinking, judgement and social behaviour in ways
that cause serious problems and embarrassment.
Some of the symptoms of mania are:

l Abnormal or excessive elation
l Irritability

l Decreased need for sleep
l Grandiose notions
l Increased talking
l Racing thoughts
l Increased sexual desire
l Markedly increased energy
l Poor judgement
l Inappropriate social behaviour

Unipolar depression is depression without the
accompanying cyclical mood swings.

Post-natal depression

Many women are particularly vulnerable after the
birth of a baby. The hormonal and physical changes,
as well as the added responsibility of caring for the
newborn can be factors that lead to post-natal
depression in some women. Post-natal depression
is identical to depression and the majority of onsets
occur during the first one to three months following
childbirth. Some women will also develop psy-
chotic illness within four weeks of childbirth and
this disorder is characterised by symptoms such as
hallucinations, delusions and gross impairment
and functioning. The onset is rapid and requires
emergency hospitalisation. Severely depressed
mothers may resort to suicide, which is the second
most common form of maternal death in the year
after birth (Confidential Enquiry into Maternal
Deaths in the UK, 1998).

Seasonal affective disorder (SAD)

Seasonal affective disorder, or SAD, is an affective
or depressive disorder. Most SAD sufferers experi-
ence normal mental health throughout most of the
year, but experience depressive symptoms in the
winter. Symptoms may start emerging between
September and November and continue until
March, April or even May. Around 20% of cases are
fairly mild, and are known as the ‘winter blues’, or
sub-syndromal SAD, occurring mainly during
December, January and February. But between 2
and 5% of cases have severe SAD and can’t function
in winter without continuous treatment (MIND,
2004). The symptoms are many and varied, and
people can experience any of the following com-
mon effects (MIND, 2004):
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l Lethargy or fatigue: lacking in energy and being
unable to carry out normal daily routine

l Sleep problems: oversleeping, finding it hard
to stay awake during the day, sometimes hav-
ing disturbed nights and early morning waking

l Depression (including post-natal depression):
feeling sad, low, weepy, guilty, a failure; some-
times hopeless and despairing, sometimes apa-
thetic and feeling nothing

l Mood changes: in some people, bursts of over-
activity and cheerfulness (hypomania) in spring
and autumn

l Overeating: craving carbohydrates and putting
on weight (which may increase negative feelings)

l Bulimia: eating large amounts of food and then
vomiting

l Social problems: irritability and not wanting to
see people

l Abusive behaviour
l Concentration problems: difficulty ‘thinking

straight’, making decisions or concentrating
l Anxiety: tenseness and inability to cope with

everyday stresses, panic attacks
l Loss of libido: not being interested in sex or

physical contact
l Alcohol and drug misuse
l Get constant colds, infections and other illnesses
l Period problems

Various aetiologies have been suggested in the 
causation of SAD. One possibility is that SAD is
related to a lack of serotonin and that exposure to
full-spectrum artificial light may improve the 
condition by stimulating serotonin production,
although this has been disputed. Another theory is
that melatonin produced in the pineal gland is the
primary cause. Another possibility is a problem
affecting the nerve pathways in the brain and dis-
rupting the body clock ( Johansson et al., 2001; 2003;
MIND, 2004). SAD is rare, if existent at all, in the
tropics, but is measurably present in higher lati-
tudes. SAD is a more serious disorder, sometimes
triggering dysthymia or clinical depression.

Relationship of mood disorders with
substance misuse

Depression is considered to be important in the
development of alcohol problems and dependence.
Studies have shown that effective treatment for the

mood disorder has a positive impact on the out-
come of alcohol related disorders. Cocaine is asso-
ciated with high rates of mood symptoms and
disorders (Weiss et al., 1986), both in major depres-
sion and bipolar disorder. Opiate use can produce
or exacerbate depressive symptoms, and opiate
users appear to have difficulty managing dyspho-
ric mood states, suggesting that dysphoria may be a
primary determinant of opiate drug use (Harrison
& Abou Saleh, 2002). Alcohol can cause many
mood symptoms, both due to chronic use and acute
withdrawals, or may be used to self-medicate prim-
ary mood disorders. It is recognised that there is 
an association between alcohol misuse and mood
disorders and studies have shown a higher than
expected rate of bipolar disorder and major depres-
sion. Strakowski et al. (1992) studied age of onset
and co-morbidity for first presentation of bipolar
disorder and found that 24% had a co-morbid 
diagnosis of alcohol dependence, and that the onset
of substance misuse preceded the presentation 
of bipolar disorder by a year in the majority of
patients. Sex differences in the relative frequencies
of primary alcoholism and primary depression
have been identified. Males tend to have higher
rates of alcoholism with secondary depression
whereas females tend to have higher rates of 
primary depression with secondary alcoholism
(Schuckit, 1983; Hesselbrock et al., 1985). In a study
of 204 patients with bipolar affective disorder, past
substance misuse was evident in 34% (Goldberg 
et al., 1999). This was most often alcohol (82%),
cocaine (30%), marijuana (29%), sedative-hypnotic
or amphetamine (21%) and opiate (13%) abuse.
Those with a substance misuse were more likely 
to be male, divorced, separated or widowed. 
In addition, they were significantly more likely to
have histories of medication non-compliance and
suicidal ideation at the time of the manic episode.

Schizophrenia

Schizophrenia is the most common psychotic dis-
order and is characterised by apprehension, con-
fusion, perceptual abnormalities, abnormal thought
processing and expression, strange beliefs and fears,
and hallucinations. The disorder can be divided into
acute and chronic features. In the acute phase of the
disorder, psychotic symptoms (such as hallucina-
tions and delusions) usually emerge in men in their
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late teens and early twenties and in women in their
mid-twenties to early thirties. Hallucinations are
of common occurrence. Individuals with schizo-
phrenia may hear voices other people don’t hear or
believe that others are reading their minds, control-
ling their thoughts or plotting to harm them. These
experiences are terrifying and can cause fearfulness,
withdrawal or extreme agitation. Delusional beliefs
are also very common, particularly those with ideas
of persecution. For example, the individuals may
believe that they are being poisoned by others,
receiving messages from radio or television or being
watched and observed. Cognitive impairments
often interfere with the patient’s ability to lead a
normal life and earn a living, and can cause great
emotional distress.

The symptoms of schizophrenia fall into three
broad categories:

l Positive symptoms: hallucinations, delusions,
thought disorder and disorders of movement
(clumsy and uncoordinated).

l Negative symptoms: flat affect (immobile 
facial expression, monotonous voice), lack of
pleasure in everyday life, diminished ability 
to initiate and sustain planned activity, and
speaking infrequently, even when forced to
interact.

l Cognitive symptoms (or cognitive deficits):
poor executive functioning (the ability to absorb
and interpret information and make decisions
based on that information), inability to sustain
attention, and problems with working memory
(the ability to keep recently learned information
in mind and use it right away).

Individuals with schizophrenia are not espe-
cially prone to violence, but aggression is more
likely in conjunction with acute disorder and may
be associated with drug or alcohol misuse. Sub-
stance misuse always increases violent behaviour,
whether or not the individual has schizophrenia.
Violent behaviour is often directed at family 
members if the individual has paranoid schizo-
phrenia. The chronic symptoms of schizophrenia
include affective blunting, apathy, poverty of
thought and speech, social withdrawal and self-
neglect. Since many people with schizophrenia
have difficulty holding a job or caring for them-
selves, the burden on their families and society is
significant as well.

Relationship of schizophrenia with
substance misuse

Some individuals who misuse drugs show symp-
toms similar to those of schizophrenia, and people
with schizophrenia may be mistaken for people
who are high on drugs. However, substance use
may exacerbate schizophrenic symptoms and pro-
duce psychotic symptoms in their own right, with
the impact of the substance use varying depending
on the class of drug used, the quantity consumed,
the route of administration and the state of use
(Harrison & Abou Saleh, 2002). People with
schizophrenia are three times more likely to abuse
alcohol and six times more likely to abuse drugs.
There is evidence to suggest that up to 50% of
patients suffering from schizophrenia have either
drug or alcohol problems (Andreasson et al., 1987).

Patients suffering from schizophrenia seem to
have a preference for activating drugs such as
amphetamines, cocaine, cannabis and hallucino-
gens (Baigent et al., 1995; Ries et al., 2000).
Symptoms such as mania, psychosis, depression,
anxiety and personality disorder may be present.
Stimulants may exacerbate psychotic symptoms,
increase mood lability and interfere with sleep.
Cannabis use has been reported to increase 
delusions, hallucinations, depression and anxiety.
Schizophrenic patients who misuse alcohol may be
more likely to exhibit hostile behaviour, paranoid
thoughts and depression than non-alcohol using
patients (Harrison & Abou Saleh, 2002). Substance
misuse can also reduce the effectiveness of treat-
ment for schizophrenia, making it more likely that
individuals will not follow their treatment pro-
gramme. The most common form of substance 
misuse in individuals with schizophrenia is an
addiction to nicotine. Quitting smoking may be
especially difficult for people with schizophrenia,
since nicotine withdrawal may cause their psy-
chotic symptoms to get worse temporarily.

The role of medication in mental illness

Medication is essential to control severe and 
enduring mental health problems because of the
neuro-pharmacological imbalances underlying these
conditions. Medications used in mental health ser-
vices are categorised as antipsychotic medications,
antidepressants, anxiolytics and mood stabilisers.
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Antipsychotic medication

Antipsychotic medications are mainly used to 
control the active psychotic symptoms of schizo-
phrenia, schizo-affective disorders, mania and
depression. In low dosage, they are sometimes pre-
scribed for those individuals with severe anxiety
disorders or personality disorders. In the commu-
nity, the medications are given as depot injections
at intervals of weeks where compliance is uncer-
tain. The common side effects are sedation, tremors
and disorders of muscular movements. The newer
compounds, ‘atypical’ antipsychotics, are better 
at treating the negative symptoms of psychotic 
illnesses and are less likely to induce disorders of
muscular movements. The side effects reported
include weight gain, sexual problems and diabetes.

Antidepressant medication

Antidepressants are mainly used to treat depres-
sion and the depressive phase of manic-depressive
psychosis. These generally take three to six weeks
for the medication to be effective. Their main func-
tion is to improve or elevate mood. The older 
tricyclic antidepressants tend to have more side
effects than the newer types such as the selective
serotonin reuptake inhibitors (SSRIs). The older tri-
cyclic drugs are also more dangerous in overdose.
Common side effects are a dry mouth, drowsiness,
nausea, weight gain and sexual problems.

Anxiolytic medication

Anxiolytic medications are mainly used to relieve
anxiety and help induce sleep. Benzodiazepines are
typical of this group and tolerance and dependence
are problematic. They should generally only be
prescribed for short periods of time because of their
high addictive potential.

Mood stabilisers

Mood stabilisers are prescribed to individuals with
bipolar disorders, severe depression and in some
cases of personality disorders. Lithium carbonate is
a potentially toxic drug and regular blood tests are

performed to ensure the blood levels remain in the
therapeutic range. In addition, there are potential
risks to the thyroid and the kidney in the long 
term, so it is often prescribed to individuals who
have relapsed. Drugs used in epilepsy, such as 
carbamazepine and sodium valproate are also
sometimes used as mood stabilisers.

Conclusion

Individuals with recurrent or severe and enduring
mental illness (disabled for two or more years by
impaired social behaviour) and co-morbidity with
substance misuse have complex needs, which may
require the continuing care of specialist mental
health services and substance misuse services. It
has been reported that around 30% of those seeking
help for mental health problems have current sub-
stance misuse problems, and of individuals seeking
help for substance misuse, more than half have 
had a mental disorder in the previous six months
(Department of Health, 1998). Individuals with
substance misuse and psychiatric disorders find 
it hard to engage with appropriate services and 
suicide is a high risk factor amongst this group
(Appleby, 1999). Assessments of individuals with
mental health problems, whether in primary or
specialist care, should consider the potential role of
substance misuse and how to access appropriate
specialist input. The Dual Diagnosis Good Practice
Guide (Department of Health, 2002) provides a
framework within which staff can strengthen ser-
vices so that they have the skills and organisation to
tackle this demanding area of work. The authors’
key message is that substance misuse is already
part of mainstream mental health services and this
is the right place for skills and services to be. Mental
health services must also work closely with special-
ist substance misuse services to ensure that care is
well coordinated.
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6 Alcohol and Dual Diagnosis

K. Moore

Introduction

Alcohol use is a socially approved behaviour that has
‘an important role within our society’ (Epke, 2003).
It is actively promoted in many cultural, social 
and religious circumstances, and assists in support-
ing national economies through taxation (Prime
Minister’s Strategy Unit, 2004). Groups from all
walks of life and ages celebrate intoxication as a rite
of passage applauded by their peers, whilst at the
same time the effects of intoxication are negatively
moralised and marginalised (Room, 2005). Yet some
of the most well known jazz artists who have had
serious mental illnesses and alcohol problems have
lead successful and productive lives (Royal College
of Psychiatrists, 2003). As health providers, we have
known for many years the negative impact of alcohol
on physical, social, financial and mental well-being.
Indeed, there is a bewildering amount of research
and commentary related to the wide spectrum of
effects of alcohol, from promoting alcohol use as
beneficial to health, to precipitating violence and
significant physical or mental health consequences.

Nursing is undergoing rapid changes in social
and political arenas, presenting clinicians with
challenges in expanding professional roles and
responsibilities. The inclusion of dual diagnosis
as a mainstream mental health responsibility and
particularly that of mental health and alcohol is one
area where clinical responsibility remains at times

contentious. It is now widely acknowledged that
dual diagnosis patients using alcohol are common-
place in primary care and mental health settings.
Formal recognition of this is outlined in the National
Service Framework for Mental Health (Department of
Health, 1999), Models of Care for drug misuse treat-
ment (Health Advisory Service, 2001; National
Treatment Agency, 2002), which clearly state that
where co-morbidity of mental health and substance
misuse (dual diagnosis) issues occur, this is the
remit of mental health clinicians.

For nurses, the management of alcohol problems
in all settings continues to be difficult and fraught
with high levels of violence and aggression
towards staff (Royal College of Psychiatrists, 2000;
Tucker, 2002; Cole, 2005). The ongoing concerns
‘are expressed by both staff and patients alike’ on
the impact alcohol has on safety, when featuring in
acute mental health episodes (Williams, 2000). Yet
nurses, in particular, have specialist skills in com-
munication and the management of high expressed
psychological need and altered perceptual states,
making them ideal clinicians to working with dual
diagnosis patients who use alcohol.

Relationship of alcohol and mental health

Common links with alcohol and mental health
include depression, suicidal behaviour, anxiety,
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obsessive-compulsive disorders, bipolar disorders,
schizophrenia and personality disorders (Institute
of Alcohol Studies, 2004). Nursing care and man-
agement of the mental health patient with alcohol
problems must incorporate three broad factors:
physical health, mental health (including risk) and
social functioning. The links between alcohol and
mental health can be extremely complex. However,
there are four broad characteristics used in dual
diagnosis to explain relationships (Abdulrahim,
2001):

(1) Alcohol is used to medicate psychological 
distress/symptoms (self-medication)

(2) Alcohol use causes psychological distress/
symptoms (side effect)

(3) Alcohol use that has no causal or preventat-
ive mechanism for psychological distress or
symptoms

(4) Underlying trauma resulting in alcohol use
and mood disorders

The Alcohol Harm Reduction Strategy for England
(Prime Minister’s Strategy Unit, 2004) clearly states
that mental health and alcohol problems are of high
concern, particularly in relation to suicide, vulner-
ability and mental well-being. This is linked with
social situations such as homelessness and physical
health consequences for the individual. Whilst 
the alcohol strategy serves to broadly define social
tasks and responsibility within mental health, the
responsibility for changing alcohol consumption
does not necessarily lie with the individual if they
are ‘genuinely unable to exercise that choice’
(Prime Minister’s Strategy Unit, 2004).

Mental health patients who use alcohol can
express overwhelming needs that, as clinicians, 
we feel unprepared for and overly challenged by
(McCaffery et al., 2002). However, Barnes et al.
(2002) emphasise the need for basic training in
addictions for mental health staff, acknowledging
the need for mental health and alcohol services to
work in close collaboration. From experience, we
know that by increasing basic alcohol knowledge
and using existing skills, nurses can form warm,
empathic relationships and develop an organised
approach to anticipating care, achieving positive
outcomes in alcohol management (Soden & Murray,
1993; NDARC, 2003).

What are the key concerns for 
mental health?

One of the first issues we must look at when work-
ing with dual diagnosis patients using alcohol is the
belief system that we use in relation to alcohol use.
Mental health service users are no exception to the
social norms of alcohol use. In some cases we 
consider some to be more vulnerable to the effects
of alcohol being used in maladaptive ways or 
medicating distressing symptoms, and view others
as making a life choice. Traditionally, for mental
health patients, this meant that many were
excluded from accessing treatment on the basis of
one of these problems. Because of this, stigma and
stereotyping is experienced, which is significantly
increased when treatment is offered reluctantly,
and as a result of a crisis only.

New developments in psychiatry and substance
misuse are driven by public opinion in the wake 
of high profile, high risk events (Ward & Applin,
1998). Such events, whilst engendering public out-
rage, also precipitate change. Public events can 
and do influence our thoughts and practice in 
relation to when and how we intervene (Walker 
et al., 1998; Drucker, 2003–4). The Royal College of
Psychiatrists clearly recommends that behaviour,
rather than the individual, should be stigmatised
(Royal College of Psychiatrists, 2001). Yet in 
practice this can be difficult when faced with 
managing aggression, violence and self-harm as 
a consequence of alcohol consumption, given 
that alcohol use can be the direct cause of such
behaviours. Clearly, there are associations between
all levels of alcohol use and lowering of inhibi-
tions, anger thresholds and aggressive outbursts,
which nurses are constantly managing as front-line
staff.

One key driver in developing mental health care
is risk management. Many initiatives are devel-
oped with the sole aim of reducing harm to self and
others. Mental health nurses have an advantage
over their substance misuse colleagues as assess-
ment of risk is a basic component of all interactions
within mental health. Substance misuse services
have now begun to address such issues. However,
with alcohol problems this is significantly complic-
ated by physical consequences, social situations
and resultant mental health needs.
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Table 6.1 Models of care relationship to mental health and CPA.

Tier/CPA Level

Tier 1

Tier 2 or 
Standard CPA

Tier 3 or 
Enhanced CPA
Structured community 
and specialist services

Tier 4a Residential 
services

Tier 4b 
Highly specialist 
non-substance
misuse services

Mental health service level of interventions

Relates to primary care services such as GP, social
services, housing, A & E departments, voluntary advice/
self-help agencies, education and vocational services
No CPA required

Mental health drop-in, open access or advice agencies
GP referral for assessment
Standard CPA
Liaison with other general medical sectors
All service users would be triaged

Community treatment with a named population

Day programmes for mental health
Community clinics
Specialist subgroup work with home treatment,
outreach and crisis teams
Liaison with other specialist and general agencies,
including joint working practices
Enhanced CPA

In-patient admission to acute psychiatric service,
elders’ service, adolescent or regional specialty service
In-patient admission to forensic services
Treatment at specialist general medical services 
such as liver and HIV units

Alcohol service level of interventions

Relates to primary care services, such as
GP, social services, housing, A & E
departments, voluntary advice/self-help
agencies, education and vocational services

Alcohol-related advice or drop-in service
Outreach service
Low threshold or GP clinics
Liaison with other general medical sectors
All service users would be triaged

Structured community treatment with a
named population
Day programmes for substance misuse
Community prescribing
Specialist subgroup work with criminal
justice, treatment and testing orders
Liaison with other specialist and general
agencies, including joint working practices

In-patient detoxification services
In-patient rehabilitation services
Residential dual diagnosis services

Treatment at specialist general medical
services such as liver and HIV units

Using a models of care framework for
alcohol management in dual diagnosis

Models of Care (National Treatment Agency, 2002)
is a Government initiative which sets out to describe
a national framework of commissioning and treat-
ment for substance misuse services, promoting 
evidence based practice and good practice guide-
lines. The model promotes a single point of access,
integrated treatment pathways focusing on screen-
ing and assessment, levels of treatment inter-
ventions, care planning and coordination of care.
Importantly, Models of Care is based on the mental
health community programme approach.

Models of care relationship to mental
health and the care programme approach

Broadly, the models parallel each other, and the
levels of care are similar in nature. However,

Models of Care in relation to alcohol views in-
patient treatment of mental health and alcohol as 
a highly specialist treatment in mental health set-
tings, whilst mental health services see this as 
specialist substance misuse work. Fundamentally,
views on the management of alcohol problems
remain diametrically opposed for the dual diagno-
sis patient. Dual diagnosis patients may be engaged
in different levels of treatment, with different ser-
vices at the same time, and do not necessarily fol-
low a linear pattern, with the levels of care not
necessarily being mutually exclusive. Table 6.1 pre-
sents the Models of Care relationship to mental
health and the care programme approach (CPA).

Where to start – triage

As a starting point it is worth noting that, generally,
mental health patients do not respond well to 
confrontational approaches or abstinence based
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treatment models. This may make the situation
more difficult, emphasising a sense of shame, guilt,
stigma and blame on the individual, meaning 
that they do not seek early treatment and remain
engaged. Confrontational or abstinence models
may precipitate or enhance feelings of anger and
suspicion and heighten paranoia, raising the poten-
tial for aggression and non-engagement. As nurses
we must achieve a balance between creating doubt 
or dissonance in engaging, whilst provoking or 
promoting change.

As skilled communicators nurses learn to ask
questions on some of the most sensitive aspects of
life, in a manner that is both empathic and support-
ive. Asking questions about alcohol is no different.
At first, sensitive topics feel uncomfortable, but the
more practice we have, the more comfortable and
sure we feel; this is true of asking about alcohol in
non-judgemental ways. At all levels of nursing,
regardless of the place and nature of the presenta-
tion, specific basic questions need to be asked when
assessing alcohol and its impact:

l The amount of alcohol consumed (number of
cans, pints or bottles when the individual is
unsure)

l The type of alcohol used (beer, spirits, cider);
where possible get the name of the drink, such
as super strength ciders or normal strength
beers

Both these questions will help calculate the number
of units (percentage of alcohol in the drink) the 
person has consumed. It is, however, important 
not to leave it just there, you also need to ask:

l The time of day drinking started (or the usual
start time for the first alcoholic drink)

l Number of days per week alcohol is consumed
or the usual drinking pattern over a day, week
or month

These two questions will help establish the nature
of drinking in the spectrum of social drinking to
problem drinking or dependency.

l Finally, you need to ask whether they experience
any changes or problems the day after drinking,
as this will help to establish any physical or psy-
chological impact (for example tremor, sweats,
shakes, blackouts, panic attacks)

In dual diagnosis, the use of screening tools has
been tested in different settings, advocating basic
questionnaires such as CAGE (Mayfield et al., 1974)
in primary care practice, and the AUDIT (Meltzer,
2003) is recommended for dual diagnosis in all set-
tings (Piccinelli et al., 1997; NDARC, 2003; Abou-
Saleh, 2004). Additional physical testing by breath
alcohol testing, routine blood testing (for main cor-
puscular volume) and gamma glutamyl transferase
(GGT) are also useful, as when raised these can
indicate alcohol use. It is important for nurses at
any stage of assessment or intervention to be aware
of the local resources in relation to either alcohol or
mental health use, and to seek advice, support or
referral on to these services if needed.

Working with non-problematic
alcohol use

At this level, intervention is usually opportunistic,
occurring as situational contacts or brief interven-
tions; completing a basic alcohol triage should be
considered at every opportunity. In a one-to-one
situation, nurses should consider the reason for
presentation, and as standard practice ask all
patients about their alcohol use (Freeman, 2002). 
In relation to mental health needs, key cues for 
targeted questioning would relate to presenta-
tions that include stress, tension, anxiety, low
mood and psychological distress (Royal College of
Psychiatrists, 2005). Interventions by nurses can
often be completed in one session using a minimal
intervention, such as ensuring patients have access
to the information they need to make informed
choices, information on sensible drinking limits,
clear and safe advice on alcohol reduction, advice
on completion of simple alcohol diaries and mental
health distress assessment. A follow-up appoint-
ment is useful but not essential. If appropriate,
additional appointments composed of 5–6 face-
to-face sessions can be provided, focusing on 
concise information on alcohol use and reduction.
Assessment building on minimal triage would 
consider the level of dependence by use of simple
alcohol diaries that are retrospective. It is important
to include exploring motivation of the individual 
to change; relapse assessment and cues for relapse
would be included in the follow-up sessions
(NDARC, 2003).
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Working with intoxication

Situational crises often precipitate treatment;
nurses in GPs’ surgeries, A & E departments, psy-
chiatric liaison teams or crisis/home treatment
teams would be more likely to have contact with
this patient group presenting with acute distress or
mental illness with intoxication. Presentations
include individuals with alcohol and panic attacks,
suicidal features/self-harm behaviour, depression
with suicidal features, domestic violence, homi-
cidal thoughts, psychotic symptoms, personality 
disorders and social phobias. Indeed, there is a well
documented relationship between alcohol and
aggression, where alcohol is thought to ‘focus
attention onto salient cues in threatening circum-
stances’ (Zeichner et al., 1994).

The presenting mental health need may not meet
the criteria for referral to a mental health clinic or
team; however, meaningful interventions can be
offered. The assessment of alcohol and mental
health would be more specific with a focused
assessment to define alcohol or mental health need
(Rassool, 2002). At this stage one issue may be a
more hidden problem. Nurses would need to 
consider completing a basic alcohol assessment 
and assessment of any withdrawal symptoms.
Importantly, a risk assessment related to psychi-
atric symptoms, increased levels of risk, historical
risk patterns or crisis presentations needs to be
completed. For some individuals this may be 
their first presentation to services, and inter-
ventions offered can be both assessment and 
treatment.

Intervention strategies predominantly rely on
the level of risk presented by the individual. For
nurses, presentations that involve feelings and
thoughts of suicide are often the most difficult to
manage and these are the situations with perhaps
the fewest protocols to support decision making
(McCaffery et al., 2002). It can be easy to feel that 
the patient presenting in an intoxicated state,
expressing suicidal thoughts and plans, is attention
seeking and acting out (Sidley & Renton, 1996). A
generally held belief is that intoxicated patients
cannot be assessed. This presents a conundrum, 
as the tragedy of not assessing due to intoxication 
is that the use of alcohol is one of the key factors in
80% of individuals who complete suicide (McCaffery
et al., 2002). However, when intoxication and sui-

cidal thoughts are present, the immediate actions
are tied to the duty of care (NMC, 2004).

Alcohol users, like their general psychiatric
counterparts, have similar features in relation 
to depression and feelings of hopelessness. They
do, however, express more feelings/episodes of
aggression, impulsive behaviour, lower self-esteem
and poor problem solving skills (Hawton et al.,
2003). At this stage it is recommended that treat-
ment of the risk and intoxication occur at the same
time. This can mean that assessment and reassess-
ment is necessary over time, as the level of intoxica-
tion may influence the level of the immediate risk
(Mann et al., 1999). Initially, the task for nurses is
safety and, second, enhancing the level of motiva-
tion to address the issues, supporting the desire to
change.

Building motivation is one of the basic principles
in working with someone who does not acknow-
ledge that they have a problem (Prochaska &
DiClemete, 1986). This style of communication
relies on active listening and reflection to support
and ‘nudge’ a decision balance in favour of admit-
ting a problem and/or receiving treatment. How-
ever, this can involve multiple crisis presentations
before an individual can achieve motivation to act.
An empathic, non-confrontational communication
style is recommended, as scare tactics increase 
feelings of frustration, lack of control and poor 
self-esteem.

Strategies supporting motivation for change
include education on associations between alcohol
and the presenting psychological/psychiatric prob-
lem, use of objective written information such as
retrospective alcohol diaries, liver function testing
and balance sheets listing the pros and cons of con-
tinuing without change and the perceived effects 
of change. If there is time available or where there 
is the facility for repeat sessions, conversations
around barriers to change can be explored, using
reframing techniques to emphasise either the alco-
hol or mental health element to promote change.
Finally, some individuals may also need the intro-
duction or alteration of medication for more integ-
rated treatment of either the alcohol or the mental
health issues. This needs to be completed in part-
nership with medical colleagues (Department of
Health, 2002; Crome & Myton, 2004).

Nursing staff need to consider two practice ele-
ments; first, whether they can work in partnership
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with the individual on either the psychiatric or the
alcohol element of the presentation and, second,
whether the patient would want or need more 
specialist services to assess and manage the level 
of need and risk. If in doubt, contact your local 
community mental health team (CMHT) or alcohol
service for advice and/or onward referral. Longer-
term strategies may involve more focused inter-
ventions by referring to an alcohol or mental health
agency, and could involve combination treatments,
face-to-face interventions and support across 
multiple agencies, in a coordinated fashion for
intensive treatment.

Working with problem drinking and
dependent drinking

Where risk drives interventions with intoxication,
the same is true for mental health patients who
have problematic binge or dependent drinking 
patterns. For patients with a serious and enduring
mental illness (SMI) the use of a standard or
enhanced CPA can act as the pivot for treatment
pathways. The Department of Health (2002) recom-
mends that dual diagnosis issues at this level
require care coordination in order to manage integ-
rated treatment across multiple agencies. Mental
health nurses are often at the forefront of being both
coordinators of care and providers of care in in-
patient and community settings.

Acute admissions of dual diagnosis patients with
alcohol problems, as voluntary patients or under
section of the Mental Health Act, places mental
health nurses in conflicting dilemmas. First, personal
views can be challenged or reinforced by aggressive
behaviours; second, professionally they need to pre-
sent themselves as empathic and supportive; and
finally, they need to control and maintain an alcohol
free and safe environment (Department of Health,
2002). This can lead to difficult ward dynamics,
conflicts and ward subcultures developing, in part
sustained and enforced by use of the Mental Health
Act and leave/discharge status (Freeman, 2002).
In the growing body of literature, evidence sug-
gests that supporting restrictions for the supply/
consumption of alcohol in the absence of any other
intervention is ‘almost certainly doomed to failure’
(Williams, 2000). Thus mental health nurses are
often in a no-win position. Similarly, the dilemma

for community staff is the need to maintain alcohol
free areas by either banning or ignoring attendance
for treatment while intoxicated, or risking a home
visit to an address that may have associations with
alcohol related violence.

It is possible to take a proactive role in complet-
ing a comprehensive assessment and intervening
with mental health patients who use alcohol.
However, rather than a single event, assessment 
is an ongoing process and can take days, weeks 
or months to complete, depending on the mental
health of the person at the time of contact. Short-
term or quick resolutions are less likely, as both the
mental health and substance misuse elements 
need to be fully understood. Outpatient work with
mental health patients who have alcohol problems
and/or dependency can take between 6 and 
12 months, with regular weekly appointments, and
sometimes longer.

The comprehensive alcohol assessment builds
on the basic alcohol assessment and includes pat-
terns of use, withdrawal symptoms, psychological
history, self-harm, levels of risk for both mental
health and alcohol use and history of trauma.
Exploration of any physical problems experienced,
social issues related to childcare, relationships,
domestic violence, housing, employment and
finances need to be included. Patients should also
be asked about their history with forensic services,
legal problems, arrests, fines, charges or any out-
standing warrants, as these are often the social 
consequences of alcohol use. Each element helps
the assessor to develop an understanding of 
links between biological, social and psychological
factors/triggers for the patient, related to their dual
diagnosis over time.

In planning care, the degree of immediate risk 
is used to determine how, when and where psy-
chiatric services intervene. This can be outpatient
community mental health services where immedi-
ate risk is low but mental health needs are high, 
or emergency reception centres/crisis teams or 
in-patient units where immediate risk is high and
mental health needs are high or even under section
of the Mental Health Act. Based on assessment,
individualised care plans reflecting mental health
and alcohol use are developed, covering the initial
presentation, with a step-wise approach to indi-
vidualised treatment, considering risk and strategies
that address psychosocial functioning.
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Where alcohol causes physical withdrawal syn-
dromes, detoxification is a treatment intervention
that complements the skills of nursing and mental
health nursing. Whilst detoxification can be a very
physical process (Trevisan et al., 1998), there are 
a number of psychological elements that mental
health nurses are skilled at observing and man-
aging, including hallucinations, delirium, altered
mental states, hyper-vigilance, anxiety, paranoia,
depression, tactile hallucinations and levels of 
risk. The principles of patient care in alcohol
detoxification in dual diagnosis are similar to alco-
hol detoxification alone: monitoring of dehydra-
tion, blood pressure, dietary intake, orientation to
time, place and person, and sleep are basic aspects
of mental health observations, and where needed,
in-patient treatment should be secured for more
complex presentations (Myrick & Anton, 1998;
Watts, 2001).

Patients need a non-stimulating, non-threatening
environment. Staff need to use a steady, consistent
approach, which is the same for mental health
patients in an over stimulated or paranoid state.
It is important to explain all actions clearly and
in a manner that outlines your intentions; the
approach is completed in a friendly, supportive
manner with good use of eye contact. Low lighting
at night will help reduce perceptual disturbances
and, in combination with appropriate medications,
maximise opportunities for a positive outcome and
the ability for both the patient and mental health
staff to move into a proactive stage of intervention.

The role for nurses

Nurses have the skills to work with this complex
group, and do so on a daily basis, using transferable
skills from many aspects of nursing care. From
assessment and planning, to the delivery of care,
mental health nurses use core interventions such 
as communication and listening, developing trust,
encouraging change and accepting resistance. 
They have key roles in facilitating combinations 
of interventions using regular individual time for
counselling, motivational interviewing, relapse pre-
vention, assertiveness training, social behaviour
therapies, cognitive behavioural approaches, out-
reach approaches and family interventions. Using a
model of care for patients using alcohol, or a care
programme approach, nurses are well placed to

facilitate jointly coordinated agency approaches
that are negotiated with the patient, and, where
appropriate, facilitate medication management for
the mental health or detoxification in home, out-
patient or hospital settings, depending on need.
These skills make nurses ideal clinicians in treatment
provision and review of care for mental health
patients using alcohol.

Short, medium or long-term treatment for men-
tal health patients using alcohol requires clear and
consistent approaches across multiple agencies,
with realistic timeframes for interventions to work.
Many individuals can and do successfully engage
in treatment that leads to positive change over 
time. That is not to say that nurses or mental health
nurses carry this responsibility alone, a partnership
approach to working with alcohol problems in
acute mental health settings is needed. Certainly,
primary care nurses, GPs, social workers, medical
colleagues, probation, alcohol teams, housing and
forensic teams have equal roles to play in success-
fully identifying and intervening with this complex
group.
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7 Eating Disorders and Dual Diagnosis

M. Abuel-Ealeh & R. Barrett

Introduction

Although recent times have witnessed an increased
interest in eating disorders, these major mental
health problems have existed and were known for
hundreds of years before. Definitions, explanations
and fashions have evolved over time, but the chal-
lenge, indeed enigma (Bruch, 1978), of understand-
ing why people, the vast majority of whom are
young women, but with a notable increase amongst
young men too, continue to torture themselves
almost to death through determined starvation or
excessive bingeing followed by vomiting, purging
and starvation, remains largely unresolved. In our
society there are greater pressures on women to
control their weight, together with a tendency for
thinness to be increasingly valued as social status
rises (Evans, 2003).

The aims of the chapter are to examine the rela-
tionship of eating disorders with mental health and
substance misuse and to present an overview of the
various ranges of service approaches and strategies
used in the care and treatment of people with eat-
ing disorders.

Anorexia nervosa

Anorexia nervosa is seen as an illness, which has
undergone major change, especially over the past

40 years. This is seen by Russell (1995) to be con-
gruent with societal attitudes, which attribute great
importance to thinness in women. In addition, it
appears that the incidence of anorexia nervosa has
increased over the past 50 years and this may be
due to changing socio-cultural factors. Crisp’s
(1992) view is that the central psychopathology 
of anorexia nervosa is rooted in the biological 
and psychological experiences accompanying the
attainment of the adult weight. He saw anorexia
nervosa as an attempt to cope with fears and
conflicts associated with psychobiological matu-
rity, and emphasised the meaning of sub-pubertal
weight in developmental terms (Crisp, 1992).

According to Crisp (1992), the prevalence rate of
anorexia nervosa is 86 per 100 000 females. He cal-
culated that the number of ‘hard core’ anorexics in
the UK amounted to 215 per 500 000 population.
This calculation is equivalent to 23 650 anorexia
sufferers in the UK in any given period of time.
Even though the vast majority of sufferers of
anorexia nervosa are young females, it is not
unknown amongst males. There is a fair degree of
agreement that the ratio of male to female sufferers
is around 1:10. The mortality rate of anorexia ner-
vosa is 20% of all sufferers after a mean duration of
20 years of the illness (Crisp, 1992). A major cause
of death in relation to co-morbidity is suicide,
owing to depression being the most likely psychi-
atric disorder to accompany both anorexia nervosa
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Table 7.1 Diagnostic criteria for anorexia nervosa (DSM-IV).

(1) Refusal to maintain body weight at or above a minimally
normal weight for age and height, (for example weight
loss leading to maintenance of body weight less than
85% of that expected or failure to make expected weight
gain during period of growth, leading to body weight less
than 85% of that expected).

(2) Intense fear of gaining weight or becoming fat, even
though underweight.

(3) Disturbance in the way in which one’s body weight or
shape is experienced, undue influence of body shape and
weight on self-evaluation, or denial of the seriousness of
current low body weight.

(4) In post-menarchal females, amenorrhoea, that is the
absence of at least three consecutive menstrual cycles 
(a woman is considered to have amenorrhoea if her
periods occur only following hormone administration,
for example oestrogen).

Anorexia nervosa is further classified into two types: restrictive
type when the sufferer does not regularly engage in binge
eating or purging behaviour (that is self-induced vomiting or
the misuse of laxatives or diuretics); purging type when the
sufferer regularly engages in binge eating or purging behaviour
(that is self-induced vomiting or the misuse of laxatives or
diuretics).

Table 7.2 Commonly occurring features observed in people
suffering from anorexia nervosa.

Anorexia nervosa

Severe weight loss

Distorted body image, misconception about body weight 
and size

Lack of concern about low body weight

Excessive exercising

Self-induced vomiting and purging

Fatigue and decreased energy

Sleep disturbance, difficulty in sleeping

Feeling cold, intolerance of cold, low body temperature

Headaches

Abdominal pain, constipation

Amenorrhoea

Bradycardia

Low blood pressure

Brittle nails

Yellow skin, especially palms

Growth of soft downy hair all over the body, known as lanugo

Irritability and anxious energy

Depression

Isolation and loss of friends

Personality changes

Perfectionism

and bulimia nervosa. Table 7.1 presents the DSM-
IV (APA, 1994) diagnostic criteria of anorexia 
nervosa and Table 7.2 presents the commonly
occurring features observed in people suffering
from anorexia nervosa.

Bulimia

Whilst anorexia nervosa has a long history, bulimia
nervosa, in contrast, is of recent origin. It was as
recently as the 1970s when the syndrome of bulimia
nervosa was first described (Russell, 1979). Accord-
ing to Lacey (1992), the prevalence rate of bulimia
nervosa is 3% of females aged 15–40 years. As may
be noted, this is significantly higher than the pre-
valence rate of anorexia nervosa.

Bulimia nervosa shares various similarities with
anorexia nervosa but it also has very distinct 
features. In both eating disorders there is a fear of
fatness with an accompanying urge to lose weight,
what Bruch (1978) in her classic account of anorexia
nervosa refers to as ‘the relentless pursuit of thin-

ness’. This constant pursuit of thinness is no less
evident in people with bulimia nervosa, yet there is
much less likelihood of weight loss; indeed, many
individuals with bulimia nervosa are of normal
weight. The best way to explain the absence of
severe weight loss in bulimia nervosa is by pointing
to its distinguishing feature, namely bingeing. Such
eating patterns are representative of this severe 
disorder and constitute a classification that has its
own distinguishing features that are at odds with
the classic disorder anorexia nervosa. Anorexia
nervosa, unlike other eating disorders, in its most
severe form is easily discernible, to the point of not
being easily mistaken for any other mental health
problem. Those with bulimia nervosa, in contrast,
may go undetected for a long time, due largely 
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Table 7.3 Diagnostic criteria for bulimia nervosa (DSM-IV).

(1) Recurrent episodes of binge eating. An episode of binge
eating is characterised by both eating, in a discrete period
of time (for example in any two-hour period), an amount
of food that is definitely larger than most people would
eat in a similar period of time (taking into account time
since last meal and social context in which eating
occurred; and a sense of lack of control over eating
during the episodes (for example a feeling that one 
can’t stop or control what or how much one is eating).

(2) Recurrent use of inappropriate compensatory behaviour
to avoid weight gain, self-induced vomiting.

(3) A minimum average of two episodes of binge eating and
two inappropriate compensatory behaviours a week for 
at least three months.

(4) Self-evaluation is unduly influenced by body shape and
weight.

(5) The disturbance does not occur exclusively during
episodes of anorexia nervosa.

Bulimia nervosa is further classified into two types: purging
type when the sufferer regularly purges after binge eating via
self-induced vomiting or the abuse of laxatives; non-purging
type when the sufferer does not engage in self-induced
vomiting or laxative abuse. Some may use compensatory
methods of dieting or exercising.

Source: American Psychiatric Association (1994).

Table 7.4 Commonly occurring features observed in people
suffering from bulimia nervosa.

Bulimia nervosa

Binge eating large amounts of food

Self-induced vomiting and/or purging

Secretive, devious and deceptive behaviour

Frequent visits to the lavatory after meals to get rid of food
eaten

Menstrual disturbances

Sore throat and erosion of dental enamel due to frequent
vomiting

Dehydration and poor skin condition

Parotid gland swelling

Russell’s sign, the presence of bruises, calluses on the thumb
or hand, secondary to trauma from self-induced vomiting

Absent gag reflex

Peripheral oedema, swelling of hands and feet

Healthy appearance

Fatigue, decreased energy and lethargy

Headaches

Abdominal pain, bloating, heartburn and constipation

Feeling out of control, helpless and lonely

Depression and mood swings

to the marked likelihood of the disorder being 
concealed by sufferers, who are typically very 
secretive.

The roots of bulimia nervosa are again quite 
distinct from those of anorexia nervosa. In terms of
family dynamics alone, the ‘golden girl’, described
by Bruch (1978), prior to the onset of the anorexia
nervosa is compliant, obedient and fits the idealised
picture of the model daughter. As Gordon (1999)
indicates, a differential pattern is apparent in 
people with bulimia nervosa. The daughter who
goes on to develop bulimia nervosa is, according 
to Gordon, likely to have resented her mother. She
is likely to have viewed her mother as weak, and
despised her accordingly, whilst typically identify-
ing closely with her father, whom she perceives as a
strong figure whom she respects and wants to emu-
late. This girl’s experience of bulimia nervosa is
likely to have involved poor emotional regulation,
along with marked ambivalence and a chaotic
lifestyle. Bulimia nervosa may even manifest as a
proneness to being driven by impulses that cannot
be controlled (Lacey & Evans, 1986). This character-
isation itself offers early notice of what will be

described below in terms of co-morbidity and
bulimia nervosa. The extreme version represents
the antithesis of the ‘golden girl’, the ‘reckless rebel’
who is yet vulnerable, with a tendency towards an
accompanying mood disorder, and less frequently,
personality disorder (Godt, 2002). The person with
bulimia nervosa presents in a way far removed
from the person with anorexia nervosa, but whilst
not likely to markedly lose weight, she is no less in
need of support than the person with severe emaci-
ation. Tables 7.3 and 7.4 present the DSM-IV (APA,
1994) diagnostic criteria of bulimia nervosa and the
characteristics observed in people suffering from
bulimia nervosa.

Differences between anorexia and bulimia

Apart from the actual medical complications of
bulimia nervosa, there are cardinal signs, which
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can act as distinguishing features of bulimia 
nervosa, alerting health care professionals and lay
people alike. The swollen parotid glands are one
telltale abnormality, producing a so-called ‘ham-
ster’ appearance. ‘Russell’s sign’ involves calluses
or abrasions on the knuckles of the hand, caused by
using the hand to stimulate the gag reflex. Erosion
of dental enamel on the teeth is likely to be present
in people with bulimia nervosa who have been
vomiting for four years or more (Mitchell, 1995).
Though having fewer serious untoward medical
complications than those evident in anorexia 
nervosa, which is somewhat surprising given the
extremes of behaviour evident in bulimia nervosa,
symptomatology of the organ systems of the 
body has to be monitored, and may on rare occa-
sions prove to have very serious consequences
indeed.

Electrolyte imbalance, characterised by water
retention, swelling and abdominal bloating may
well be evident. Large amounts of potassium are
lost in the urine and due to vomiting, chloride 
is lost. This can lead to marked weakness and 
cardiac arrhythmias. Metabolic acidosis also
occurs, brought on by the abuse of laxatives. Many
people with bulimia nervosa brush their teeth after
vomiting but this promotes the loss of enamel.
Gastrointestinal complications are associated with
problems in swallowing. This raises concern
because of repeated assaults on the oesophagus
from forced vomiting. Gastric dilation poses the
danger of gastric rupture, and may be the most
common cause of mortality; several dozen cases
have been reported. Rupture of the oesophagus is
rare but not unknown. It is thought that pressure
changes in the gut are evident, resulting in the
patient being unable to vomit. Dehydration and
laxative misuse can result in reflex constipation.
The rectal walls may on occasion become so 
weakened that they protrude through the anus 
and require surgery. Finally, cardiomyopathy and
other types of myopathy resulting from the misuse
of emetics can occur.

The mortality rate of bulimia nervosa is seven
times higher than that of the general population
(Nielsen, 2001) (the mortality rate of anorexia ner-
vosa is 20 times the rate of the general population).
Nielsen (2001) reports that 3% of bulimia nervosa
sufferers die. Simon (2002) reports that the mortal-
ity rate of patients with bulimia nervosa undergo-
ing therapy after six years was 1%.

Aetiology of eating disorders

The aetiology of eating disorders remains con-
tentious and controversial. Much remains uncer-
tain and perhaps unknown. There is, however, a
high level of agreement on the idea that the causa-
tion of eating disorders is multifactorial. Family
characteristics such as enmeshment, rigidity, over
protectiveness, intense family atmosphere, lack of
privacy within the family, lack of conflict resolution
and involvement of the anorectic child in unre-
solved family conflicts have been seen as possible
contributory factors (Minuchin et al., 1978). Other
family related stress factors include a family move
to new neighbourhood, a period of time the child
spent away from home, family history of eating
problems and disorders, unusual familial interest
in food, weight and shape, and parents working in
the food or fashion industry.

Kay (1999) suggested that anorexia nervosa and
bulimia nervosa might be seen as familial disorders
with biological correlates. He highlighted family
and genetic influences. For example, family studies
showing 7–10 times higher prevalence rates of 
eating disorders amongst relatives of people with
eating disorders when compared with controls, and
higher concordance levels amongst monozygotic
relative to dizygotic twins. Palmer (1995) put forward
a ‘general hypothesis’ that postulates that prema-
ture, unwanted and coercive sexual experience in
early life may lead to impaired personal develop-
ment, problems with self-esteem and relationships,
which in turn may contribute to the causation of
any adult psychological disorder. The proposition
that childhood sexual abuse has a greater link with
eating disorders was called by Palmer the ‘specific
hypothesis’. Vandereycken & Hartley (1996) sub-
scribe to the idea that various socio-cultural factors
contribute to the causation of eating disorders. This
view is supported by Palmer (2000), who suggests
that eating disorders have some relationship to 
culture, but this remains controversial.

Included under this rather large umbrella are
factors such as culture, race, class, media, ethnicity,
religion, gender, housing and education. The idea
that anorexia nervosa, for example, is seen as an ill-
ness of Westernised cultures remains fairly popular
but it has been challenged in more recent times.
According to McCourt & Waller (1996), eating dis-
orders and disturbed eating attitudes have been
found in a wide variety of cultures; these may be
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linked to acculturation to ‘Western’ ideals, but eat-
ing disorders amongst young Asian women living
in the UK may be the product of culture clash rather
than acculturation.

Contextualising eating disorders with dual
diagnosis

This extreme form of bulimia nervosa is closely
associated with co-morbidity. It must be emphas-
ised that this group of sufferers is at the extreme
end of the continuum of bulimia nervosa, repres-
enting no more than 10% of the total of people 
with bulimia nervosa. Activities such as self-
harm, substance misuse, even offending and sexual
promiscuity are statistically associated with each
other and are far from being random activities. In
Lacey’s (1992) sample 40% of sufferers exhibited
co-morbidity, and 8 to 10% had a severe personality
disorder.

The relationships of women with multi-
impulsive bulimia nervosa are interesting. In a
study of the sexual partners of women with 
normal weight bulimia nervosa (Lacey, 1992), out
of a sample of 112 patients, 73 (65%) reported hav-
ing a sexual partner at first assessment, with only
nineteen married and living with their husbands.
Such relationships tended to be abusive or with a
‘safe’ man; the latter category is defined as a mean-
ingless relationship, the patients saw no future in it
and were not in love. Patients are more likely to have
an alcohol misusing partner. Indeed, it is common
for partners to drink alcohol to excess. Forty percent
of partners reported drinking over 36 units of alco-
hol per week, with marked depressive features as
part of the picture, as are a tendency to have weight
problems, be overweight or, in a few instances,
have a history of clinical obesity. Finally, women
with multi-impulsive bulimia nervosa are likely to
report having been sexually abused. Lack of control
and impulsivity in bulimia nervosa are closely
associated with personality disorder. Hostility and
impulsive anger are both aspects of borderline 
personality disorder (BPD). Patients with such
characteristics are likely to be associated with
multi-impulsive personality disorder. Another
aspect of co-morbidity in regard to bulimia 
nervosa is personality disorder. Prevalence rates 
of personality disorder in samples of people with

bulimia nervosa range from 21 to 77% (Wonderlich,
1995).

Suicidal thoughts and suicide itself are asso-
ciated with anorexia nervosa, bulimia nervosa and
depression. Cooper (1995) indicates that about half
of people with eating disorders have a lifetime his-
tory of affective disorders. The tendency is towards
bulimia nervosa and, less often, the purging sub-
type of anorexia nervosa. Studies have shown that 
8 to 33% of people with bulimia nervosa also 
have obsessive compulsive disorder. Cooper (1995)
argues, however, that there could be a closer 
link between obsessive compulsive disorder and
depression than with eating disorders.

Eating disorders and substance misuse

Certain commonalities are evident in the way 
people experience both eating disorders and sub-
stance misuse. In binge eating, for example, there 
is a commonly held notion of urges or ‘cravings’ to
consume food. The notion of craving is consistent
with the World Health Organization’s (1969)
definition of drug dependence as including ‘a 
compulsion to take the drug on a continuous or
periodic basis in order to experience its physical
effects’. As Rassool (2002) comments, there is a con-
sensus over this definition, and it has been widely
adopted. Loss of control is another common fea-
ture. Denial and secrecy are again features found in
both disorders. In eating disorders, for example,
binge eating is viewed as an addiction. It is notable,
for example, that Overeaters Anonymous has a 12-
step approach adapted from Alcoholics Anonymous.
In this paradigm, treatment is associated with total
abstinence.

However, there are difficulties in viewing eating
disorders as analogous with substance misuse.
Wilson (1995) argues that the physical dependence,
withdrawal, craving and loss of control found in
addictive disorders are not characteristic of binge
eating. Moreover, there is no evidence of craving in
bulimia nervosa from any kind of chemical disturb-
ance. In a study conducted by Turner et al. (1991)
bulimia nervosa patients and controls consumed a
500 ml drink of 1200 kcal or an inactive placebo
mixture. Results showed little carbohydrate spe-
cific response in either group. Findings did not 
concur with the idea that binge eating is mediated
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by carbohydrate craving. In fact, the ratings for
‘good mood’ were lower in the patients following
carbohydrate consumption. The loss of control 
thesis in eating disorders doesn’t fit as comfortably
with the principle of craving for a given substance
as it does in regards to substance misuse. Thus the
notion of ‘one drink away from a drunk’ has little
credence in relation to eating disorders. The equi-
valent in bulimia nervosa, for example ‘one bite
away from a binge’, whilst premised on the notion
of loss of control akin to its counterpart in sub-
stance misuse, has little meaning in that the craving
for a specific food is not evident. People with
bulimia nervosa differ in another way from those
with substance misuse in that the focus in bulimia
nervosa is on the amount eaten, not the actual con-
stituents of the food. There is very little evidence
that bulimia nervosa involves bingeing on a high
sugar/high fat food.

Higher co-morbidity exists in relation to eat-
ing disorders and substance misuse than can 
be expected in the general population. Evidence 
suggests that patients with anorexia nervosa and
bulimia nervosa have significantly higher rates of
past and present substance misuse than is observed
generally (Wilson, 1995). One study by Higuchi 
et al. (1993), involving over 2000 female twins,
showed a significant lifetime association between
bulimia nervosa and alcoholism. In bulimia ner-
vosa, substance misuse is best viewed as a coping
mechanism, in other words the self-medication
hypothesis of dual diagnosis theory (Rassool,
2002).

Approaches to the care and treatment of
people with eating disorders

Evolution and change in emphasis over time has
influenced not only how eating disorders are per-
ceived and explained but also the general approach
to care and treatment. Whereas previously care and
treatment were imposed upon the patient, there 
is now a greater emphasis on engaging the client
and persuading them to seek and accept the help on
offer. The severe weight loss in anorexia nervosa
demands that the sufferer is offered the help they
need even if this is sometimes delivered against
their will. Forcing anorexia nervosa sufferers to
receive help under section of the Mental Health Act

remains highly politically incorrect, so much so
that some in-patient treatment centres often sweep
this under the carpet, and declaim that such strat-
egies are against their professional practice.

Commonly used approaches to treatment of 
people with eating disorders utilise psychodynamic
psychotherapy, cognitive behavioural therapy,
family therapy, motivational interviewing and
interpersonal psychotherapy. The whole spectrum
of professional workers is engaged in working with
this client group with medical and nursing staff,
nutritionists, clinical psychologists and family 
therapists making a major contribution. Self-help
groups and other voluntary services continue to
make an important contribution. In a typical volunt-
ary sector setting, it is likely that the main focus 
is on feelings rather than food. For example, the
person with bulimia nervosa, rather than being
educated on accepted weight management prin-
ciples, is at one such centre likely to be offered 
anything from aromatherapy, through to reflexology
and shiatsu massage, and not all these interven-
tions are commonly found in the more traditional
settings. The Eating Disorders Association is a 
charitable trust that, within its remit, has focused
on the promotion of self-help interventions with
the use of accompanying manuals. Self-help pro-
grammes are to be found in the leading specialist
centres in the NHS (Treasure et al., 1996; Treasure,
1997). Sequential treatment for bulimia nervosa
incorporating a self-care manual is but one example
of self-help services available in the statutory sector.

Nursing care of people with eating
disorders

The care of people with eating disorders is increas-
ingly a multidisciplinary undertaking. However,
whilst due recognition must be given to the respect-
ive roles of all members of the eating disorders
team, this is not the remit of this section. Such a
focus has already been provided in existing liter-
ature such as Hindmarch (2000). There has, to date,
been little in the way of published work on the
nurse’s role in service delivery, be that in specialist
or non-specialist settings. This issue relates to
shortcomings in the treatment of people with eat-
ing disorders in acute mental health care, leading
the National Institute for Clinical Excellence to
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issue for consultation its draft guidelines on clinical 
practice on eating disorders (NICE, 2003). Nurses, 
as key players in the delivery of care, are clearly
implicated and will be found in the front line in 
further development of services. The nurse’s role 
as coordinator of the multidisciplinary team cannot
be underestimated.

The therapeutic relationship is considered to be
the cornerstone of the care of people with eating
disorders and mental health nursing in general. It is
applicable at any stage in the stepped care model in
eating disorders services (Robinson, 1998), ranging
from community care at one end of the spectrum to
in-patient acute mental health and specialist unit
care at the other extreme. The in-patient setting rep-
resents the traditional model of the nurse, who is a
key figure in both engagement with the client and
as the strict supervisor in re-feeding, and this con-
text forms the focus of the overview of nursing
approaches. Halek (1997) highlights the prerequi-
sites for effective nursing interventions. The key
position of nurses, particularly in re-feeding, brings
such prerequisites into sharp focus.

First of all, consistency is essential. All team
members must work within the same rules and
practice strict adherence to such principles, not
least because some clients may be adept at ex-
ploiting divisions within the team and create a
‘splitting’ effect. Reliability is also an important
component in the care of people with bulimia ner-
vosa. These clients are educated to establish more
structure and order in their lives, and if an arrange-
ment or appointment is not kept with the client, all
attempts to establish trust may be lost. Reliability is
therefore essential if such clients are to be helped 
to share their inner turmoil, something that they
normally shroud in secrecy.

The issue of boundaries may also be a central
tenet in the nursing approach to people with eating
disorders. Nurses may be engaged in their very own
adolescent struggles, or through the weight restora-
tion process may have come to closely identify with
the client. Such an instance underscores the need
for regular clinical supervision, due to the fact that
if boundaries are transgressed, the entire concept of
consistency may be thrown into disarray. Nurses
must develop self-awareness, such that they are
constantly on the alert to any potential undermin-
ing of team solidarity. The fact that the nursing
approach is a team activity only serves to highlight

the need for careful management of boundaries
(Halek, 1997).

Halek (1997) also makes reference to managing
anxiety. Decisions ought not to be made in a climate
of crisis management. Due to the severe emaciation
of people with severe anorexia nervosa and, more-
over, its high mortality rate, it is perhaps under-
standable that management of such a client may be
underwritten by panic. Such a reaction in the nurs-
ing team, in particular, is compounded by the fact
that, as experienced nurses in this specialism often
report, it is the nursing team that is often held
responsible for the client’s lack of weight gain in the
re-feeding programme. This view, which is a corol-
lary of the nurse’s proximity to the client, must be
challenged within the multidisciplinary milieu.
Such responsibility must be diffused across the
whole spectrum of care and not be centred solely on
nurses.

Authenticity is another important aspect of the
nurse’s role. Openness and genuineness are an
essential part of the equation, notably in relation-
ships with nurse managers and supervisors. Safety
is paramount. Above all, the nurse should be
reflexive and open to self-exploration. An example
of this is in terms of the strict regime imposed in 
the re-feeding programme for anorexia nervosa, in
which the client defies logic, appearing fully com-
mitted to a state of self-starvation. Feelings and
thoughts are likely to come into sharp focus, and it
might appear to the inexperienced practitioner that
the approach is tantamount to bullying. The re-
feeding process is necessary because it can literally
save lives, not overlooking the fact that for many
nurses it is an unpleasant intervention. What might
seem an affront on basic human rights comes to be
seen as a necessary therapeutic endeavour. It pre-
sents the greatest challenge in the care of people
with eating disorders, due to the fact that it mani-
fests, to all intents and purposes, as coercion.

However, as Davidson (2000) documents, the
fulcrum of re-feeding is meal supervision, which
cannot fail to arouse strong emotions in nurses
who, as is their duty, must seek to ensure that the
client eats the meal, even though this may take an
interminable time. In this kind of scenario, it is to be
expected that the nurse will sometimes be drawn to
question the meaning of it all and, essentially, to be
open to feelings. Being truthful to the client, accord-
ing to Halek (1997), is important, yet this doesn’t



Eating Disorders and Dual Diagnosis 69

mean sharing every element of one’s doubts and
criticisms regarding the approach. Understanding
clients is irrevocably linked with how one is
responding to a client, and in turn how the nurse
appears to people in their care.

It cannot be emphasised enough that com-
munication skills are at the heart of the nursing
approach, not just in terms of the parenting style
interaction at the initial stages of weight restoration
in severe anorexia nervosa. It is hoped that there
will be a shift towards more mutuality in the thera-
peutic alliance in which nurse and client function as
partners in the care process. What is notable is that
no sufferer of an eating disorder has retrospectively
complained of being coerced into eating. Rather, on
recovery there is often, conversely, an appreciation
of the support given through such a very difficult
time. To date, no client has appealed against 
coercive treatment under the terms of the Human
Rights Act 1999. This is significant in itself.

Listening is important. Ideally, the nurse should
be attentive to the person communicating inner
thoughts and feelings, and needs to be sufficiently
skilled to understand that the exchange between
them is but a rare opportunity for a meaningful
therapeutic intervention. There may not be many
opportunities for such reciprocal verbal exchange
until the road to recovery is reached. Eating dis-
orders can often be found in people who do not
reveal feelings or who actively avoid doing so. The
nurse has a pivotal role in helping clients verbalise
their thoughts and emotions.

One forum for communication is therapeutic
group work, albeit in terms of the nurse acting as
facilitator. The idea is that effective management of
people with eating disorders can be achieved by
fostering group dynamics and enabling members
to apply group pressure as a therapeutic medium.
Davidson (2000) is very critical of this process,
arguing that the purpose of it is kept very vague,
yet there is much to be said for a therapeutic group
providing solace for an individual with bulimia
nervosa, for example highlighting to them that they
are not alone in their suffering.

Another important skill in nursing and manage-
ment of people with both anorexia nervosa and
bulimia nervosa is the capacity to deal with silence.
It is a good idea to put open questions to the person
who is very reticent in sharing anything. If the
client takes a long time to answer questions, one

strategy is to ask why (Prestwood, 2001). A little
window of insight into the world of eating disor-
ders may be provided if the person reports having
to work out the nurse’s response, in addition to
having to prepare a further answer to that response.
Such ‘second-guessing’ can be seen as indicative of
a desperate search for control over one’s situation,
to such an extent that it has progressed to the
severely debilitating state of anorexia nervosa.
Tables 7.5 and 7.6 present the key elements of help-
ing people suffering from anorexia nervosa and
bulimia nervosa.

Preventative aspects

Increasingly, there is concern about the effects of
widespread dieting, particularly amongst school-
girls. Currently, the huge popularity of the ‘Doctor
Atkins’ diet has served to compound such worries,
but it has been reported that almost half of 14-year-
old schoolgirls may be dieting at any one time.
Success in young women has come to be associated
with slimness, such that their self-esteem may be
irrevocably linked not solely with educational or
occupational achievement, but with a quest for the
perfect body. Such striving for self-control may be
bought at a high price. Whilst dieting does not
directly cause eating disorders, there is a connec-
tion, and measures have to be taken to educate a
target population most predisposed to developing
eating disorders.

The current authors established a programme 
of prevention in local secondary schools in 2000.
This involved conducting a survey in all secondary
schools in the local catchment area (Abuel-Ealeh 
et al., 2001). Forty per cent of the total number of 
secondary schools surveyed agreed to a one-hour
presentation being delivered by the project team,
which included eating disorder practitioners
drawn from the local range of mental health ser-
vices. A teacher in each school agreed to act as the
liaison person. Some members of the prevention
team had undertaken the Care and Understanding
of People with Eating Disorders programme run 
by the current authors at Anglia Ruskin University.
The groups were made up of both boys and girls
wherever possible and utilised a comprehensive
prevention of eating disorders educational package,
which included a video featuring young people
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Table 7.5 Key elements of helping people suffering from anorexia nervosa.

(1) The safety of sufferers is of prime importance. They should be kept in the best possible physical condition, challenging though
this is.

(2) Despite the strong resistance to food, which is likely to be present, all attempts need to be made in order to meet minimum
nutritional needs and to maintain electrolyte balance. The intention in the longer term is weight restoration and establishing
healthy eating habits.

(3) If care is being provided in in-patient settings, then it may be necessary to provide one-to-one support and supervision during
and after meals. This is one of the hardest tasks a nurse may have to undertake since the sufferer will see it as impinging on
their privacy as well as on any attempt at establishing a therapeutic nurse–patient relationship.

(4) Weight monitoring is often a necessary part of any given programme of care of people with anorexia nervosa. If the client is
in an in-patient unit, weighing may take place up to twice a week. This would normally be carried out on the same day, at 
the same time, using the same clothes. In such situations, the nurse needs to ensure that clients are not using tactics such as
drinking large amounts of water before weighing or loading up their pockets with objects that will increase the reading of 
the scales.

(5) Depression is common among sufferers of anorexia nervosa so it is essential to judiciously monitor the potential for suicide
and to provide repeated assurance and support as appropriate.

(6) Encouraging clients to explore and talk about their feelings may be helpful. The focus should be on exploring healthier
behaviours and more effective strategies in coping with anxiety.

(7) A good degree of understanding of key psychotherapeutic approaches to care and treatment, for example cognitive behaviour
therapy, may be helpful in enabling the nurse to work with sufferers and to explain some of the cognitive processes associated
with anorexia nervosa, such as overgeneralisation. Proficiency in the principles of problem solving may be helpful in
enabling sufferers to prioritise their problems in order to tackle these gradually.

(8) Education of both the sufferer and their family is essential. The focus may be in enabling them to understand the nature of
anorexia nervosa, to provide different explanations and ways of helping.

Table 7.6 Key elements of helping people suffering from bulimia nervosa.

(1) In rare instances, in-patient care may be necessary. In the event of medical complications such as ruptured oesophagus,
collapsed rectum or serious electrolyte imbalance, medical care will be indicated.

(2) Co-morbidity is often evident in bulimia nervosa, with associated substance misuse or mood disorder; if this is accompanied
by severe suicidal ideation or the person is actively suicidal, in-patient care will be required.

(3) A therapeutic alliance is essential, in which the nurse can demonstrate an understanding of the distress encountered in
bulimia nervosa. Only by gaining the person’s trust will the nurse be in a position to promote the expression of inner feelings
without shame and by so doing help the person seek treatment and, ultimately, a full recovery.

(4) In light of the fact that dietary restraint underpins binge eating, it is important to help the person with bulimia nervosa to
understand that resisting the commitment to dieting will in turn help eliminate bingeing. Equally, education on the adverse
effects of binge eating, self-induced vomiting and the abuse of diuretics and laxatives is necessary.

(5) Guidance in modifying distorted thinking is important. Explain the cognitive view of the development of bulimia nervosa, 
so as to outline how concerns about body shape and weight link with low self-esteem and in turn inappropriate behaviour.
Intervention is aimed at helping to break the binge-purge cycle.

(6) Establish a structured and systematic approach to meals. An ordered regime is important in that it introduces an element of
stability to the person with bulimia nervosa, thereby challenging the disrupted eating patterns that are characteristic of this
disorder.

(7) The teaching of self-help strategies is an important component of this approach, in that it helps the person not only identify
the negative thoughts, emotions and interpersonal stressors encountered in bulimia nervosa, but primarily promotes the
adoption of a problem solving approach with consequent regulation of one’s own behaviour and higher self-esteem.

(8) Encourage clients to record distorted thought and emotions accompanying incidents of binge eating and purging. This 
will help them learn to identify triggers of the binge-purge cycle, with a view to alleviating the emotional instability in the
disorder.
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who had recovered from eating disorders. The pre-
vention package itself, along with educational
leaflets, was left with the liaison teacher and every
effort was made to maintain contact and provide
support. It was emphasised, however, prior to the
presentation and afterwards that the project team
were to provide education but not therapeutic
interventions or counselling. On evaluation,
schools reported that no prevalence of eating dis-
orders was apparent but everybody, pupils and
staff alike, were more informed about the detection
of eating disorders, the features of eating disorders
and ways to get help if required.

Conclusion

The above initiative was taken in the absence of any
conclusive evidence that prevention programmes
are effective. Successive authors have commented
on prevention of eating disorders programmes
in general or have evaluated specific initiatives
(Fairburn, 1995; Vandereycken & Noordenbos,
1998). The central tenet of scepticism regarding pre-
vention of eating disorders in young people is the
marked difficulty in identifying at-risk individuals.
Moreover, no evidence base exists to demonstrate
the efficacy of such prevention initiatives, any more
than anti-smoking campaigns, which tend to be on
a much larger scale and have swallowed up vast
amounts of funding. The current authors contend
that, even in the absence of clear evidence that
prevention actually has any effect in reducing
prevalence in general, or succeeds in stopping the
relentless progression of an eating disorder in just
one individual, it is not an option to give up and not
try to tackle this devastating problem. If nothing
else, the greater understanding and awareness of
eating disorders, developed in the population as a
whole, will have made the undertaking worthwhile.
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8 Problem Drug Use and 
Personality Disorders

P. Phillips

Personality disorders

The aetiology, diagnosis, treatment and legal status
of personality disorders are currently attracting 
the interest of mental health professionals and law
makers in a significant way (Welch, 2002; National
Institute for Mental Health in England, 2003). This
interest, and the subsequent clinical research activ-
ity being undertaken, was substantially aided by
the introduction in the DSM-IV of a special axis
(axis II) for the classification of personality disorders.
Millon (1981) comments that: ‘the long drought is
over and a revival of the rich heritage of the forties
and fifties is underway’. Despite this, personality
disorder diagnoses and labels are routinely used in
a pejorative way in British mental health practice. It
is commonly accepted that personality disorders
and drug use are often associated with each other 
in clinical practice and theory (Daley et al., 1993)
and this supposed relationship is summarised by
Nace et al. (1990) who suggest: ‘the pharmacolo-
gical effects of alcohol and drugs induce personal-
ity regression with a weakening of ego function’.
Personality disorders are marked by a wide range
of reported features including difficulty recognis-
ing and dealing with painful emotional states and
regulating behaviour, impaired personal relation-
ships, poor frustration tolerance, need for immedi-
ate gratification, poor response to stress and poor
interpersonal skills.

The relationship between personality
disorder and illicit drug use

However, the relationship between personality dis-
order and problematic drug use is frequently very
complex and thought by many commentators to be
not fully understood. The clinical characteristics
and criteria for a diagnosis of personality disorder
are thought to be commonly found in drug users
(Dackis & Gold, 1992). The validity of this argu-
ment, however, needs to be examined in light of 
the largely behavioural criteria established for the
diagnosis of personality disorder, which can be
seen to assign pathological personality labels to
individuals who are experiencing temporary
episodes of mental health/personality difficulties,
rather than to those who have experienced these
symptoms in a pattern that might suggest more
than a transient association. Blume (1989) demon-
strates this argument well in a US study of two 
hundred opiate ‘addicts’ diagnosed with antisocial
personality disorder, finding that at two-year 
follow-up over half of the subjects no longer 
met the criteria for the diagnosis. Further to this
Sievewright & Daly (1997) suggest that the validity
of personality disorder diagnoses may be unreli-
able in people with problematic drug use, in that
criminal activities (a common diagnostic criterion
for personality disorders) may be entirely related 
to behaviours secondary to problematic drug use
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(that is acquisitive crime that funds continued drug
use and prevents withdrawal features).

The Epidemiological Catchment Area Survey
(ECAS) (Regier et al., 1990), which formed part of
the US National Institute of Mental Health epi-
demiological catchment area programme, found a
‘severe substance misuse’ rate of 83.6% in persons
diagnosed with antisocial personality disorder.
Regier et al. (1990) suggest that finding this statistic-
ally significant association between the two disor-
ders (personality disorder and ‘substance misuse’)
constitutes evidence that one disorder may have an
aetiological role in the other, and that an underly-
ing biological vulnerability to these disorders exists
in affected individuals. This ‘vulnerability’ hypoth-
esis has gained support elsewhere. Campbell et al.
(1993) suggest that the presence of a personality
disorder increases vulnerability to problem drug/
alcohol use and complicates the pattern of drug
using behaviour.

Other commentators indicate that the method of
assessment of both drug use and personality is
highly correlated to reported prevalence rates of
problem drug use amongst those with personality
disorders. This is particularly pertinent where the
Millon clinical multi-axial inventory (Millon, 1983)
was used to diagnose personality disorder, as
opposed to clinical interview based instruments
such as the personality disorders examination
(Loranger, 1988). A comprehensive Dutch study,
conducted in Amsterdam (DeJong et al., 1993),
examined the prevalence of personality disorders
in hospitalised alcohol patients and ‘polydrug
addicts’. This study found high rates of personality
disorder, along with a study by Craig (1987). In 
this survey 263 subjects were recruited to the study
(178 alcohol patients and 86 ‘drug addicts’), who
entered the same therapeutic community concur-
rently. Diagnoses were assigned according to the
DSM-III-R, and subjects were assessed for person-
ality pathology using the structured interview for
DSM-III personality disorders. The alcohol patients
were found to have a personality disorder rate of
78%, the average number of disorders per patient
being 1.8. The most common disorder types in this
group were histrionic (34%), dependent (29%),
avoidant (19%), compulsive (19%) and borderline
(17%). The ‘polydrug addicts’, however, had a
prevalence rate of 91%, the average number of per-
sonality disorders being 4.0 per patient. The most

common disorder types in this group being border-
line (65%), histrionic (64%), passive-aggressive
(49%), antisocial (48%) and dependent (35%). In
comparing the results of the groups in this study
DeJong et al. (1993) found a significantly higher
prevalence of certain personality disorders in the
‘polydrug addicts’ group. These groups were the
paranoid, schizotype, histrionic, antisocial, border-
line and passive aggressive disorders.

Perhaps the personality disorder most commonly
associated with drug use is antisocial personality
disorder. The DeJong study (DeJong et al., 1993)
found a prevalence of only 5% for this group in the
above sample. This is known to be significantly
lower than found in other studies. However,
DeJong explains this by suggesting that the age of
onset of drug use was proportionately higher, with
a subsequent shorter ‘addiction’ history, thereby
leading to lower rates of antisocial ‘behaviour’. 
A further variable factor to be taken into account
when examining the DeJong study is the judicial
and involuntary placement of many of the subjects
in the ‘polydrug addicts’ sample group. The
findings of this study lead DeJong et al. (1993) to
critically question the validity and clinical useful-
ness of classifying ‘drug addiction’ separately from
personality disorder. This was the case in earlier
versions of the American DSM, for instance in
DSM-I. ‘Alcoholism’ and ‘drug addiction’ were
classified as personality disorders and regarded by
the psychiatric establishment to be sub-types of
sociopathic personality disturbance.

However, with this in mind, because much (but
not all) illicit drug use is by its nature illegal, 
an assumption that using the drug in the first place
constitutes antisocial or sociopathic behaviour is
made, thereby legitimising the relationship between
drug use and personality disorder.

Shared characteristics: substance misuse
and personality disorders

It is suggested that there are a number of shared
characteristics between substance misuse and per-
sonality disorder. These are lowered self-esteem,
self-confidence, self-satisfaction, social confidence,
assertiveness, personal control and self-efficacy.
Dusenbury & Botvin (1992) also add external 
locus of control to this list of shared personality
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characteristics, whilst generalising that drug users
‘tend’ to have a number of shared negative patterns
of behaviour in common with people with person-
ality disorder. These are higher anxiety levels,
impulsivity, rebelliousness and need for approval.
Dusenbury & Botvin (1992) suggest that these
groups are more pessimistic, and are more alien-
ated from ‘appropriate’ cultural and social values.
Campbell et al. (1993) also suggest that persons
with the combination of problem drug use and per-
sonality disorder are often self-centred, vulnerable
to psychosis, are unable to endure periods of low
mood and have extreme difficulty with the sense of
self-identity.

These findings are echoed by DeJong et al. (1993)
who suggest that once an opioid dependence is
established the user’s life is largely concerned with
the procurement and use of the drug, which is
characterised by marked behavioural patterns.
This pattern, described by Noorlander (1985), is
referred to as ‘junkie syndrome’, and includes lying,
criminal acts, manipulation, lack of responsibility,
egocentricity, feelings of superiority, exaggeration
in the expression of emotions, lack of real emotion-
ality, and rapid shifting of emotional states. DeJong
et al. (1993) go further to suggest that these beha-
vioural patterns are so similar to those of person-
ality disorders that it is impossible to separate
them from pre-existing personality disorders. This
argument, however, does not consider the notion
that the criminal status of much drug use is central
to the behaviours described above, and reinforces
the stereotypes concerning drug users and the
commonality with the diagnostic criteria and pro-
fessional attitudes towards personality disorders.
Lindesmith (1940) describes these stereotypes in his
paper ‘Dope fiend mythology’: the drug addict as a
violent criminal, the drug addict as a moral degen-
erate and the drug addict as emotionally inferior.

The personality disorders most commonly asso-
ciated with drug use are antisocial (psychopathic)
and borderline (Nace et al., 1983; Koenigsberg et al.,
1985). However, here the diagnostic criteria can
contradict itself: the Diagnostic and Statistical Manual
(version IV) states that the features of a personality
disorder must have been present for a considerable
length of time, having commenced in childhood, or
early adulthood, but then goes on to list ‘substance
misuse’ as a diagnostic criterion in borderline per-
sonality disorder, and discusses its relevance to

antisocial personality disorder. Robins & Przybeck
(1985) go further in suggesting that ‘substance 
misuse’ in adolescents under the age of 15 posit-
ively contributes to the development of psycho-
pathology, specifically including personality disorder.
These views often seem to represent the current
psychiatric thinking about the relationship be-
tween personality and drug use, as illustrated in
this case study.

Case study

Helen is a 27-year-old woman, currently main-
tained on an injectable script of methadone. She 
has been in treatment with the drug depend-
ence unit for 18 months, during which time she 
has had numerous psychiatric and medical admis-
sions. Helen’s history is lengthy since she started 
to use drugs and alcohol 12 years ago. During 
this time Helen suffered ongoing sexual assault by
an older family member, and an older stranger to
the family. Helen presented to the mental health
services on a number of occasions during her 
childhood with symptoms of depression, eating
disorder and self-harm. She has been resident in
children’s homes for much of her early adulthood.
Helen’s presence in the drug unit causes tremend-
ous staff anxiety, as there have often been difficult-
ies in the management of Helen’s behaviour in 
the past. Helen’s ability to establish and maintain
interpersonal relationships has been severely dam-
aged by her early experiences of sexual abuse, and
she regularly engages in self-harming behaviour,
including cutting, overdosing and jumping from
buildings.

Helen entered treatment using heroin,
methadone, cocaine, amphetamines and benzodi-
azepines, mostly by injection, and alcohol. During
the period of her treatment Helen has made
significant progress in the way in which she 
uses drugs; she now uses her script of injectable
methadone, which she has reduced by one third 
in the past year, and ‘treats’ herself to other drugs
(cocaine, amphetamines and benzodiazepines)
when she can afford to do so, usually on a weekly
basis. Helen’s psychiatric diagnosis is that of bor-
derline personality disorder, and consequently her
relationship with the local mental health services is
somewhat difficult.
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Helen regularly sees the mental health worker
attached to the drug unit, who works with Helen
around the management of both her drug use and
her mental health problems. This relationship has
been established using trust, respect and advocacy
as main principles. Through the relationship Helen
is able to separate out what she uses to self-
medicate her symptoms of emotional distress 
and what she enjoys using. This understanding is a
key to enabling Helen to develop more adaptive
ways of coping, whilst accepting that drug use may
not be the most harmful behaviour Helen may
engage in during times of crisis. This management
strategy is fiercely disapproved of by mental health
services.

Helen is now denied any access to mental health
services in her locality, as each time she has been in
hospital she has not been able to continue her pre-
scription of injectable methadone, and her access 
to in-patient facilities has been stopped completely
after rumours that she was supplying other
patients on the ward with illicit drugs. The local
psychiatrist states that as the patient is not ready to
consider abstinence there is nothing mental health
services can do to help her. Helen continues to
experience mini-psychotic episodes in the com-
munity periodically, but continues to do well.

Implications for practice

There are many implications for practice raised by
the case study. A key notion in addressing them is
accepting personality disorder and problematic
drug use as a dual diagnosis, in attempting to
understand the relationship between the drug use
and the mental health problems experienced by 
the client. This is of paramount importance in 
mental health settings, as accepted British medical
definitions of dual diagnosis often exclude those
with non-psychotic mental health problems,
thereby missing valuable opportunities presented
by clients to address their drug use and its relation-
ship to their current difficulties. This is seen in
much of the prominent US literature regarding 
the differences in treating the ‘mentally ill chemical
abusers and addicted’ (MICAAs) as opposed to the
‘chemically abusing mentally ill’ (CAMIs).

Sciacca (1990) suggests that integrated treatment
models developed in the USA (Minkoff, 1989) are

inappropriate for those who are not primarily
mentally ill because of the ‘manipulative aspects 
of their coexisting character pathology’. This pre-
sents many difficulties in attempting to define and
provide appropriate care and treatment for those
with a dual diagnosis of personality disorder and
problematic drug use for a number of reasons
(Phillips, 1998):

l It promotes a culture of ‘non disclosure’ for
clients with personality disorder and problem-
atic/harmful drug use.

l It does not consider drug use as effective self-
medication in a harm reduction continuum.

l It fails to acknowledge the ethos and phenom-
enology of the drug taking experience, and the
opportunities it can afford people with mental
health problems.

Little research evidence is available that
describes effective interventions for dually diag-
nosed clients with personality disorder and 
problem drug use. Beck et al. (1993) suggest that
cognitive behavioural approaches to this combina-
tion appear promising, but require further evalu-
ation. Cognitive behavioural work with clients 
with personality disorder and problem drug use
commences with a thorough and comprehensive
assessment of both problems, and their relationship
to each other. An element of flexibility is essential
for ‘appointment’ type work with drug users
because of the difficulties faced with this often
‘hard to reach’ group. In practice this may mean
that a number of appointments may have to be
offered before the client attends to be seen.

To identify a personality disorder in a drug user
always necessitates a careful evaluation of the
client’s drug free beliefs and behaviours that are
influenced by psychoactive drugs. It is likely that 
a high degree of similarity between drug free 
and drug using beliefs and behaviours indicates a
high probability of personality disorder. A marked
divergence of beliefs and behaviours between drug
free and drug using periods can often indicate that
the personality aspects are related to drug using
behaviours.

The assessment process should include:

l Why did the client start using drugs, and in
what setting?
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l How did using drugs lead to problem drug use?
(What was the psychological and emotional
landscape at the time?)

l How did the client function before using drugs,
and how do they function currently?

l What personality traits were present during the
time before the client started using drugs?

l What personality traits are/were present when
the client is/was abstinent (whether enforced or
chosen abstinence)?

It is important to get collateral information from
as many reliable sources as possible in formulat-
ing/assessing the client. This can include review-
ing clinical notes from drug services, mental health
services and other agencies involved in the care of
the client. It is important to review past treatment
experiences with the client when embarking on
cognitive behavioural work, and reflect on changes
in drug use and personality over time (for instance
many drug users report that cocaine use effects
significant personality changes). It is equally
important to hear and understand the experience of
drug using from the client in answering the basic
assessment questions. Beck et al. (1993) suggest that
using provocative imagery techniques are helpful
in assisting clients to remember and contact their
emotions, for example asking clients to close their
eyes and imagine the environment in which they
use, or buy or sell.

Goal setting as treatment

Beck et al. (1993) suggest that there are two stand-
ard goals of treatment, which are to reduce ‘drug
dependency’, and to assist clients to learn more
adaptive ways of coping with problems. It is, 
however, crucial to work with clients’ own goals 
in therapeutic work. It may be that some clients
seek a drug free lifestyle, and others wish to 
continue using drugs/alcohol. As health workers,
an appropriate response to this desire is to 
engage with the client using harm minimisation
approaches. In this way an acceptance that the
client does use drugs helps the client feel accepted
as a person, rather than ‘just a drug user’. Using
harm reduction approaches can also help the client
to remain in control of the direction and pace of the
therapeutic work.

Management issues

Alongside the therapeutic approaches described
above, there are a number of other key elements 
in working with those with a dual diagnosis of 
personality disorder and problem drug use, which
concern the attitudes of staff who treat and care for
them. The language we use as professional health
care workers, such as ‘addiction’ and ‘substance
abuse/misuse’, derive from a culturally shaped and
defined understanding of drug use, which immedi-
ately pathologises and alienates clients. This lan-
guage forms part of the commonly held belief
amongst mental health workers that clients suffer-
ing from personality disorder do not respond to
treatment, and that resources are more effectively
utilised elsewhere in mental health services. This
does not aid in the establishment of a therapeutic
alliance with clients. It is therefore highly import-
ant to adopt a willingness to be open, non-punitive
and non-judgemental about drug use with clients,
which should include discussing the benefits using
has for the client, alongside the negative effects of
drug use in the client’s life. Adoption of these basic
attitudinal principles may help to engage the client
in a helpful dialogue in which behaviour is not per-
sonalised, but understood as part of the process of
therapy. Clients with this combination of problems
also often require help of a more practical nature:
help with current legal problems, housing and
accessing 24-hour support, and this is an important
factor in establishing a relationship that is respons-
ive and in which change can be monitored.
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Black and Ethnic Minority
Communities: Substance Misuse 
and Mental Health: Whose 
Problems Anyway?

G.H. Rassool

Introduction

Race, culture, ethnicity, mental health and sub-
stance misuse have always been contentious issues
from the socio-political, economic and health per-
spectives. Historically, black and ethnic minority
communities (BME) have been the victims of 
negative stereotypes, social exclusions, health in-
equalities, disparate treatment and racism, and
these factors have continued to contribute to the
epidemiological health care gap between black and 
ethnic minority communities and whites.

The UK is a multicultural society with approx-
imately 7.9% of the total population (4.6 million 
people) representing black and ethnic minority
communities (OPCS, 2001). In England people
from ethnic minority groups made up 9% of the
total population in 2001/02 compared with 
only 2% in both Scotland and Wales. Nearly half
(48%) of the total ethnic minority population 
are established in metropolitan geographical areas
and reside predominantly in the London region,
where they comprise 29% of all residents, and in the
West Midlands, West Yorkshire and Greater
Manchester (Balarajan & Raleigh, 1992; OPCS,
2001). Indians were the largest minority group, 
followed by Pakistanis, those of mixed ethnic 
backgrounds, black Caribbeans, black Africans 
and Bangladeshis. The remaining ethnic minority

groups each accounted for less than 0.5% but
together accounted for a further 1.4% of the UK
population.

It is apparent that black and ethnic minority
groups in the UK are a heterogeneous group 
with varying values, attitudes, religious beliefs and 
customs that affect the patterns of mental health
and substance misuse. This cultural diversity with
a wide variation in lifestyle, health behaviour, 
religion and language has profound effects on 
their perception and recognition of health problems
and ill health constructed within the paradigm 
of Western medicine and health care systems
(Rassool, 1995). This growing diversity has strong
implications for the provision of health care in 
both mental health and substance misuse services.
Nurses and other health care professionals need 
to be aware of the existence of ethnic minorities
within the community they serve. The practitioners
should be able to assess the health care needs of 
the ethnic groups and develop services that take
account of linguistic, religious and cultural differ-
ences (Department of Health, 1999a).

The aims of the chapter are to provide an
overview of substance misuse and mental health
and to examine the issues and problems faced by
black and ethnic minority groups. The implications
for the nursing interventions and cultural compet-
ence are also presented.
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Policy initiatives: substance misuse and
mental health

This section will focus on strategies and policies on
substance misuse and mental health relevant to
black and ethnic minority groups.

Substance misuse

It has been notable that recent national drug policies
in the UK have failed to address the health status
and health care needs of black and ethnic minority
groups (Lord President of the Council, 1998). The
task force reviewing services for drug misusers
(1996) focused briefly on responding to the needs of
black and ethnic minority groups and the inclusion
of staff from these groups. According to the
Advisory Council on the Misuse of Drugs (ACMD,
1998) ‘Ethnic differences in patterns of drug misuse
suggest that the needs of some minority ethnic
groups are marginalised by existing services,
which tend to focus on injecting rather than 
smoking’.

The current UK drug policy Tackling Drugs to
Build a Better Britain (Department of Health, 1998a)
and the updated drug strategy (Department of
Health, 2002) recognised the failure of black and
ethnic minority drug users to utilise the range of
available treatment services and provided guidance
for those involved in the purchasing and provision
of drug services to tackle race equality, accessibility
and practice. In addition, the strategy encouraged
drug action teams (DATs) to undertake health care
needs assessments and consider cultural diversity
in service provision and delivery. The National
Treatment Agency (2001) has identified diversity as
one of its key strategic objectives, recognising the
need to ensure equal access to service provision
regardless of age, gender, sexuality, disability and
ethnicity.

In Models of Care (NTA, 2002), a framework for
the commissioning and delivery of drug services 
in the UK, the treatment needs of black and 
ethnic minority substance misusers are recognised
throughout the document. In addition, there is 
a specific section on black and ethnic minority 
communities (pp. 130–8) focusing on service acces-
sibility and service utilisation, the barriers to drug
treatment services, service appropriateness, profes-

sional guidance and legal framework, care path-
ways, needs assessment and treatment. The docu-
ment also reiterates that service provisions need 
to be sensitive to the needs of these groups, aware
of legislation relating to race and racial discrimina-
tion, and to employ approaches in order to max-
imise treatment engagement and retention of these
groups.

Mental health

There have been significant policy and service
development initiatives within mainstream mental
health services over the past five years. National ini-
tiatives such as the Government’s plans for improv-
ing mental health services for working age adults
are set out in the paper, Modernising Mental Health
Services: Safe, Sound and Supportive (Department of
Health, 1998b). The National Service Framework for
Mental Health was launched in 1999 (Department of
Health, 2000). This covers the mental health needs
of working age adults and specifically addresses
unacceptable variations in services across England.
However, these policies do not adequately address
the particular needs of black and ethnic minority
groups and there is no specific standard set for 
ethnic minority mental health.

The Mental Health Policy Implementation Guide:
Dual Diagnosis Good Practice Guide (Department of
Health, 2002) summarises current policy and good
practice in the provision of mental health services
to people with severe mental health problems and
problematic substance misuse. The guide contains
a section on people from black and ethnic minority
communities, claiming that although there are no
definitive studies on the influence of culture and
ethnicity upon individuals with a dual diagnosis, it
is known that severe mental illness and substance
misuse present differently across cultures and ethnic
groups. The guide points out, for example, that 
ethnicity is associated with poor access to services
and with different meanings and values attributed
to drugs and alcohol. Service provision must there-
fore be congruent with, and sensitive to, the needs
of each minority ethnic group.

Inside Outside: Improving Mental Health Services for
Black and Minority Ethnic Communities in England
(Sashidaran, 2002) sets out proposals for reforming
the service experience and service outcome of 
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Table 9.1 Vision for delivering race equality in mental health
service by 2010.

Service characterised by:

l Less fear of mental health services amongst BME
communities and service users.

l Increased satisfaction with services.
l A reduction in the rate of admission and in the

disproportionate rates of compulsory detention of
BME to psychiatric in-patient units.

l Fewer violent incidents that are secondary to
inadequate treatment of mental illness.

l A reduction in the use of seclusion in BME groups.
l The prevention of deaths in mental health services

following physical intervention; more BME service
users reaching self-reported states of recovery.

l A reduction in the ethnic disparities found in prison
populations.

l A more balanced range of effective therapies, such
as peer support services and psychotherapeutic and
counselling treatments, as well as pharmacological
interventions that are culturally appropriate and
effective.

l A more active role for BME communities and BME
service users in the training of professionals, in the
development of mental health policy, and in the
planning and provision of services.

l A workforce and organisation capable of delivering
appropriate and responsive mental health services
to BME communities.

Source: Department of Health (2005).

people from black and ethnic minority groups 
who experience mental ill health and who come
into contact with mental health services, as users or
carers. The main focus for change is the pervasive
ethnic inequality that currently exists within men-
tal health services. The central objective of this 
initiative is to reduce and eventually eradicate 
such disparities and, by doing so, make mental
health services appropriate for and relevant to a
multicultural society. For the first time since the
inception of the NHS, a national approach aimed 
at reducing and eliminating ethnic inequalities in
health service experience and outcome is being
advocated.

The latest document Delivering Race Equality in
Mental Health Care: an Action Plan for Reform Inside
and Outside Services and the Government’s Response to
the Independent Inquiry into the Death of David Bennett
(Department of Health, 2005) combines a five-year
action plan for reducing inequalities in black and
ethnic minority patients’ access to, experience of,
and outcomes from mental health services; and 
the Government response to the recommendations
made by the inquiry into the death of David
Bennett. Delivering Race Equality in Mental Health
Care is an action plan for achieving equality and
tackling discrimination in mental health services in
England for all people of black and ethnic minority
status, including those of Irish or Mediterranean
origin and east European migrants. The pro-
gramme is based on three ‘building blocks’:

l More appropriate and responsive services:
achieved through action to develop organisa-
tions and the workforce, to improve clinical 
services and to improve services for specific
groups, such as older people, asylum seekers
and refugees, and children.

l Community engagement: delivered through
healthier communities and by action to engage
communities in planning services, supported
by 500 new community development workers.

l Better information: from improved monitoring
of ethnicity, better dissemination of information
and good practice, and improved knowledge
about effective services. This will include a new
regular census of mental health patients.

A summary of the long-term vision of the
Government strategy in delivering race equality in
mental health services is summarised in Table 9.1.

Another piece of legislation that is relevant to 
the above policies and initiatives is the Race
Relations (Amendment) Act 2000 (Home Office,
2000), which places a general duty on specified
public authorities to work towards reducing 
institutional racism, the elimination of unlawful
discrimination and to promote race equality of
opportunity. In relation to mental health and sub-
stance misuse services, the Act requires the 
services not to discriminate on the grounds of race
in employment, policies, service provision and
delivery. The codes of practice are enforceable by
the Commission for Racial Equality (Commission
for Racial Equality, 2001).

Taken altogether, the implementation of policies
and guidance in both mental health and substance
misuse, with adequate monitoring, should enable
the appropriate services to remedy their institu-
tional failings in meeting the needs of black and
ethnic minority groups.
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Prevalence and patterns of mental health
and substance misuse

This review will draw heavily on literature relating
to the prevalence and pattern of substance misuse
and mental health, dealing with these separately.
There is limited data on the epidemiology and
extent of dual diagnosis in black and ethnic minor-
ity service users.

Mental health

There is a dearth of research on the relative preval-
ence of mental health problems amongst different
black and ethnic minority groups in the UK. A
recent review commissioned by the Department of
Health (Wright et al., 2000) showed the absolute
poverty of research in relation to ethnicity and
mental health and, moreover, the relative lack of
commitment to commission such work. There have
been few population surveys of ethnic differences
in the prevalence of mental illness, with most work
focusing on rates of contact with services for those
with psychotic disorders (Sproston & Nazroo,
2002). This is due to the difficulty of accessing large
numbers of ethnic minority informants in general
population surveys. Research studies based on 
contact with services provide information that is
only the tip of the iceberg in terms of the true pre-
valence of mental disorders in black and ethnic
minority groups. However, evidence based on clin-
ical and epidemiological research, clinical observa-
tions, the testimonies of service users and carers
points unequivocally to the racially discriminatory
nature of current mental health services and signi-
ficant discrepancies in service outcome between
minority ethnic groups and the majority ethnic
group (Iley & Nazroo, 2001; Jones, 2002; Bhui, 2002;
Sainsbury Centre for Mental Health, 2002).

A recent study of the rates of mental disorders in
black and ethnic minority communities (Sproston
& Nazroo, 2002) represents probably the most com-
prehensive assessment to date of the prevalence of
mental health problems amongst ethnic minority
groups in England. The findings indicate that there
are relatively modest differences in the rates of
these disorders between individuals of white, Irish,
black Caribbean, Bangladeshi, Indian and Pakistani
ethnicity. There were small but statistically signi-

ficant variations in the prevalence of mental health
problems across ethnic groups. Compared with
white informants of the same gender, Irish men 
and Pakistani women had significantly higher, and
Bangladeshi women lower, rates of mental dis-
orders. Amongst men, no statistically significant
differences were found between ethnic groups
when individual ICD-10 (World Health Organiza-
tion, 2003) diagnoses were considered.

The findings also indicate a very low prevalence
of anxiety disorders amongst the Indian group,
whilst Irish men had the highest rate of anxiety 
disorders but the lowest rate of depressive epi-
sodes. Amongst women, the prevalence of all types
of ICD-10 disorder was least common in the
Bangladeshi group, whilst depressive episodes and
anxiety disorders were most common amongst
Indian and Pakistani women. There was evidence
that somatic symptom scores were elevated amongst
Bangladeshi men and South Asian women (espe-
cially those of Indian and Pakistani origin). A UK
national survey of psychiatric morbidity amongst
black and ethnic minority groups (Singleton et al.,
2001) found that South Asian adults (19.2%) and
those in the group classified as ‘other’ (20.4%)
appeared to have higher rates of prevalence for
most neurotic disorders than their white counter-
parts (16.3%), whilst black adults appeared to have
lower rates than both groups (14.1%), but the
results were not statistically significant.

In contrast to studies on rates of contact with 
services, this national study of prevalence rates 
of psychosis indicated a two-fold higher rate for
black Caribbean people compared with the white
group, but this was only statistically significant for
women. However, rates of psychosis were twice 
as high for black Caribbean women as for white
women. It was not significant for men or the total
black Caribbean population and was not significant
at the level of estimated rates of psychosis. This
finding is consistent with the only other national
survey that has estimated the prevalence of psy-
chotic illnesses amongst different ethnic groups
(Nazroo, 1997). The findings also contradict the
view that suggested that the onset of psychotic 
illnesses is particularly high amongst young black
Caribbean men (Cochrane & Bal, 1989) as this study
indicated that rates for the young black Caribbean
people were not particularly elevated.

The estimated prevalence rate of psychotic illness
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in Irish people was to similar to that for the white
group, but the Indian and Pakistani groups had
higher prevalence rates for psychosis than the white
group, although none of these differences were 
statistically significant. In contrast, the Bangladeshi
group had a lower rate than the white group but
not significantly so. A UK national survey of psychi-
atric morbidity amongst black and ethnic minority
groups (Singleton et al., 2001) indicated that the
prevalence of functional psychosis (mainly schizo-
phrenia or bipolar disorder) appeared to be three
times greater (0.6% and 1.8% respectively) for the
black Caribbean population compared with the white
population. It is worth pointing out that although
more black Caribbean people are treated for psy-
chosis, this may not indicate that they are more
likely to have such illness. Rather, it is suggested
that the way they express their symptoms may be
interpreted in such a way (misdiagnosed) and that
they are more likely than others to be prescribed
treatment for these symptoms (Littlewood &
Lipsedge, 1989; Fernando, 1989; Nazroo & King, 2002).

National data show that women born in India
and East Africa have a 40% higher suicide rate than
women born in England and Wales (Raleigh &
Balarajan, 1992). The high-risk group for suicide is
young women of South Asian origin without pre-
vious psychiatric history. It has been suggested that
for the young South Asian people cultural conflict
is seen as a precipitating factor in suicide and para-
suicide (Raleigh et al., 1990; Raleigh, 1996; Bhugra et
al., 1999a,c; Department of Health, 2001). However,
it has been indicated that Indian/African, Asian
and Pakistani groups who stated that they were
depressed had similar rates of suicidal thoughts as
the white group across gender and age groups. This
is in contrast to other research studies that have
found a high rate of suicide amongst young South
Asian women (Sproston & Nazroo, 2002). Signi-
ficantly, high rates of suicide amongst Irish-born
people of both sexes, with particularly high rates
amongst young women are also reported (Bracken 
et al., 1998; Leavey, 1999), although a recent study
suggests that these rates may in fact be an under-
estimate (Neeleman & Farrell, 1997). Young black
women may be vulnerable to suicide, and social
risk factors may precipitate serious mental dis-
orders and possibly suicidal behaviour in African
and African-Caribbean people (Raleigh, 1996;
Whitley et al., 1999; Department of Health, 2001).

Drug misuse

Historically, black and ethnic minority commun-
ities have been the victims of negative stereotypes 
in respect to substance misuse. The 1920s saw the
‘birth of the British drug underground’ and is asso-
ciated with the popular myth that characterised
‘the Chinese population as drug dealers and sexual
deviants who preyed upon vulnerable young white
women’ (Kohn, 1992). More recently, the media
presentation has resulted in the perception of par-
ticular ethnic minorities being susceptible to the 
misuse of psychoactive substances: Rastafarian,
cannabis; Irish, alcohol; and in Africans, the trans-
mission of HIV and AIDS (Rassool, 1997). Never-
theless, these beliefs and stereotypes, with racial
undertones, have remained in the popular or col-
lective consciousness of the nation and mask the full
understanding of the state of knowledge regarding
the patterns of use, perceptions and health beliefs
of black and ethnic minority groups towards the
use of psychoactive substances (Rassool, 1997). The
social, psychological, environmental and economic
positions of black and ethnic minority groups in the
UK, especially the young, indicate that they face an
increasing risk of drug and alcohol problems. A
comprehensive literature review on drug use and
related service provision is provided elsewhere
(National Treatment Agency, 2003). It is reported
that there is far more information on drug use
amongst South Asian populations (Bangladeshis,
Indians and Pakistanis) than amongst other black
and minority groups especially from refugees 
and asylum seekers groups (National Treatment
Agency, 2003).

Prevalence and patterns

A brief overview of the prevalence and patterns 
of drug and alcohol misuse by black and ethnic
minority groups is presented in this section.
Evidence from both quantitative and qualitative
surveys strongly indicates that the rate of pre-
valence of drug misuse within the black and ethnic
minority groups, particularly amongst South Asians,
is lower than that of the white population, but with
increasing trends (Ramsey & Spiller, 1997; Parker 
et al., 1995, Ramsey et al., 2001). However, there are
clear indications that drug misuse is increasingly
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being reported amongst young black and ethnic
minority women (National Treatment Agency,
2003). The substances misused by black and ethnic
minority groups are not clearly different from those
used by the white population, but there seem to be
preferences for a certain class or classes of sub-
stances and mode of consumption by different 
ethnic groups, which are linked with the historical
and cultural characteristics of each ethnic group
(Oyefeso & Ghodse, 1993; Oyefeso et al., 2000;
Sangster et al., 2002). It is argued that compulsory
hospital admissions distort the statistics of prob-
lematic drug use amongst black Caribbean and
African males, as a result of the use of ‘stop and
search’ tactics and the diagnosis ‘cannabis psy-
chosis’ (Harrison et al., 1997).

Cannabis is the most widely used illicit drug
amongst the younger members of black and ethnic
minority communities, and presentations to drug
services by black Caribbeans are more likely to focus
on crack cocaine than other ethnic groups (includ-
ing white groups) (Sangster et al., 2002). Heroin is
the drug of choice amongst young South Asians 
in some areas of England, particularly amongst
Pakistani and Bangladeshi males. In some cases,
heroin is also the first drug used (Gilman, 1993;
Perera, 1996, 1998; Chaudry et al., 1997; Sherlock et
al., 1997; Patel, 2000; Patel et al., 2001; Sheikh et al.,
2001; Webster, 2001). Heroin was reported to be
used by South Asian, Iranian, Vietnamese and
Chinese people (Patel et al., 1998; Whittington,
1999; Sangster et al., 2002). Cocaine was reported as
the main drug of use by black Caribbean, African
and ‘other’ drug users than either South Asian or
white drug users (Daniel, 1993; Perera et al., 1993).
Crack cocaine has been reported to be used by
young Bangladeshis and Kashmiris (Sheikh et al.,
2001). These observations suggest that the widely
held assumptions of the substance specific, cultural
stereotypes that Asians do not use opiates and
cocaine are gradually becoming less tenable.

There is also the contention that injecting drug
use behaviour is uncommon amongst black and
ethnic minority groups. Injecting by black and 
ethnic minority drug users is generally reported 
to be less prevalent than amongst white drug 
users, largely because of the lack of BME drug 
users presenting at needle exchanges (Sangster 
et al., 2002). However, South Asians have been
reported to be injecting heroin by Chaudry et al.

(1997); Patel et al. (1998, 2001); Pearson & Patel
(1998); Sheikh et al. (2001); Webster (2001); and
Sangster et al. (2002). Studies have also reported
that young South Asian males injecting steroids
(Pearson & Patel, 1998; Ram, 2000; Sheikh et al.,
2001). Sangster et al. (2002) report injecting amongst
black Caribbean heroin users in London, suggest-
ing that this may be linked to the tendency for drug
users to switch to heroin whilst in prison. Although
there is generally a low uptake of needle exchanges
by South Asian drug injectors, South Asian males
have been shown to access injecting equipment via
white friends or white girlfriends by Pearson &
Patel (1998); Patel (2000); Patel et al. (1998); and
Sheikh et al. (2001). There is great concern that 
dangerous injecting practices are occurring, particu-
larly amongst South Asian female drug-injecting
sex workers (Hall, 1999).

Evidence of the use of dance drugs (ecstasy,
amphetamines and LSD) by young members 
of black and ethnic minority communities is 
rather limited. It is stated that ecstasy, LSD and
amphetamines were regarded as ‘white people’s
drugs’ and use by members of black and ethnic
minority communities was limited (Gilman 1993;
Chaudry et al., 1997). However, stimulant, ecstasy,
hallucinogens, LSD and ice (a smokeable form of
amphetamines) have been reported to be used by
Indians at Bhangra (clubbing) events (Patel et al.,
1995; Perera, 1998; Bola & Walpole, 1999). Qat (or
kat or khat) was found to be used by the Somali
community (Cunningham, 1998; Griffiths, 1998;
Fountain et al., 2002); Yemeni communities (Leroy,
2000; Mohammed, 2000); Ethiopians (Fountain et
al., 2002); and amongst Arabs from the Middle East
(Iran, Iraq, Lebanon and Yemen) (Fountain et al.,
2002).

Alcohol misuse

The report on Health of Minority Ethnic Groups
(National Centre for Social Research, 2001) found
that, in England, men and women from all black
and ethnic minority groups (except white Irish)
were less likely to drink alcohol than the general
population and consumed smaller amounts.
Overall, the findings show that 7% of men from the
general population were non-drinkers, compared
with 5% of Irish men, 13% of black Caribbean men,
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30% of Chinese men, 33% of Indian men, 91% 
of Pakistani men and 96% of Bangladeshi men.
Higher proportions of women than men were 
non-drinkers, both in the general population 
and amongst ethnic minority groups. Of the gen-
eral population, 12% of women reported being
non-drinkers compared with 10% of Irish women,
18% of black Caribbean women, 41% of Chinese
women, 64% of Indian women, 97% of Pakistani
women and 99% of Bangladeshi women.

On the heaviest drinking day in the previous
week (when surveyed) 59% of the general popula-
tion drank over four units compared with 74% 
of Irish drinkers, 50% of Indian, 43% of black
Caribbean, 21% of Chinese (no figures are available
for Pakistani and Bangladeshi men as so few drank
in the previous week). For women the proportion
of women drinking over three units was 47% for the
general population, 56% for Irish women, 36% for
Indian women, 35% for black Caribbean women
and 30% for Chinese women. In common with the
general population, weekly levels of alcohol con-
sumption decrease with age, with the exception of
black Caribbean and Indian men. However, these
figures also show that a significant proportion of
people from the Indian and black Caribbean com-
munities exceed weekly limits and, amongst those
who do drink, both men and women report exceed-
ing the daily limits.

A survey (Alcohol Concern, 2001) conducted
among 1684 second or subsequent generation men
and women in the Midlands from black African,
African-Caribbean, black British, Indian Hindu,
Indian Sikh, Bengali and Pakistani communities in
Birmingham and Leicester found relatively high
levels of drinking amongst black communities and
male Sikhs. Whilst most Pakistani and Bengali men
and women, and Sikh and Hindu women were
non-drinkers, amongst African-Caribbean men
and women and Sikh men, alcohol was used 
by most people. Another study of 16–25-year-olds
from Pakistani, Indian and Chinese communities 
in Glasgow shows that higher proportions of the
younger members of Asian communities do drink,
with 19% of Pakistanis saying they drink, as do 49%
of Indians and 73% of Chinese. Interestingly, this
study also shows that although young Pakistanis
are less likely to drink, those that do drink consume
the highest number of alcohol units (on average
13.8 units per week compared with 7.94 for young

Indians and 4.76 for young Chinese) (Bakshi et al.,
2002). Subhra & Chauhan (1999) point to the fact
that although certain of the BME communities
place restrictions on the use of alcohol (for religious
or cultural reasons) there already exist complex
patterns of alcohol use within these communities.

Taken together, the evidence from quantitative
surveys strongly indicates that the prevalence of
alcohol misuse within the black and ethnic minor-
ity groups is increasing, especially amongst the
Indian and black Caribbean communities. This has
significant implications for service provision. For
more comprehensive literature on alcohol in black
and ethnic minority groups see Alcohol Concern
(2001).

Tobacco

Smoking patterns have been shown to vary
between different black and ethnic minority groups
according to the data from the 1999 Health Survey
for England (Nazroo, 1997; National Centre for
Social Research, 2001). Compared with the national
prevalence rate of 27% in men, the rates are particu-
larly high in the Bangladeshi (42%), Irish (39%) 
and black Caribbean (34%) populations. Amongst
women, smoking rates are low (at 8% or below)
with the exception of black Caribbean (23%) and
Irish (31%), compared with the general population.
Compared with the general population (in the 8–15
age group), Irish girls were more likely, and Indian,
Pakistani, Bangladeshi and Chinese children less
likely, to report ever having smoked.

Amongst ethnic minority groups, many types of
smokeless tobacco are used, particularly amongst
the South Asian population. The survey found 
that Bangladeshis (both men and women) were
more likely than other South Asian groups to report
chewing tobacco; 19% of Bangladeshi men and 26%
of Bangladeshi women reported chewing tobacco,
compared with between 2% and 6% for Indian and
Pakistani men and women, respectively. Tobacco is
often consumed in combination with other prod-
ucts. Use of paan (a leaf preparation stuffed with
betel nut and/or with tobacco or other ingredients),
believed to be a risk factor in oral cancer, is high
amongst some South Asian ethnic groups. Ready-
made mixtures of snuff are known as Gutka or
paan masala, which are chewed either on their own
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or in betel quid. They are prepared by baking and
curing a mixture comprising areca nut, lime, spices
and tobacco (Pearson & Patel, 1998; Champion et
al., 2001).

Special problems and issues

Black and ethnic minority communities are reported
to be over represented amongst the lower social
classes, with higher unemployment rates, living in
poverty, living in poorer housing and with lower
employment status, all of which are associated with
poor mental health ((Bhugra, 1999; Sashidaran,
2002; Malek & Joughin, 2003). In addition, black
and ethnic minority individuals experience high
rates of admission to psychiatric in-patient units,
are compulsorily detained under the Mental Health
Act 1983, have high rates of seclusion and figure
disproportionately in the criminal justice arena
(Bhat et al., 1996; Davies et al., 1996; Mental Health
Act Commission, 2001; Audini & Elliott, 2002).

The report Inside Outside (Sashidaran, 2002)
acknowledged the problems faced by black and
ethnic minority groups in mental health care: that
there is an overemphasis on institutional and 
coercive models of care, professional and organisa-
tional requirements are given priority over indi-
vidual needs and rights, and institutional racism
exists within mental health care. This statement 
is equally applicable to substance misuse service
provision and delivery. The marginality and social
exclusion experienced by black and ethnic minority
groups, compounded by racial discrimination and
institutional racism, are likely to be significant 
in understanding the experiences in these com-
munities and their access to mental health and sub-
stance misuse services. The mental health National
Service Framework (Department of Health, 1999a)
states that ‘the stigma attached to mental illness 
can be compounded by racial discrimination, with
access to appropriate assessment, treatment and
care inhibited’. This statement is equally applicable
to substance misuse service provision and delivery.
Despite the higher levels of ill health and disability
amongst the black and ethnic minority groups 
they appear to have poorer access to health ser-
vices (Smaje & LeGrand, 1997). There is a growing
notion and increasing national recognition that our
nation’s health care system is poorly addressing the

health care needs of ethnic minority communities
and the inequitable access to both substance and
mental health services (Department of Health,
1999a, 2005; Sashidaran, 2002; National Treatment
Agency, 2003).

In contrast with mental health services, there is
evidence to suggest that black and ethnic minority
substance misusers, especially those from South
Asian communities and women, under present 
to treatment services (Advisory Council on the
Misuse of Drugs, 1998; National Treatment Agency,
2002; Sangster et al., 2002). The low rates of pre-
sentation to alcohol and drug services by ethno-
cultural groups may be due to a multitude of 
factors that include acculturation, cultural value
systems, cultural dissonance, education and liter-
acy, previous experience of persecution, commun-
ication difficulties, religio-cultural proscription,
discrimination, the lack of understanding of black
and ethnic minority cultures, ethnicity of staff,
denial of substance misuse by black and ethnic
minority communities and lack of understanding
of black and ethnic minority culture (Oyefeso &
Ghodse, 1993; Rassool, 1995; Khan et al., 1995; Free
& McKee, 1998; Perera, 1998; Khan & Ditton, 1999;
Alcohol Concern, 2003). In addition, the literature
suggests that drug services for black and ethnic
minority groups are poorly developed and uncoor-
dinated, and there is a lack of awareness of services
and their functions by black and ethnic minority
communities (Chantler et al., 1998; Patel, 2000;
Sangster et al., 2002). Many agencies are mainstream
and ethnocentric in their services to culturally
diverse communities, resulting in poor delivery of
service in meeting the health needs of these groups
(Rassool, 1997).

In summary, research on black and ethnic minor-
ity drug users suggests a number of institutional
failings in both community and residential settings.
The failure to provide equitable and accessible 
services for black and ethnic minority substance
misusers is related to the perceptions of and
responses to meeting the needs of these communi-
ties. The evidence from the literature has shown
that the service provision and delivery are related
to ‘the image of services and their isolation from the
communities, an inability to identify and respond
to the distinct patterns of drug use among ethnic
minority communities and inability to respond 
to diverse needs’ (Sangster et al., 2002). It has been
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suggested that patterns of commissioning and 
service delivery, as well as treatment philosophy,
sometimes work against meeting the treatment
needs of black and ethnic minority users (National
Treatment Agency, 2002). The need to make drug
services accessible to black and ethnic minority
groups has been recognised by the National Treat-
ment Agency (2002). It stated that ‘action to ensure
equal access to relevant and appropriate services
for the whole population, regardless of age, gender,
sexuality, ethnicity, disability or location, will be a
theme across all NTA activity’ (National Treatment
Agency, 2002).

Finally, in relation to dual diagnosis, the Health
Advisory Service (2001) recommends that commis-
sioners and providers ensure that all local services
are able to meet the diverse needs of the local popu-
lation and that the services are accessible to black
and ethnic minority groups and effective at meet-
ing their needs. Mental health professionals should
consider post-traumatic stress amongst clients with
co-morbidity and amongst refugees and asylum
seekers in particular.

Cultural competence

There is a growing recognition that culture is an
important component and determinant of health
(Department of Health, 1999a; 1999c). The National
Service Framework for Mental Health (Department of
Health, 1999a) states that mental health services
need to develop and demonstrate cultural com-
petence, with staff having the knowledge and skills
to work effectively with diverse communities. The
provision of culturally competent approaches in
working with black and ethnic minority substance
misusers has also been advocated by black and 
ethnic minority drug treatment professionals
(Sangster et al., 2002). For nurses, the provision of
culturally competent care is both a legal and a
moral requirement (Nursing and Midwifery
Council, 2004).

The area of cultural competence in general 
suffers from a lack of agreed definition and is not
universally accepted. It is often interrelated, with
terms like cultural awareness, cultural sensitivity,
cultural appropriateness, cultural specificity and
others. Cultural competence is most appropriately
viewed as an umbrella term that describes an 

ability to meet the needs of diverse communities;
cultural appropriateness provides the mechanism
through which cultural competence is achieved;
and cultural sensitivity and cultural specificity
form the building blocks for culturally appropriate
ways of working (Sangster et al., 2002). Papado-
poulos et al. (1998) describe cultural competence 
as the capacity to provide effective health care, 
taking into consideration people’s cultural beliefs,
behaviours and needs. A more comprehensive and
operational definition is that cultural competence is
the integration and transformation of knowledge
about individuals and groups of people into
specific standards, policies, practices and attitudes
used in appropriate cultural settings to increase the
quality of services, thereby producing better out-
comes (Davis, 1997). In the context of mental health
and substance misuse, cultural competence is the
willingness and ability of the workforce, services
and the system to value the importance of cultural
diversity and be culturally responsive in the provi-
sion and delivery of quality services to black and
ethnic minority groups.

The notion of cultural competence is applied to
service provision, service delivery and the system
of care. This is a significant development as it pro-
vides the basis for moving beyond individually
focused anti-racism training and brings into play
the culture of organisations, their aims and core
competencies, their management structures and
their use of monitoring (Chandra, 1996). Services with
‘cultural competence’, according to Chandra (1996),
are those ‘perceived by black and ethnic minority
users as being in harmony with their cultural and
religious beliefs’ and offer a range of ways for
health purchasers to work towards this with pro-
viders. Cross et al. (1989) list five essential elements
that contribute to an institution or agency’s ability
to become more culturally competent. These include:

l Valuing diversity
l Having the capacity for cultural self-assessment
l Being conscious of the dynamics inherent when

cultures interact
l Having institutionalised cultural knowledge
l Having developed adaptations of service 

delivery reflecting an understanding of cultural
diversity

These five elements should be manifested at every
level of an organisation, including policy making,
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Table 9.2 Cultural competence and service delivery in
substance misuse services.

l Cultural ownership and leadership (the extent to which
race and ethnicity are considered important by a service).

l Symbols of accessibility (something that shows black and
ethnic minority people that they are welcomed by a
service, for example posters, leaflets, culturally specific
newspapers and magazines.

l Familiarity with, and ability to meet, the distinct needs of
communities.

l Holistic, therapeutic and social help.
l A range of services.
l Black and ethnic minority workers.
l Community attachment and ownership and capacity

building (the process through which the skills and
structures needed to provide drug services are developed).

Source: Sangster et al., (2002).

administration and practice. Further, these ele-
ments should be reflected in the attitudes, struc-
tures, policies and services of the organisation. A
summary of the core elements needed in the devel-
opment and provision of cultural competence drug
services for black and ethnic minority communities
(Sangster et al., 2002) is provided in Table 9.2.

Nursing approaches: clinical and
educational

The Nursing and Midwifery Council in England Code of
Professional Conduct: Standards for Conduct, Perform-
ance and Ethics (NMC, 2004) points out that nurses
and midwives ‘are personally accountable for
ensuring that you promote and protect the interests
and dignity of patients and clients, irrespective 
of gender, age, race, ability, sexuality, economic
status, lifestyle, culture and religious or political
beliefs’. Nurses must be aware of their own cultural
expectations and not impose these upon communit-
ies from different cultures. They need to challenge
and confront their own prejudice and negative per-
ceptions of black and ethnic minority groups and 
to consider the different composition of ethnic and
cultural backgrounds of their patients in order to
deliver safe and effective care.

Culturally competent nursing approaches are
necessary to ensure the best possible access to 
substance misuse and mental health services and

for better health care outcomes. Nurses who are cul-
turally knowledgeable and competent can provide
care that ensures that black and ethnic minority
groups receive the best and most appropriate
health care promotion measures and treatment
possible. Due to the significant differences amongst
black and ethnic minority communities in lifestyles,
health behaviour, disease patterns and mortality
levels, appropriate nursing interventions should be
tailored to meet the specific health needs of the
individual group. Gerrish (2000) has put forward a
philosophy of individualised care that incorporates
notions of equity and fairness, holism, respect for
individuality, establishing partnerships between
patients and professionals, and promoting inde-
pendence. In this framework individualised care
entails a holistic assessment of physical, psycho-
logical, social and spiritual needs, an assessment
approach that can be used across black and ethnic
minority groups.

There are major challenges facing addiction and
mental health nurses in the provision of culturally
competent care to patients from different cultural
and ethnic backgrounds. There is a need to recog-
nise the nature and pattern of mental disorders 
and substance misuse and clinical differences
amongst people of different black and ethnic
minority groups. These difficulties are accentuated
in the recognition and assessment of substance mis-
use because of cultural variations in presentation
symptoms and where a ‘dual diagnosis’ (substance
misuse and psychiatric disorders) is ascribed.
Substance misuse and mental health problems
should be seen in their social and cultural context.
Cultural and religious beliefs should not be applied
equally in a stereotypical fashion to members of a
particular black and ethnic minority group. There
are often differences amongst black and ethnic
minority communities and differences between
members of the same ethnic group. The focus for
nurses is to examine each client’s subjective experi-
ences of culture and religious values.

In addition to the client’s cultural beliefs, nurses
must be aware of their own beliefs, practices and
perceptions, as these may have an impact on the
care they provide to clients from diverse cultural
backgrounds. Burr (2002) identified some stereo-
typical views of South Asian patients held by
qualified and experienced health care professionals
and warns against the dangers of imposing one’s
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own value systems wittingly or otherwise on 
others. The imposition of our own values implicitly
suggests that underlying these sentiments is the
belief that one’s own value system is superior to
that of others and the expectation that once in
England one should think and conduct oneself in
keeping with the ways of the majority (Burr, 2002).
Respect for the belief systems of others and the
effects of those beliefs on health behaviour are 
critically important to culturally competent care.
The main source of problems in caring for patients
from diverse cultural backgrounds is the lack of
understanding and tolerance and the inability to
ask questions sensitively.

Some ethnocentric nursing interventions are
clearly biased towards the dominant culture and
mainstream counselling may be inappropriate for
some black and ethnic minority groups. Studies
have shown the predominance of Eurocentric
counselling and support by treatment staff and
staff ignorance of cultural factors that impact on
drug use and drug treatment (Abdulrahim et al.,
1994; NTA, 2003). The literature has also shown
how ethnocentrism amongst professionals shapes
the experience of mental health services by black
and ethnic minority users (Littlewood & Lipsedge,
1989). This is also applicable to professionals in the
substance misuse services. Many ethnic minorities
have very little knowledge or real experience of
counselling and counselling process. A client 
centred approach, as advocated by the literature,
may not be the type of approach that the client is
looking for. A trans-cultural approach may be more
appropriate as part of the therapeutic intervention
strategies in the management of dual diagnosis in
black and ethnic minority groups. The use of trans-
cultural therapy or counselling has been advocated
for dealing with mental health and substance use
problems. Intercultural therapy and counselling
recognises the importance of internal realities of
culture (beliefs, values, attitudes, religion and lan-
guage) for both the therapist and the patient and 
is sensitive to the external realities of the patient’s 
life (for example poverty, refugee status, racism,
sexism).

Recognising and working with the unconscious
aspects of culture, the similarities and differences,
are considered vital for successful outcome of the
therapy (Kareem & Littlewood, 2000). D’Ardenne
& Mahtani (1989) stated that ‘trans-cultural coun-

selling is not about being an expert on any given
culture but a way of thinking about clients where
culture is acknowledged and valued’.

However, there is ample evidence to indicate that
nurses frequently fall short of providing sensitive
and appropriate care to ethnic minority patients.
Gerrish et al. (1996) demonstrated how, in the
early 1990s, nurses in England were inadequately
prepared through their education to address the
challenge of delivering multi-ethnic nursing care.
Whereas the idea of culturally competent nursing
has become a recognised theoretical strategy, the
elements involved in its application and practices
are sometimes only vaguely utilised or understood
(Kirkland, 1998). If these policy objectives are to be
met, it is essential that nurse education provides
students with the opportunity to develop trans-
cultural competence. A model to promote the inclu-
sion of cultural competence in nursing and health
care sciences education has been developed by
Papadopoulos et al. (1998). A model of cultural
competence is shown in Figure 9.1.

The model consists of four stages. The first stage
in the model is cultural awareness and is the basis
for a critical examination of our personal values
and beliefs. The nature of construction of cultural
identity as well as its influence on people’s health
beliefs and practices is viewed as a learning founda-
tion. Cultural knowledge (the second stage) can 
be gained in a number of ways. Meaningful contact
with people from different black and ethnic minor-
ity groups can enhance knowledge around their
health beliefs and behaviours as well as raise
understanding around the problems they face. An
important element in achieving cultural sensitivity
(the third stage) is how professionals view people
in their care and that clients should be seen as 
equal partners. This includes trust, acceptance and
respect as well as facilitation and negotiation. The
achievement of the fourth stage (cultural com-
petence) requires the synthesis and application of
previously gained awareness, knowledge and sen-
sitivity. Cultural competence activities include the
development of skills in the assessment of need,
clinical diagnosis and clinical skills. Practices are
responsive to the culture and diversity within the
populations served. A most important component
of this stage of development is the ability to recog-
nise and challenge racism and other forms of dis-
crimination and oppressive practice. It is argued
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Figure 9.1 The Papadopoulos, Tilki & Taylor model for the development of cultural competence in nursing.
Source: Papadopoulos et al. (1998).

that this model combines both the multiculturalist
and the anti-racist perspectives, and facilitates the
development of a broader understanding around
inequalities, and human and citizenship rights,
whilst promoting the development of skills needed
to bring about change at the patient/client level
(Papadopoulos et al., 1998).

It is worth pointing out that it is not practical for
nurses to have knowledge of all black and ethnic
minority groups, but they can learn to appreciate
diversity and provide culturally sensitive care 
to heterogeneous populations. However, nurses
should be aware of the culture and traditions of the
population they serve, and the goal of the nursing
care and interventions is the provision of culturally
competent care that diminishes the barriers and
improves health outcomes.

Conclusion

The problems and challenges associated with 
ethnicity, substance misuse and mental health are
complex and need a multi-sectorial approach. In
mental health, progress and change is dependent
on an inclusive process, involving politicians, 

policy makers and service providers from both stat-
utory and voluntary sectors, service users and carers
and, most importantly, black and ethnic minority
communities themselves (Sashidaran, 2002). This is
equally appropriate in the substance misuse field.
In addition, professional and regulatory bodies and
educational institutions should establish standards
of care and core competencies to promote standards
encouraging culturally competent care and to integ-
rate issues of diversity and culture into curricula.
Evaluation and monitoring should be an ongoing
process.

Substance misuse and mental health, or dual
diagnosis, in black and ethnic minority groups in
the UK need to be considered in the context of
socio-political perspectives and the permeation of
racism. The issues related to working with black
and ethnic minority groups with mental health
problems and substance misuse include language,
culture, patriarchy, gender issues, religious beliefs,
family pride, health beliefs, stigma, confidential-
ity, oppression and racism (Rassool, 1997). To work
effectively with these client groups does not require
one to become an expert in all ethno-cultural
groups but to have cultural flexibility, acceptance
and understanding; and to perceive the patient or
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client as an individual (Rassool, 1995). What is 
considered essential is to develop openness to cul-
tural diversity to the relativity of our own beliefs,
values and culture. There is an urgent need to pre-
pare nurses and other health care professionals 
in mental health and substance misuse fields on
cultural competence and race issues to enable them
to work in a culturally sensitive manner.
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10 Vulnerable Young People and
Substance Misuse

M. Epling & J. McGregor

Introduction

As young people grow up they may become
involved in experimentation and occasional use of
alcohol and drugs, usually in specific culturally
accepted situations. Experimentation with sub-
stances, and with other risk taking behaviours, 
may be seen as reflecting adolescent normative
behaviour. Definitions of use and misuse, or terms
such as abuse, depend to some extent on a society’s
acceptance and tolerance of use (see Chapter 3).
Little is actually known about the role of mental
health disorders in increasing the risk of children
and adolescents for misuse of substances. Stress
appears to play a role in both the process and the
development of many of the problems young 
people face. The terms co-morbidity, dual dia-
gnosis and concurrent disorder are often used
interchangeably. Young, vulnerable people who 
use substances, be it drugs and/or alcohol, are a
remarkably heterogeneous group. To be exclusive
would ignore the diversity.

The drug experience

Setting

Children are in a state of rapid change and growth
during their developmental years. Diagnosis and

interventions with young people’s mental health
problems must be viewed with these changes in
mind. While some problems are short-lived and
may not require intervention, others may be per-
sistent and more serious. Adolescence is the 
period in life characterised by significant change.
Biological, psychological and social learning
changes occur at an astonishing rate (Lerner et al.,
1980). It is also a time when young people are par-
ticularly impressionable and vulnerable to many
environmental factors (Fullerton & Ursano, 1994)
that positively or negatively influence their future
health behaviours. Adults often perceive adoles-
cents as both difficult and disruptive. The develop-
mental tasks during adolescence are to establish a
sense of identity, to move from a predominantly
family focus to a peer group focus, and to prepare
for independence. It is also a period of emerging
sexuality.

Services that young people access must reflect
their age, ability and maturity. It is no longer the
preserve of health care professionals alone to
engage and provide care and treatment to young
people with substance misuse and mental health
problems. All professionals working with young
people should be able to respond to substance mis-
use constructively and according to good practice.
Identifying substance misuse and psychosocial
needs is crucial to meeting gaps in a young person’s
knowledge and identifying those children and
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young people who may be experiencing problems
or engaging in risky activity due to their substance
use. Progression from childhood through to adoles-
cence is already one of the most confusing and
uprooting periods of an individual’s life. When a
young person approaches a service for help, the
network of services should reflect this delicate
period of developmental transition.

Drugs

Most young people will enjoy improved health 
and education, wealth and greater longevity than
their parents. A minority of young people ‘face a
combination of problems’ that may increase the 
psychosocial vulnerability of children and young
people (Prosser & McArdle, 1996).

In the UK the risk of drug and alcohol use and
misuse is not uniformly distributed through the
general youth population. Measham et al. (1998)
reported on the ‘unprecedented rise’ in youth 
drug use in the mid-1990s amongst adolescents
from diverse backgrounds, sometimes within the
context of the dance culture and against a back-
ground of increasing availability and popularity.
The drugs predominantly used are cannabis, fol-
lowed by dance drugs, amphetamines, LSD and 
ecstasy (methylenedioxymethamphetamine), with
a minority using heroin and crack cocaine. This
polydrug culture is particularly common among
young drug users. However, the British Crime
Survey (Ramsey & Spiller, 1997) reported that, with
the exception of cannabis, levels of use tend to be
lower in ethnic minority communities than among
whites. British teenagers, along with those in
Ireland and Denmark, are among the heaviest
teenage drinkers in Europe: they are more likely to
drink, to get drunk and to report problems asso-
ciated with drinking than their counterparts in
other European countries. In the UK, more than a
third of 15-year-olds report having been drunk at
age 13 or earlier. This is true of no more than one 
in ten French and Italian children (Hibell et al.,
2000; Hebbell et al., 2003).

There are a number of ‘risk’ factors that may
make young people vulnerable to drug misuse.
‘Curiosity’ is often given as the main reason for try-
ing drugs. Of those who experiment with drugs,
the majority do not continue to use them on a regu-

lar basis. In a small but significant minority, use
escalates to intensive levels. Particular groups of
young people have much higher levels of drug use
than those found in the general national popula-
tion. These are often young people who have been
excluded from school or have truanted, committed
a crime, been homeless or run away from home and
those whose siblings are drug users (Lloyd, 1998;
Swadi, 1999; Goulden & Sondhi, 2001; Hammersley
et al., 2003).

Young people who are, or are likely to start, 
misusing drugs are also very likely to have other
health, social or emotional problems as well as
problems at home or school (Lerner & Vicary, 1984;
Shedler & Block, 1990; Hawkins et al., 1992). There
are a range of factors identified as being associated
with problematic substance use during adoles-
cence, and/or as playing a role in the later develop-
ment of drug problems. Chronic substance misuse
can seriously affect social competence, impair
learning and create a culture of unemployment,
alienation and social exclusion. Serious mental
health problems in young people often erode a 
positive self-concept – a situation that is likely to be
compounded by substance misuse.

Alcohol and drug use may be associated with
increased dropout from school, poor educational
attainment, drink and drug driving, antisocial
behaviour, early pregnancy and family difficulties.
Substance misuse may place a vulnerable young
person at greater risk of suicide, depression, con-
duct disorder, school dropout and poor educational
attainment. For these reasons, the use and misuse
of licit and illicit drugs amongst young, vulnerable
people has become a cause of public and profes-
sional concern.

Some authors (Parker et al., 1998) report what 
has been termed ‘normalisation’ of substance use –
seeing drug and alcohol use as ‘normal’ explor-
atory risk taking behaviour. The majority of young
people who experiment with drugs cease use in
adulthood, with a minority exhibiting continued
problems. However, others argue that any sus-
tained use in adolescence predicts later use, and is
usually problematic in its own right. Zoccolillo et al.
(1999) reported that little attention had focused 
on ‘problem’ drug use in young people. In fact, he
concluded that problem drug use was the ‘norm’
among the minority that used drugs more than a
few times.
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Figure 10.1 Understanding the drug experience.
Source: Zinberg (1984).

Set

If ‘vulnerable’ young people do use drugs, they
start on average at an earlier age than other young
people generally do. Young drug users have gener-
ally tried an illegal drug by the age of 13 if not
before, and are likely to smoke cigarettes and drink
alcohol with some degree of regularity. While this
does not mean that all of them are experiencing
problems related to that drug use, early initiation
has itself been shown to be associated with the
development of drug problems in later adolescence
or adulthood. Early sexual activity also appears to
start for many around the same age as their drug
use; subsequent pregnancy and parenthood is a
cause for concern. This is the period following the
transition to secondary school, which studies sug-
gest is a vulnerable time. Several reports speak of
young people’s progressive disengagement from
school during this period, even if not excluded, par-
alleled with poor levels of supervision in the home.

Vulnerable young people misusing substances
display increased service uptake, worsened clinical
outcome and increased rates of deliberate self-
harm and suicide (Wilens et al., 1997). Longitudinal
studies indicate that early severe behaviour prob-
lems often characterise the history of those who
later misuse substances. Studies of these behaviour
problems indicate that the children, usually boys,
suffer from a cluster of underlying and often
unrecognised developmental vulnerabilities. These
include levels of concentration, impulsivity and
attention span that are often quite markedly
impaired for their age. Some of these young people
become so distressed by their failure and by the
perceived failure of adults to respond to their 
distress, that they become angry, antagonistic 
and mistrustful, rejecting the values of their adult
carers.

Many young males will have experienced these
patterns of vulnerability and distress. During ado-
lescence, they cannot concentrate, do not see conse-
quences, cannot plan, may be sensation seeking,
and through experience they mistrust adults. They
often suffer depressive and anxiety symptoms that
they do not readily disclose. These young people
often value the immediate and illicit rewards
afforded by their peer groups. These intrinsic vul-
nerabilities often stress parents or carers so that the
quality of family life deteriorates.

Treatment experience

Early identification, careful assessment and early
intervention is crucial to enable appropriate
responses. Vulnerable young people are often the
most difficult to engage, and require quite intensive,
assertive, extended, often inter-agency intervention
(Henggeler et al., 1996). A further implication is that
treatment will need to address a range of pressing
issues in addition to the substance related problem.
It is likely that the adversities, such as the experi-
ence of being homeless and otherwise socially
excluded, further increase risk. Some groups at 
risk of use and misuse may not be included in
school and household surveys. Most of these young
people will have mental health problems in addi-
tion to high rates of alcohol and drug use/misuse.
Among runaways and homeless youths, drug mis-
use probably contributes to, and exacerbates, their
homeless situation and mental health problems.

Setting

Screening, assessment and treatment are not dis-
tinct entities, but rather integrated and overlapping
parts of the whole process. We take the view that
drug treatment should mirror the concept of drug,
set, setting (Figure 10.1). The treatment experience
should match the drug experience (Figure 10.2). For
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Figure 10.2 Treating the drug experience.

example, if the young person smokes cannabis
(drug) with their friends (set) at a youth club (set-
ting) then these should be factored into the treat-
ment experience. Hence, the treatment is preferably
experienced as an intervention that may include
peers, at the youth club rather than independently
attending a sterile, clinical environment that is not
youth friendly.

Service providers must carefully adjust the
engagement process to fit the young person’s
needs. This could mean, for example, that treatment
could occur in a friend’s house. Specific outreach
and information strategies go beyond the tradi-
tional means of supplying promotional materials
and information. It is important to have a spectrum
of outreach activities, for example prevention 
activities, workshops and training. Service phil-
osophy and approach are key elements for effective
programmes.

Young people are not a homogeneous group. 
It is important that service providers enjoy work-
ing with young people. Interventions should be 
based on values of acceptance, non-judgemental
approaches, respectful interactions and be sensitive
to cultural differences. The location of services and
accessibility are critical factors to the success of any
treatment. It is important to create an environment
that is ‘youth friendly’ and flexible in terms of
hours of operation, for example drop-in, and flex-
ible in terms of location, for example satellites and

community based. Few services are adolescent
specific. Sometimes, more categorical services are
offered, such as sexually transmitted infection or
drug and alcohol clinics. Although these clinics
may serve a problem specific constituency, they are
not usually designed for adolescents and are rarely
adolescent friendly. Vulnerable young people
require more targeted, locally relevant, compre-
hensive services.

Set

To properly address the needs of the young people
they need to be involved in the planning, imple-
mentation and evaluation of services. The promo-
tion of adolescent health care is a collaborative
challenge (Bennett & Reed, 1997), requiring health
professionals to look beyond the obvious in their
dealings with young people, to support families, 
to create alliances for health and to broaden the
horizons of advocacy.

Parents and carers have an important role in 
supporting young people. Many people are mis-
informed about substances, are confused by mixed
messages in the media or have the knowledge but
do not know how to deal with a substance related
incident involving someone in their family. Parents
and carers may require basic substance informa-
tion, information on different interventions and
how best they can support their child. Services
need to consider how parents and carers can be
supported so that they can help their child in
addressing their substance use. This could be
through drug education or parent self-help groups.

Caring, communication, cohesion and super-
vision aspects of relationships between parents 
and children have been associated with an effect on
a range of substance use and other problematic
behaviours amongst young people (Duncan et al.,
1995; Mistral & Velleman, 1997). Parental beha-
viours can be important ‘protective factors’ against
drug use among young people. These include: 
the development of strong parent–child bonds;
effective levels of parent–child communication; and
the exercising of parental supervision involving
clear rules. Engaging parents is therefore a key area
of work for drugs prevention.

UK surveys have shown that up to 90% of 
parents believe that young people’s drug use
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derives from the need to conform with their peer
group (Williams, 1996; Evans et al., 1997; Hiley,
1997). Indeed, family and peer groups may be
mutually influential (Parke & Ladd, 1992). Too
great an emphasis on peer pressure, however, may
lead parents to underestimate their own influence
on children, which, though it varies at different
ages, has been shown to affect young people’s long-
term behaviour (Oygard et al., 1995). Family factors
impact not only on initiation into substance use but
also on problematic use (Health Advisory Service,
1996), and ‘a family centred intervention is par-
ticularly important in steering young people 
away from potential drug using careers’ (Farrell &
Strang, 1991). Involving parents in drug prevention
activities may be seen as a way of reinforcing 
and ensuring consistency, with drug prevention
messages delivered via other channels. It can har-
ness parents’ concerns about drugs; increase their
confidence in talking to their children about drugs;
and modify the behaviour of their children.

There has been a developing interest in 
appropriate and effective responses to adolescent
drug and alcohol use and misuse. These should
include:

l Attention to the developmental needs of young
people

l Any delay in normal cognitive and socio-
emotional development should be recognised

l Programmes should involve families
l Not all young people who use drugs will be

dependent on them
l The young person in treatment often has 

multiple needs, including mental health prob-
lems, that must be recognised and treated

l Adult programmes should not be a substitute
for youth centred approaches

It is crucial to recognise that treatments cannot
simply be taken off the shelf. For instance, family
therapy might be chosen in a particular case, also
with school liaison and agreement about a course of
action with a youth worker and a family social
worker. Most of the treatment research is US based.
Catalano et al. (1990) reviewed 29 treatment out-
come studies and reported that ‘some’ treatment
was superior to ‘no’ treatment. Deas & Thomas
(2001) reported on ten controlled studies since 1990,
with positive effects noted for family therapy.
Studies using behavioural and cognitive behavi-

oural therapy were associated with improvements
in drug use, school and work attendance.

Influences on outcome include levels of motiva-
tion, peer influences, family factors, and pre-
treatment severity of legal problems, deviant
behaviour, school problems and psychiatric sever-
ity. While causal direction is somewhat debated,
those adolescents with co-morbid disorders often
have poor outcomes and, like adults, demonstrate
poor treatment compliance, more chronic psycho-
social problems and poor long-term outcome
(Westmeyer et al., 1998).

Any substance misuse specific interventions
should be embedded in the individual, familial, cul-
tural and developmental background of the young
person. Intervention should take into account
family attachments, educational needs, physical
and psychological health, sexual and physical
health, any child protection concerns, peer relation-
ships and psychological distress. Interventions
should follow a comprehensive assessment and be
part of an overall care and management plan,
adapted to the intensity and complexity of the pre-
senting problems. Interventions may range from
simple information, advice and support. It may
adopt the adolescent’s own personal efforts to
change without formal treatment. Many young
people who use drugs and alcohol, even sometimes
problematically and in high-risk situations, gradu-
ally cease use. Others, however, continue to use
problematically into adulthood. This natural recov-
ery or change may be explained by changes in
school, friends, family and other environmental
influences that can affect development.

Information and advice

Accurate advice must not only address abstinence,
but should also include up-to-date advice and
information on responses to intoxication, harm
reduction strategies in clubs, overdose and related
sexual or physical health. There is considerable 
evidence from other health and social care fields
that this information based approach has useful
effects with non-complex presentations (Richmond
et al., 1986; Powell et al., 2001). Peer support and
advice is a related low-cost intervention that has
also proven useful in other health care fields (Shah
et al., 2001).
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Counselling

Counselling is an intervention that includes a
diversity of theoretical models, commonly delivered
by community services. The term is often applied to
a range of techniques that encompass assessment,
engagement and support, the development of thera-
peutic relationships, self-monitoring, advice and
problem-solving techniques, motivational work and
relapse prevention. It may apply also to advice on
a range of other lifestyle issues such as housing,
sexual health and career. It may be attributed to
early interventions to reduce use of alcohol and
drugs and negative consequences or related prob-
lems. According to Wagner et al. (1999), components
of counselling include information, including sub-
stance related education, recognition of problems
and self-monitoring, identification of high risk
behaviours, family conflict resolution, social sup-
ports and alternatives to substance use, a range of
coping strategies and advice on relationships.

A great strength of counselling is that potentially
it impacts on all relevant aspects of the lifestyle 
of the young person and not just drug use or 
misuse. However, whilst it is a commonly applied
approach, research on the effectiveness of varieties
of counselling techniques for young people’s sub-
stance use is almost non-existent.

Brief interventions

These interventions may consist of a range of 
therapies based on the stages of change model:
brief advice supported by self-help materials, con-
densed cognitive behavioural therapy or motiva-
tional interviewing. There is good evidence of
effectiveness in primary care settings, in A & E and
other medical settings, and in educational settings,
though evidence in this setting is confined to the
USA. Research from the USA has produced some
promising results when applied to young people.
However, there is an urgent need for research
specifically directed to young people in the UK and
elsewhere. Ingenuity may be required to identify
the settings where young drinkers or drug users
may be found.

Individual psychological therapies

Individual psychological therapies such as cogni-
tive and behavioural approaches, motivational
interviewing techniques and relapse prevention
intervention approaches have received strong
empirical support. Moreover, components of these
interventions, such as coping skills training, anger
management, problem solving, self-monitoring,
both alone and together with brief interventions,
are in common use but have received little research
attention.

Pharmacological therapies

Pharmacotherapy is directed at a number of speci-
fic areas: treatment of overdose in emergencies,
detoxification, substitution or maintenance therapy,
adjuncts to relapse prevention as well as treatment
of co-morbid disorders. It should be used in con-
junction with a comprehensive plan incorporating
a variety of individual interventions (education,
psychotherapies) designed to meet the needs of the
young person. Prior to prescribing, issues of consent
to treatment, involvement of parents, confidential-
ity and competence of the prescriber must be ascer-
tained. The service must also have appropriate
protocols and procedures in place for assessment
and titration of drugs, observation and supervised
dispensing, and liaison with other agencies.

Little research on the role of pharmacological
therapies for addiction has been conducted in ado-
lescents. Both opiates and benzodiazepines have
specific pharmacological antagonists; naloxone is
useful in emergency settings. General practitioners
and paramedics should have naloxone available
(Department of Health, 1999). The majority of ado-
lescents are not dependent and so do not generally
require detoxification. Some symptomatic treat-
ment, if required, may be useful if there are mild
withdrawal symptoms. Correct dosage requires
particular care depending on size and age. Further-
more, the possibility of misuse of the medication
prescribed must always be considered. The phar-
macological management of young drug misusers
is very difficult. Many of the medications are not
licensed in children.

Despite the fact that controlled research demon-
strates the effectiveness of methadone maintenance
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in adulthood, very few practitioners would see main-
tenance as a primary goal in adolescents and it is
generally not advocated in this population. Never-
theless, there are a small but significant number 
of young or very young heroin users presenting 
to services in England. Some may require inter-
vention and have derived benefit from methadone 
stabilisation and slow reduction (Crome et al., 1999).

Many young people with complex problems 
co-occurring with substance use have conditions
that can be ameliorated by pharmacological means,
often as an adjunct to other interventions, or 
sometimes as the main intervention. The classic
example is depressive disorders, which among
adolescents, but probably not children, may respond
to antidepressant medication. Occasionally, chil-
dren and young people will present to services
with psychotic conditions requiring appropriate
pharmacological management. Many young people
with complex problems have impaired ability to
relate and to communicate, linked with marked
attentional problems. There may occasionally be a
role for central nervous stimulants in the treatment
of these individuals but this is still an area of much
discussion.

Family therapies

Functional family therapy, which incorporates cur-
rent psychological concepts (cognitive, behavioural
and systems ideas) in a pragmatic fashion, is a 
currently recommended form for vulnerable young
people (Kazdin, 2001). Family therapies have also
been shown to be effective in the management of
young people’s substance problems and for these
reasons should generally be incorporated into any
treatment plan if possible (Gilvarry, 2000). Clearly,
the extent of involvement will depend on the
nature of the problem and the age of the child.

Group therapy

Group therapy has been evaluated, but if groups
consist solely of substance using young people,
they may be associated with harm. Nevertheless, 
if groups are selected with care and are hetero-
geneous, they can be a useful component of 
interventions. The impact of school based groups in

particular have been evaluated in the UK and
proved particularly valuable in sustained improve-
ment in general social and behavioural develop-
ment (Kolvin et al., 1981; McArdle et al., 2001).

Twelve-step approach

This is a philosophy as much as a treatment, often
delivered in group settings, and is at the heart of
most of the treatment approaches in the USA.
However, apart from one research report (Winters,
2000) there is limited evidence for its effectiveness
amongst adolescents. The insistence on abstinence
as a primary and immediate goal may discourage
engagement and retention of some young people.
A harm reduction approach may be more accept-
able, at least as an interim measure, for many.

Residential settings

A few studies have reported that long-term 
residential treatments are relatively effective, with
length of stay crucial. The most consistent outcome
is that of improvement in criminal involvement.
Some programmes specifically address substance
misuse, though others are more comprehensive,
encompassing education and psychological ther-
apies. Consideration could be given to adapting
those adolescent units that do exist to deliver sub-
stance specific interventions.

Aftercare and follow-up

The purpose of follow-up would be to provide a
source of stability, advocacy and a route into addi-
tional interventions should the need arise. Contact
need not be so frequent so that resources are neces-
sarily very substantial, but tracking mechanisms
might be necessary to systematically develop an
effective aftercare scheme. A summary of treatment
experience is presented in Table 10.1.

Vulnerable populations

Particular groups of vulnerable young people
require attention. Some of these, though not all,
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Table 10.1 Enhancing the treatment experience.

Treatment modalities

l Information and advice giving
l Psychological therapies

— Counselling
— Brief interventions
— Individual psychological therapies

l Pharmacological therapies
l Family therapy
l Group/peer therapy
l Twelve-step approach
l Residential treatment
l Aftercare/follow-up

may include young people in touch with the juven-
ile justice system, the homeless, young people 
who are pregnant or who are parents, young 
asylum seekers, those with multiple (physical and
mental health) problems, those who have been and
are sexually exploited, the ‘hard to engage’ and
those with learning and other disabilities. Working
with vulnerable children and young people can be
very complex. Child protection assessments should
consider four important parameters:

l The age and maturity of the child
l The degree of seriousness of drug misuse
l Whether harm is continuing or increasing
l The general context in which drug-taking is set

For those in the criminal justice system, treat-
ment for substance use should be delivered along-
side other programmes to prevent the possibility 
of relapse of criminal offences and promote active
involvement and social inclusion. Research indic-
ates that those young people who are homeless 
and often not in touch with services are highly vul-
nerable and are a difficult population to engage and
retain in treatment. They require more assertive
outreach services and new methods of service
delivery that encourage engagement and retention
in services. They may be homeless, have run away
from care, be sexually exploited and are often
involved in criminal activities. A wide range of
techniques need to be in place to facilitate engage-
ment. These might include contact in numerous 
settings, use of mobile phone contacts, weekend
and night hours of contact, mobile physical care
units and emergency shelter. Street outreach 
workers may require time to engage and should

focus on immediate needs and care and develop-
ment of relationships.

Conclusion

Engaging young people

l Identify their concerns, highlight their strengths,
lay the foundation for the treatment plan, allow
for appropriate referrals, provide feedback and
collect data to measure outcomes. Whilst these
functions all need to be addressed it is not neces-
sary to do them all during the first interview.
Assessment can be accomplished in a variety of
ways, for example over the phone, face to face,
in groups or in youth recreational facilities.

Needs and barriers to treatment

l Identify the young person’s needs and barriers
to treatment. It may be useful to involve the
people who can contribute to resolving prob-
lems in the assessment process, for example
family, siblings, community members.

l Drug use history and consequences, physical
and mental health, family functioning, peer
relations, school and work performance, leisure
activities and spiritual life are all important
domains that should be considered in the 
young person’s assessment. Often ‘staged
assessments’ are undertaken to provide the
time needed for the development of trust. It is
important to explain to young people what to
expect in the assessment process and what
benefits they will be likely to gain.

l Education and awareness groups offer a way 
to familiarise young people with the process. 
It will help engage young people in a fun 
way prior to assessment and will help develop a
rapport and a sense of trust with staff.

l Appropriate gender matching between client
and service provider may help in the develop-
ment of a trusting relationship.

Overall, management requires inter-agency
working, including housing, addressing family
problems, educational needs assessment and 
delivery of vocational advice, physical and mental
health care, as well as substance specific care 
and interventions. It is no longer the preserve of
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stand-alone professions to engage and provide care
and interventions to young people with substance
misuse and mental health problems. Young vulner-
able people who use substances, be it drugs and/or
alcohol, are a heterogeneous group and it would be
excluding to ignore their diversity. Services that
young people access must reflect their age, ability
and maturity.
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Introduction

The needs of women are central to the Govern-
ment’s programme of reform and investment in
public services, and to our commitment to address-
ing discrimination and inequality. Modernising
mental health services is also one of our core
national priorities (Department of Health, 2002a).
Women’s Mental Health: Into the Mainstream (Depart-
ment of Health, 2002a) highlights that women
make up over half of the general population, 
play a significant role in the workforce and assume
the major responsibility for home-making, and for
the caring of children and other family members.
At the same time, many women experience low
social status and value. Social isolation and 
poverty are much more common in women, as is
the experience of childhood sexual abuse, domestic
violence and sexual violence. Both mental health
care and drug treatment services must be respons-
ive to these differences (Department of Health,
2002b).

Problem drug use in the UK is characterised by
the use of multiple drugs, often by injection, and is
strongly associated with socio-economic depriva-
tion and other factors that may affect parenting
capacity (ACMD, 2003). It is typically chaotic and
unpredictable, and serious health and social con-
sequences are common. Models of Care (National
Treatment Agency, 2002) sets out a national frame-

work for the commissioning of adult treatment for
drug misuse, expected to be available in every part
of England to meet the needs of diverse local popu-
lations. It advocates a systems approach to meeting
the multiple needs of drug and alcohol users by
having explicit links to the other generic health,
social care and criminal justice services, including
through-care and aftercare.

Hidden Harm: Responding to the Needs of Children 
of Problem Drug Users (ACMD, 2003) states that
parental drug use can, and often does, compromise
children’s health and development at every stage
from conception onwards. The complexity of the
situation means it is not possible to determine the
precise effects on any individual child. However, a
large proportion of the children of problem drug
users are clearly being disadvantaged and dam-
aged in many ways, and few will escape entirely
unharmed. Risk assessment in itself presents an
enormous challenge because of the highly variable
course of mental illness, and becomes more prob-
lematic when other variables are introduced.
Substance misuse is usual rather than exceptional
amongst people with severe mental health prob-
lems and the relationship between the two is com-
plex (Hull Social Services et al., 2003). Banerjee et al.
(2001) suggest that when compared with a mental
health problem alone, those with a dual diagnosis
are more likely to have the following: increased 
suicide risk, more severe mental health problems,

11 Meeting Multiple Needs:
Pregnancy, Parenting and 
Dual Diagnosis

F. Macrory
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homelessness and unstable housing, and an in-
creased risk of being violent and of victimisation
and exploitation. They also state that clients may
have more contact with the criminal justice system,
family problems and a history of childhood abuse
(sexual/emotional/physical). They are also more
likely to fall through the net of care, and to be less
likely to be compliant with medication and other
treatment.

Interventions should, therefore, not just take
account of the medical treatment, but the broader
social issues that affect their lives and thus 
potentially their medical condition and mental
well-being.

The impact of parental mental illness on family
life and children’s well-being cannot be overstated.
Being labelled with a psychiatric diagnosis pro-
foundly negatively affects the experiences of par-
ents and their family members, adults and children
alike (SAMHSA, 1999). Mental illness affects whole
families, but there are often powerful tensions
between the rights of children to be cared for and
protected and the needs of parents who themselves
are under stress due to their mental ill health. When
pregnancy, motherhood and parenting enter the
equation, the situation can become particularly
complex. Beck-Sander (1999) reminds us that 
under UK law, the Children Act 1989 (Department
of Health, 1989) leaves us in no doubt that the needs
of the child are paramount in all Children Act court
proceedings, where a conflict of interest arises
between parent and child. Adult and child services
must act in accordance with the child centred 
philosophy behind this Act. However, it is acknow-
ledged that difficulties and conflicts can arise when
it is felt that what professional judgement suggests
is in the patient’s best interests conflicts with the
interests or needs of the children for whom they are
caring.

Within this chapter these tensions and potential
conflicts will be explored in a political and personal
context. Whilst dual diagnosis is the focus, the 
individual complexities associated with both men-
tal illness and substance misuse will necessarily
form part of this chapter. The aim is not to provide
definitive answers, but to generate discussion
about a difficult and sometimes painful part of 
the responsibilities that professionals must carry
when working in this minefield of multiple 
need.

Dual diagnosis

Daly & Holland (2003) define dual diagnosis as 
the co-occurrence of mental illness and substance
use disorder, where there is a strong correlation
between harmful behaviour and substance misuse
that is amplified in dual diagnosis. It covers a wide
spectrum of substance misuse and mental health
problems that may be experienced by an individual
at any given time. Harrison (2004) suggests that
excessive illicit drug use is common in people with
the following mental health problems: antisocial
personality disorder, bipolar disorder, schizophre-
nia and depression.

The importance of the development of quality
services for people with co-morbidity cannot there-
fore be stressed too strongly; research shows that,
amongst other things, treatment for substance 
misuse problems often ameliorates psychiatric 
and mental health problems. Interventions for 
people with co-morbidity are also likely to be cost
effective: the health care costs of untreated cases 
are higher than for those left untreated. Substance 
misuse and mental health treatment providers well
recognise that individuals with a dual diagnosis
present complicated, chronic, interrelated condi-
tions that often require solutions that are person-
alised to the specific set of symptoms, level of
severity, and other psychosocial and environ-
mental factors (SAMHSA, 2002).

Thus, treatment plans must be individualised to
address each person’s specific needs, using staged
interventions and motivational enhancement to
support recovery. However, within this discus-
sion it must also be stated that undiagnosed and
untreated mental illness takes its toll on families 
as well. If one of the co-occurring disorders goes
untreated, both usually get worse and additional
complications often arise. The combination of dis-
orders can result in poor response to traditional
treatments and increases the risk for other serious
medical problems, suicide, criminalisation, un-
employment, homelessness, and separation from 
families and communities. As a result, indivi-
duals often require high cost services, such as in-
patient treatment and accident and emergency 
care (SAMHSA, 2002). Once within the system, 
the symptoms of patients suffering from mental
disorders may be masked by substance misuse 
and, conversely, what appear to be mental health
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problems may be the product of substance misuse.
This is well recognised as a complication when
evaluation and assessment is being undertaken,
particularly if we consider that a dual diagnosis
should be the expectation, not the exception, within
mental health and drug treatment services.

Pregnancy

Society today still continues to prepare females for
the occupation of motherhood, with the media 
constantly sending out powerful messages that
motherhood is the desired state for all women if we
want to be ‘complete’ (Phoenix et al., 1991), but
most texts and research on childbirth and mother-
hood offer paradigms and prescriptions that take
little account of women’s actual lives. This is 
especially true when serious mental illness and/or
substance misuse is a contributing factor. The 
experiences of parents with mental illness and sub-
stance misuse are similar to those of all parents in
many ways. Parents with mental illness routinely
describe their relationships with their children and
fulfilling the parenting role as extremely important
to them (Nicholson, 1998) and may prioritise their
children’s needs and neglect their own. Their fam-
ily life may suffer under these circumstances, just
as for those living without mental illness or sub-
stance misuse problems.

Pregnancy brings a unique set of challenges 
to adults living with mental illness, and to those
involved in their care. Where there is also alcohol
and/or drug use present the situation becomes
more complex. According to Miller (1990) the per-
centage of unplanned pregnancies among women
with serious mental illness is high, and psychotic
denial of pregnancy happens with greater fre-
quency in women who have previously lost cus-
tody of their children. Women who are uninformed
about issues of psychotropic medication and preg-
nancy may stop taking their medications unneces-
sarily, thinking they are protecting the fetus; it 
is therefore extremely important that there is a
holistic approach to treatment that embraces the
related issues of substance misuse and mental
health. Maternity services must be assertive team
players when contributing to multi-agency care
plans that are both sensitive and appropriate.

The Confidential Enquiry into Maternal Deaths

(CEMD, 2001) is the longest running example of
national professional self audit in the world. For the
first time, the report Why Mothers Die 1997–1999
(CEMD, 2001) has been able to fully evaluate other
factors that may have played a part in women’s
deaths. These findings are of great concern, show-
ing that maternal mortality rates among the socially
excluded, including women from lower socio-
economic classes, very young girls and specific 
ethnic groups, are higher than among the popula-
tion as a whole. There has always been a large
degree of under ascertainment of deaths from 
mental illness or substance abuse by this Enquiry.
However, a pilot ONS linkage study showed that
the CEMD was unaware of over 40 extra deaths
from suicide or deaths from violent causes, and
another eight where the coroner recorded an open
verdict. In addition, 11 unreported women died
from an accidental drug overdose. As it is not yet
widespread practice for psychiatrists and commun-
ity mental health or drug support teams to notify
such deaths to the Enquiry, this degree of under
ascertainment is understandable. But, when all
deaths up to one year from delivery are taken into
account, the results of the study show that deaths
from suicide are not only the leading cause of indir-
ect death, but also the leading cause of maternal
deaths overall. Overall, 42 women whose deaths
are covered by this report were identified as having
psychiatric disorders causing or contributing to
their deaths. Key recommendations taken from the
Enquiry (CEMD, 2001) are documented in full in
Table 11.1.

The case of Dr Daksha Emson dramatically illus-
trates the above. Dr Emson, a psychiatrist, and her
daughter Freya, aged three months, died following
an extended suicide in October 2000. The incident
took place during a single psychotic episode that
was a consequence of her bipolar affective disorder,
triggered by her post-natal condition and aggrav-
ated by psychosocial stresses (North East London
SHA, 2004). Daksha stabbed herself and her baby,
covered both of them in accelerant and set it alight.
The baby died of smoke inhalation, and Daksha
died three weeks later in a burns unit without
regaining consciousness.

Eleven deaths in women who were drug or 
alcohol dependent were also discussed in the
Enquiry. In contrast to the other women who died
from suicide, these women are characterised by
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Table 11.1 Maternal psychiatric deaths: key
recommendations (CEMD, 2001).

l Protocols for the management of women who are at risk of
relapse or recurrence of a serious mental illness following
delivery should be in place in every trust providing
services.

l Enquiries about previous psychiatric history, its severity,
care received and clinical presentation should be made
routinely in a systematic and sensitive way at the antenatal
booking clinic.

l The use of the term post-natal depression or PND should
not be used as a generic term for all types of psychiatric
disorder. Details of previous illness should be sought and
recorded in line with the recommendations above.

l Women who have a past history of serious psychiatric
disorder, postpartum or non-postpartum, should be
assessed by a psychiatrist antenatally, and a plan instituted
with regard to the high risk of recurrence following
delivery.

l Women who have suffered from serious mental illness,
either following childbirth, or at other times, should be
counselled about the possible recurrence of that illness
following further pregnancies.

l A perinatal mental health team that has the specialist
knowledge, skills and experience to provide care for
women at risk of, or suffering from, serious postpartum
mental illness should be available to every woman.

l Women who require psychiatric admission following
childbirth should ideally be admitted to a specialist 
mother and baby unit, together with their infant. In areas
where this service is not available, a transfer should be
considered.

l Substance misuse services should be provided, without 
the need for making an appointment, in antenatal clinics
and to improve both the rate of engagement and the
compliance with care.

l Future enquiries must require the collection of information
from psychiatric services.

Source: CEMD (2001).

their high levels of social adversity, homelessness,
poor uptake of services (particularly substance mis-
use services), poor attendance for either psychiatric
or antenatal appointments, and by their youth and
single status (CEMD, 2001). Within this context it is
additionally important to note that there are a num-
ber of health problems and needs that are specific to
women in prison, particularly with regard to both
substance misuse and mental health. The high levels

of drug misuse found among women prisoners,
both on remand and sentenced, suggests that
points at which women come into contact with the
criminal justice system may offer opportunities to
provide treatment. However, women do not cur-
rently receive equality of experience in the criminal
justice system (National Treatment Agency, 2002).

The future provision of health and medical care
to prisoners was clearly addressed in the Woolf
Report (1991). In particular the working group was
tasked to consider the recommendation made by
Her Majesty’s Chief Inspector of Prisons, in the 
discussion paper Patient or Prisoner? (Ramsbotham,
1996) that the responsibility for providing health
care to prisoners should move from the Prison
Service to the NHS. Ramsbotham (1996) also
pointed out that the health care needs of women,
especially those who are pregnant, are not ad-
equately catered for in prison, and concluded that
the NHS should assume responsibility for the deliv-
ery of all health care, through a purchaser–provider
relationship that acknowledges the full and pecu-
liar needs of the Prison Service.

Parenting

Child protection and mental health issues

The interface between child protection and mental
health is an arena of professional practice, and 
legal judgment has had very little formal attention
(Weir & Douglas, 1999). Recent concerns about 
the definition of mental health problems have 
suggested the need for a revision of this view to
incorporate a wider definition of the nature of men-
tal health problems, particularly depression, which
has been a feature of major child death enquiries
over recent years. The demands of working with
parents with mental health problems are some of
the most complex in terms of balancing rights,
needs and responsibilities. Failure to ensure that
the needs of children are addressed at the same
time as the care needs of adults are being assessed
can result in inappropriate and even dangerous 
situations arising for children.

As already stated, mental illness affects whole
families. There is no doubt that mental illness in
parents may represent a risk for their children. The
central question today is the extent to which, in the
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Table 11.2 Concerns: working with children and families.

l When does an adult’s mental health pose a conflict of
interest within a family?

l When does a parent’s mental health pose risks for the
safety and well-being of their child?

l How does an adult’s parenting capacity become impaired
in these circumstances?

l What is a child’s capacity to tolerate the changed and
often detrimental care that they may receive?

l How can those risks be assessed and how can they be
managed?

l Who decides when those risks become acceptable?
l What services need to be available to meet the needs of

both adults and children in these circumstances?
l How do professionals working in these circumstances

need to be trained and supported?
l What can be done to bridge the gulf between the

professionals who are trying to meet the respective needs
of children and parents?

l How can the different agencies involved ensure consistent
practice and good communication with each other?

Source: Weir & Douglas (1999).

longer term, a parent’s mental health problem so
reduces their ability to parent that their children’s
lives become damaged beyond effective repair.
When is this point reached? How can this be effect-
ively assessed and managed? These are the issues
that all professionals working in the community
need to bear in mind, whether they are involved
with parents or their children or both (Weir, 1999).
Beck-Sander (1999), in discussing ways to reduce
conflict between services, suggests that a funda-
mental caveat of all risk management work is that
all risks posed by parents to their children cannot
be prevented. At best, risks can only be reduced. It
is not even feasible to aim to identify all risks, and
any service adopting this aim would be doomed to
failure. Furthermore, its workers would be over
cautious in a vain attempt to avoid any possible
harm occurring. She goes on to say that as risk is
sometimes unpredictable, harm would eventually
occur, and in this event the workers would be 
vulnerable to scapegoating because the service
would view the occurrence of harm necessarily as a
service failure. Furthermore, such a service would
also be unable to work effectively with other 
services because of its unrealistic expectations. The
task of risk management is therefore to carefully
weigh up the harms and benefits in a risk calcula-
tion; nevertheless, this can be another source 
of potential conflict between services. What may
appear a ‘reasonable risk’ (for example, benefits
outweigh harms) to one service may appear unrea-
sonable (for example, harms outweigh benefits) to
another (Beck-Sander, 1999).

It must be emphasised that people’s experiences
of mental illness are as different as the people them-
selves, and that no two individuals have the same
experience of mental illness. There are many types
of symptoms, from delusions to hallucinations,
from apathy to elation, from thought disorder 
to thought withdrawal (Beck-Sander, 1999). Each
symptom may be interpreted in any number of
ways, depending on individual factors, such as 
personality, intellectual ability, social and physical
environment, concomitant difficulties and culture.
It can therefore be very difficult to anticipate the
risks posed by an individual with mental illness
unless specific idiosyncratic details are known.

Weir & Douglas (1999) remind us that, at the
same time, staff working with children and families
need to understand with precision how a particu-

lar parent’s mental health problem affects his or 
her parenting ability when they are quantifying 
the impact of adult mental health problems on 
individual children. Broadly speaking, they state
that the following concerns, as shown in Table 11.2,
should be addressed. I suggest that the questions
could, and should, be as readily asked of parents
with substance misuse problems when making an
assessment of parenting capability.

It is very difficult to separate out the effects of
specific parental mental disorder, and whilst the
severity of the parental illness is an important 
predictor of difficult behaviour in their children, a
high level of psychosocial disadvantage is also of
great importance (Sameroff & Seifer, 1990). In
understanding risk and protective factors, many
disciplines are in agreement about the nature of
risk factors that predispose children and adoles-
cents to problem behaviours, and the protective
factors that may mitigate against negative out-
comes. Children who experience ante/post-natal
complications, for example fetal alcohol syndrome,
who live in extreme poverty, in constant conflict 
or who are exposed to multiple traumatic events 
are at significant risk for developing substance 
misuse and mental health disorders. As Bernard &
Douglas (1999) state, the combination of a parent
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with severe mental health problems, with or with-
out substance misuse problems, and a child who
may be in need of protection demands an almost
impossibly high level of skill in risk assessment and
decision making.

Child protection and mental health services are
arguably the most visible, vulnerable and volatile
public services in Britain. The stakes are high, with
severe injury or loss of liberty the possible out-
comes of professional error. The Zito Trust (1995) 
is clear that even with regular and good quality
supervision, staff may be asked to manage situ-
ations for which they do not have sufficient personal
or professional training or experience. Where lives
are at stake, can we be sure that the present system
is good enough?

Whilst risk and protective factors are correlated
with the development or absence of mental health
and substance abuse problems, Davis (1999) reminds
us that correlation does not imply causality. In fact,
no one risk factor specifically causes any one dis-
order and a variety of combinations of risk factors
may lead to the same disorder. At the same time,
many risk factors are not disorder specific and may
relate to a number of negative outcomes, such as
mental disorders, post-traumatic stress disorder
and substance misuse. Finally, multiple risk factors
predict more severe outcomes. Researchers have
identified, for example, that children with two or
more family risk factors for mental illness are four
to ten times more likely to develop a psychiatric
disorder than children with no risk factors or only
one (Davis, 1999). Biology and heredity are among
those risk factors for mental disorders, for example
children of parents with depression or schizophre-
nia are at greater risk of the disease, possibly due to
a genetic predisposition. Similarly, ‘the greater the
number of drug abuse risk factors, the greater the
risk for drug abuse’ (Glantz & Pickens, 1992; Davis,
1999; SAMHSA, 2002).

The concept of resilience

Over the past 25 years, researchers studying risk
factors have identified certain individuals (termed
resilient individuals) who are better able to resist
destructive behaviours, even in the presence of
identified risk factors. Whilst protective factors are
typically defined as influences external to a person
that contribute to his or her well-being, resilience

has been conceptualised as a set of strengths inter-
nal to the individual (Wolin & Wolin, 1993). Many
protective factors may contribute to a resilient 
personality. Just as multiple risk factors predict
more severe outcomes, multiple protective factors
can improve one’s chances for positive outcomes
(Davis, 1999). It must be noted that risk and protec-
tive factors change as a product of an individual’s
age and developmental stage. Therefore, preven-
tion programmes must be matched to the appropri-
ate developmental stage of the individuals for
which they are designed.

However, as Field (1993) reminds us, there is
another group of children who seem to cope in the
midst of striking adversity. These are the ones who
seem to be ‘managing’ in a situation where the
quality and quantity of care they receive is very far
from what most children would need. The import-
ance of mental illness in one parent is that it may
pose a risk to a child. However, the contribution 
of the other parent must be considered, and this
may be positive or negative. Whilst the factor of
resilience is the one quoted most often in relation to
children, she finds reliance on children’s resilience
to be worrying, and liable to lead to false optimism.
Emotional abuse may be difficult to identify, 
but may produce lasting difficulties. Let us now
address the real and potential impact of both 
mental health and substance misuse on the child.

The impact on the child

Over the past 50-plus years there has been a grow-
ing awareness of the importance of attachment 
in infant/carer relationships. Attachment is gen-
erally understood to indicate the relationship that
develops between an infant and its primary care-
giver (usually the mother) during its first few
months of life. Our modern understanding began
with the pioneering work of John Bowlby (1944,
1951) in which he emphasised that children’s experi-
ences of interpersonal relationships were crucial to
their psychological development. He argued that
the formation of an ongoing relationship between
child and primary caregiver was as important to
the child’s development as other factors, such as the
provision of experiences, discipline and child care
(Cole & Fearnley, 1998). Bowlby went on to postu-
late that each infant develops ‘an internal working
model’ about attachment figures, in which the
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infant’s sense of self and others unfolds through
interactions with the primary caregiver. Fahlberg
(1988) has also suggested that any interruption 
in the development of a reciprocal relationship
between an infant and their primary caregiver, 
may be experienced as stressful, and may have 
a detrimental effect on the child’s attachment 
process.

Certain experiences, particularly if met before
the age of two, act as risk factors in the develop-
ment of an attachment disorder (Fearnley & Howe,
1999). These include pre-birth and birth traumas,
sudden separations from the primary caregiver, 
frequent moves between different carers and/or
placements, chronic maternal depression/mental
illness/substance misuse, and where the prim-
ary caregiver has experienced serious childhood
trauma that remains unresolved. Severe neglect
and physical, emotional and sexual abuse are also
significant risk factors. Communication between
the parent and the child may also be affected by the
disorder, as schizophrenia often causes disturbance
in communication. Goodman & Brumley (1990)
suggest three possible ways in which having a
schizophrenic illness may affect parenting:

(1) Passivity and social withdrawal on the part of
the parent

(2) Delusions that may involve the child
(3) Exposure of the child to the incongruent affect

often associated with schizophrenia

Lau (1999), in discussing the needs of children
and families from different cultures is clear that 
of particular concern is the finding of parental 
violence, or potential threats against the children,
severe behavioural disturbances (for example
drugs/alcohol), self-destructive acts and repeated
suicide attempts. She reminds us that it is import-
ant to find out what has happened to the exercise 
of authority, in the traditional extended family,
which would normally serve the function of pro-
viding a source for mediating family conflict, as
well as containing and restraining extreme beha-
vioural disturbance in any one family member. 
One could argue that in some circumstances, 
that very exercise of authority denies women the
opportunity of the care and support so desperately
needed; instead they are hidden from society,
ostracised from their family and their rights are
denied.

Conclusion

Because outcomes for these families are multiply
determined, there are many opportunities and
potentially effective strategies for interventions.
These must focus on ensuring a safe and stable
home environment, reducing parent–child dis-
cord and improving communication, developing
parenting skills, reducing environmental stressors 
and supporting children’s resilience in order to
improve outcomes for parents and children. 
Efforts to enhance children’s understanding of
mental illness and parent’s understanding of chil-
dren’s needs have also shown promising results
(SAMHSA, 2002). Henry & Kumar (1999) remind
us that assessing what constitutes ‘good enough’
parenting is very difficult, and many authors have
commented on the fact that parenting remains a
very difficult construct to measure because of its
complex multidimensional quality (Mrazek et al.,
1995).

Adults with mental illness may be caring for
adopted children, stepchildren or the children of
others in informal arrangements. The issue of who
has custody of children is a distinct question of
where children live, who is caring for them or the
extent and nature of contact or involvement the
parents with mental illness have with them. People
with co-occurring disorders have lives and fam-
ilies, hopes and dreams, responsibilities and needs.
They can be mothers, fathers, grandparents, stu-
dents, teachers, plumbers or pianists. Too often
these individuals pay a high price for having co-
occurring disorders: lost dreams, lost families, and
in some cases, lost lives (SAMHSA, 2002). Whilst the
experiences of adults with mental illness are similar
to those of all parents in many ways, the literature
has emphasised their unique circumstances, and
most commonly, their deficits and failures.

For many women, unresolved issues from their
past debilitate presenting behaviours and under-
standing, especially around relationships. If these
needs are not addressed and met, parents with dual
diagnosis may never achieve family unity and the
goal of good parenting may remain beyond their
reach. If it is only within warm, consistent, accept-
ing and reciprocal relationships that children 
can learn to be empathic and socially competent
(Fearnley & Howe, 1999), then the future looks
quite bleak for families where drug use and mental
illness is present.
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Of course it will not always be safe to keep chil-
dren at home. Maya Angelou, the poet, has put
very poignantly the dilemma for those of us who
have to intervene in family life: ‘How is it possible
to convince a child of its own worth after removing
him from a family which is said to be unworthy, but
with whom he identifies?’ (Weir & Douglas, 1999).

Into the Mainstream (Department of Health,
2002a) emphasises the importance of listening to
women and taking heed of what they are saying.
They want to be listened to, to have their experi-
ences validated, and most of all to be kept safe
whilst they recover from mental ill health. They
also want importance placed on the underlying
causes of their distress in addition to their symp-
toms, support in their mothering role and their
potential for recovery recognised.

Perhaps the most compelling justification for a
distinct response to women’s health in particular 
is the fact that it carries a higher individual and
social cost than men’s. The aim is to promote a 
coordinated approach so that women with a range
of problems and needs can feel assured that the
departments and agencies responsible for provid-
ing help and support respond to their needs as a
whole, rather than in isolation (Department of
Health, 2002b). Improvements in services are an
investment in the health of future, as well as pre-
sent, generations. Meaningful and effective inter-
ventions have the great potential to positively
impact on physical and mental health, parenting in
the long term, reduce the need for children to be
placed in care, and help to break the present cyclical
nature of drug use, mental illness, poverty and
despair.
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12 Addiction and Mental Health
Nursing: a Synthesis of Role and
Care in the Community

K. Moore & G.H. Rassool

Introduction

Dual diagnosis developments have been formal-
ised in the contents of the White Paper Tackling
Drugs to Build a Better Britain (Cabinet Office, 
1998). The National Service Framework for Mental
Health (NSF) (Department of Health, 1999) clearly
identifies ‘dual diagnosis patients’ as a population
with higher rates of illness and a greater risk of 
stigmatisation and exclusion from existing service
provision. In the past few years, most health
authorities have included dual diagnosis personnel
within their commissioned mental health or 
substance misuse provisions. Assertive outreach
became an identified focus for treatment strategies,
and funding for dual diagnosis services was 
made available through specific grant projects. 
The development of community based practices
targeting vulnerable groups such as dual diagnosis
have been outlined in standard one of the NSF;
such practices are beginning to evolve in selected
locations in the UK.

However, overall services for this complex group
remain marginalised. Within the National Service
Framework for Mental Health (NSF) (Department of
Health, 1999) and the Models of Care for Substance
Misuse (National Treatment Agency, 2002), develop-
ment of community based practices has been out-
lined. New drug subcultures have been described
when discussing the coexistence of substance mis-

use and mental health problems, and the develop-
ment of services within the UK. There has been an
increasing exposure of mental health patients to a
wide range of licit and illicit substances following
the emphasis and movement of treatment services
from hospital based into community settings
(Moore & Rassool, 2002). In many cases the failure
of services to recognise dual diagnosis as a problem
led to the development of significant treatment
gaps whereby dual diagnosis patients were unable
to access either service due to philosophical treat-
ment differences (Gafoor & Rassool, 1998).

While it has been said that both addiction and
mental health nurses are in ideal positions to offer
positive interventions to dual diagnosis patients,
there remain several key factors that have hindered
progression in this area. The effect of stigmatisation
in relation to the independent problems of alcohol,
illicit drugs and mental health continue to be
significant for individuals with dual diagnosis.
There is an even greater risk of stigmatisation and
exclusion from services for those individuals
(Byrne, 2000; Department of Health, 2002; National
Treatment Agency, 2002). Besides, there remains
both a lack of knowledge about substance misuse
and dual diagnosis within nursing professions and
a negative attitude towards substance misusers
(Royal College of Psychiatrists, 2001; Rassool,
2002).

The concept that dual diagnosis patients are
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difficult to work with could be considered a
reflection of the inability of general mental health
nursing practices to adapt and grow. Factors that
affect our ability as practitioners to challenge and
implement new practices are related not just to 
personal beliefs, but are significantly influenced by
difficulty in understanding the language of change
desired, the imposition of change, a lack of desire
for change decreasing the likelihood of staff to initi-
ate new practices or not seeing the model as useful
(Pediani, 2000). Community nursing staff need to
be supported in viewing working with dual dia-
gnosis patients as simple, understandable, poten-
tially successful and enjoyable. Nurses, in the many
different aspects of care within all health settings,
can and do make both subtle and profound changes
in the lives of dual diagnosis patients.

Where are we now? Developing
community oriented services

In recent times, dual diagnosis developments
centred on studies from the USA that outlined the
development and testing of community interven-
tions (Zweeban, 1993). Since then, there has been a
growing impetus from the British Government,
coupled with changing health needs of the popula-
tion, to address dual diagnosis. Community services
oriented towards services for substance misusers
and mental health problems emerged from this
socio-cultural and political shift. This resulted in the
increased number of statutory and non-statutory
agencies working with dual diagnosis and gave rise
to many different modalities of approach and ser-
vice provision. Further guidance in Dual Diagnosis:
Good Practice Guide (Department of Health, 2002)
highlighted four models of community practice in
the field. These models included: liaison (Kingston
CDAT dual diagnosis service), joint collaborative
work (Haringey dual diagnosis team), training and
liaison (COMPASS, Birmingham) and outreach,
training and consultancy (Mid-Cheshire dual dia-
gnosis team). The good practice guide highlighted
the need for services being developed to be based on
local needs, emphasising the need to deliver inte-
grated treatment, utilising skilled training, liaison
and support. However, how does this work in
practice?

High levels of vulnerability, social isolation and

homelessness are found in dual diagnosis, and
when concerns are raised regarding mental health,
many supervised hostels, mental health or sub-
stance misuse agencies state that they are not able
to offer the needed services. This is perhaps one 
of the most frustrating aspects of community dual
diagnosis work. Concerns about mental health
issues, psychopharmacology of mental health, drug
dealing, and drug and alcohol use on premises,
combined with a general housing shortage, have
often placed the service users outside any criteria
established for different levels of housing or sup-
ported accommodation. Mental health practice in
the community is driven by the community pro-
gramme approach (CPA) (Department of Health,
2000). This predominantly means that interven-
tions are based on the level of risk to the individual
and the general public, whereas addiction services
are driven by public health and criminal justice
agendas. Assessment of presenting problem or
need is one of the critical elements of any treatment
intervention and, at the most basic level, asking
questions that relate to either substance misuse or
mental health will assist the clinician in determin-
ing the treatment pathway that the service user
could access. Abou Saleh (2004) promotes the 
routine screening of all patients presenting to sub-
stance misuse and mental health services, whilst
others argue that there is an inherent difficulty in
distinguishing between symptoms presenting in
dual diagnosis (Rassool, 2002).

Nurses provide comprehensive and ongoing
assessments in all aspects of their work. In clinical
activities, broad nursing skills are used, in com-
bination with the art of incorporating the level and
nature of risks in the presentation, and the history
and current nature of the type and frequency of
psychoactive substance(s) used. There are a num-
ber of screening tests that can be useful but the
selection can in itself be confusing. In initial detec-
tion and assessment of substance use and misuse,
the use of self-report, informant/familial report and
laboratory tests are the most frequent combinations
used. Assessments of this nature are dependent 
on the ability of the individuals to understand 
and describe their perceptions of the events they
are experiencing. At all levels of nursing practice,
and in all fields from general practitioners, practice
nurses to community mental health and specialist
community practitioners there are opportunities to
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assess and intervene with emerging and estab-
lished dual diagnosis problems. Every presentation
is an opportunity to provide basic assessment and
interventions.

Primary care presentations that include stress,
anxiety, panic, distress or loss as psychological 
factors, with physical complications such as poor
sleep, appetite and concentration, are key triggers
for nurses to probe for problematic substance use.
Minimal interventions using skilled communica-
tion, building trust, taking a non-judgemental
stance and active listening are the key nursing
interventions. The provision of basic drug, alcohol
or mental health information appropriate to the
presenting need, and tailoring approaches to the
individual are also recommended. For some dual
diagnosis patients at the less chaotic end of the
spectrum, gentle understanding and information
can sometimes be enough to provoke positive
lifestyle changes. Evidence based practice requires
that all formulations for nursing care are based on
fact. In dual diagnosis, a combination of current
behaviours, mood and psychological changes for
both mental health and substance misuse enables
comprehensive treatment programmes to be devel-
oped. An additional requirement for nurses is the
development of a working care plan; as providers
of care, skills such as basic drug and alcohol educa-
tion, and a broad understanding of how different
categories of drugs affect mental health states is
essential. Individual care programmes need to
meet the criteria for CPA, and require that nurses
develop techniques that operate within different
settings and at many different levels of patient
sophistication. The level of severity of the mental
health problems in combination with the substance
use and the numbers of professionals involved
indicate which level of CPA is needed.

Addiction nursing as a specialty

Historically, occupational labels such as alcohol
nurse, drug dependency nurse, chemical substance
nurse, specialist nurse in addiction and community
psychiatric nurse (addiction) have been ascribed to
those working with substance misusers (Rassool,
1997). It was not until the mid-1980s that addiction
nursing as a clinical specialty, within the broader
framework of mental health nursing, began to put

down its clinical and academic roots. The concept
of addiction nursing was introduced in the litera-
ture in the UK by Rassool (1996, 1999, 2000). It 
is defined as a specialist branch of mental health
nursing concerned with the care and treatment
interventions aimed at those individuals whose
health problems are directly related to the use and
misuse of psychoactive substances and to other
addictive behaviours such as eating disorders and
gambling (Rassool, 1997). It is argued that, although
the concept of addiction nursing may be criticised
on the grounds that it is too medically oriented 
and substance focused, other ascribed labels are 
too generic and lack the distinctive professional
representation of the nature and roles of addiction
nurses (Rassool, 1997). Thus, the scope of profes-
sional practice in addiction nursing and mental
health nursing incorporates the activities of clinical
practice (nursing, a range of psychosocial inter-
vention strategies including complementary ther-
apies), education, policy-making, research and all
other pursuits through which nurse practitioners
contribute to the care and interests of clients.

Addiction nurses practice in both residential 
and community settings and have an excellent
track record in developing innovative health care
initiatives and community oriented programmes
for substance misusers, and many of the key 
developments in recent years have been nurse led.
These include smoking cessation clinics, mobile
methadone clinics, outreach work with drug-
using commercial sex workers, satellite clinics for
homeless drinkers and development of multi-
professional, postgraduate educational programmes
in addictive behaviour (Gafoor & Rassool, 1998;
Rassool, 2000). The massive expansion of com-
munity services for substance misusers, such as the
development of community drug/alcohol teams,
drug alcohol liaison teams, day care programmes,
street agencies, outreach work and needle
exchange schemes has heralded the potential
development of addiction nursing as a community
specialty (Rassool, 1999).

Working in community settings

Community mental health and addiction nurses
are currently undergoing significant changes in
order to meet the modernisation agendas of mental
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health act reforms and national service frameworks
for mental health and substance misuse. However,
if dual diagnosis is to be successfully mainstreamed
into the daily business of mental health there are
several factors (Kennedy & Griffiths, 2003) that
must be addressed by all staff involved:

l Management
l Support
l Leadership style of the teams involved
l The ability of the organisation to adapt
l The level of empowerment staff feel within the

process
l Attitudes to risk and innovation

In order to achieve the mainstream agenda, there
needs to be an investment in bringing staff together
to find an agreed commonality and shared respons-
ibility, with an emphasis given to sharing core skills
(Barnes et al., 2002). Care in the community means
that as nurses we are involved in complex roles that
enable health care resources of individuals, families
and communities, often in circumstances that are
unstructured, chaotic and where delivery is a
necessity (Clarke, 1999). The management of dual
diagnosis in community settings poses significant
demands on services and staff; however, there are
several key principles that cross boundaries. Dual
diagnosis is the norm, rather than the exception;
many patients do not often acknowledge that
they have combined mental health and substance
misuse problems; and finally, abstinence as the first
treatment priority is often off-putting, creating
barriers to engaging in meaningful treatment.

Clinical practice in risk management is one of 
the key issues within community working, and 
this remains a thorny issue for dual diagnosis.
Community nursing of this client group requires
that safety is one of the most important issues,
regardless of which model of treatment is being
provided. It is understandable that many practi-
tioners have concerns in working with dual 
diagnosis. However, the obstacles must balance
information on violence, fear and prejudice from
systems that exclude dual diagnosis patients from
engaging in treatment. For nurses in these teams
some differences in presentation can be expected.
Understanding the therapeutic roles that nurses
play in dual diagnosis work must also be con-
sidered in the light of their responsibilities to the
individual, in relation to risk. Initiating the use of

the Mental Health Act and the potential for read-
mission to hospital under section can present
nurses with professional and personal conun-
drums when they are building a therapeutic
alliance at the same time. Staff in the community
must work within this delicate balancing act, to
achieve non-judgemental and therapeutic relation-
ships, whilst at the same time being potentially
‘punitive’ by making professional judgements that
affect liberty.

Pathways mapping dual diagnosis patients

Entry into treatment usually starts, in most 
cases, with the general practitioner, accident and
emergency department or self-help agencies. 
Many primary care teams will provide situational
assessment and treatment, and any assessment or 
intervention in relation to dual diagnosis is oppor-
tunistic. In many cases only situation treatment is
offered at the time of the event, and there may not
be a professional view as to further interventions,
or a referral to another, more specialist, team or
agency. When nurses in primary care settings offer
brief interventions, many patients do not attend for
follow-up; dual diagnosis patients are no different.
However, they have been described in literature 
as characteristically poor at treatment compliance
(Department of Health, 2002).

Many staff feel frustrated when patients do not
seem interested in changing their behaviour (Hunt,
1995). One of the key challenges faced by addiction
or mental health nurses is to facilitate change in
others, and this means that we must understand 
the problems from the patient’s perspective. This is
not an easy task, as in order to become health 
promoters, we must acknowledge and accept the
judgements we make based on our own norms and
values, ensuring, where possible, limited transfer-
ence of such values (Crogan, 2005). An understand-
ing of Prochaska & DiClemente’s cycle of change
(1986) is useful in increasing knowledge of change
and motivation processes over time. This helps
focus nursing interventions away from using direct
persuasion and coercion into support and facilita-
tion of change. Nurses in community settings may
need to take a more proactive and persistent view
to engage patients in treatment, by enhancing moti-
vation and contemplation of change.
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One key aspect of dual diagnosis intervention is
the development and enhancement of motivation.
Addiction nurses have many of the key skills cen-
tral to the model, including the ability to express
empathy, roll with resistance, support self-efficacy
and use discretion (Hunt & Pearson, 2001). Using
the Osher & Kofoed (1989) multi-staged framework
of therapeutic interventions, the first task is to
engage the patient in treatment. It is not simply a
case of offering an appointment; often there can 
be significant amounts of work and planning to
achieve contact with the patient. Indeed multiple
attempts at contact can sometimes be the case.
Consideration of different times, days and venues,
negotiated with the patient where possible, can
make the first meeting more successful and provide
a positive start to engaging in treatment.

When the initial engagement and assessment 
has been completed, consideration will need to be
given to individual needs. Treatment approaches
need to be varied, as dual diagnosis patients have a
broad spectrum of mental health and substance
misuse presentations that are often complicated by
additional social and physical factors. Some dual
diagnosis patients may have a sophisticated under-
standing of the interactions between their mental
health, whilst others may have significant diffi-
culties with describing their experiences and lack
insight into their mental health. There is therefore
no one approach that can be promoted as the model
of choice; rather, using a patient centred approach,
and flexible use of nursing skills and strategies,
individual plans can be developed with the patient
to meet their needs (Kavanagh et al., 2003).

Community nursing of dual diagnosis patients
within different team philosophies continues to
utilise the broad skills of medico-nursing practice,
education and psychotherapeutic interventions.
Whilst some nursing interventions are predeter-
mined by access to tools like rapid illicit drug 
testing kits and breathalysers, psycho-educational
strategies such as harm reduction embody nursing
practice regardless of setting. Psychotherapeutic
interventions by nursing staff can be found in the
recognition of characteristics and consequences 
of substance misuse and mental health sequelae,
with the implementation of nursing actions that
address these consequences. Addiction nurses
have the ability to link this to the potential for 
the reduction of harm. Additionally, interventions

such as support programmes, psychodynamic/
person centred approaches, motivational inteview-
ing, group work, family work, cognitive and beha-
vioural programmes, are key features of nursing
approaches and practices for individuals with dual
diagnosis.

Active treatment in dual diagnosis encapsulates
interventions that are already being successfully
provided by mental health teams, and that target
different levels of severity. Integrated strategies
that address both the mental health and substance
misuse issues are led by the dual diagnosis patient
and reflect their needs. At this point in treatment, it
is important to agree short-term and intermediate
goals, aimed at reducing harm. Motivation and
relapse prevention are ongoing elements that 
need to be supported throughout the treatment
event by staff. Techniques that can be used in 
different combinations include education, use of
objective testing (blood and urine testing, diary
work), life and decision balance sheets, exploring
barriers to change, reframing events and sup-
porting, where appropriate, the use of medication
regimes (Department of Health, 2002). Active 
treatment can also include discussion of pre-
ventative primary health care issues, one-to-one
counselling interventions, including assertive
interventions and social support interventions.
Working on life skills management, liaison services,
social activities, peer support, support groups and
relapse prevention work is all in a day’s work for
nurses. Regardless of the combination of inter-
ventions agreed, there are no quick solutions, and
different people respond in different ways to the
same treatment.

New teams and new roles in the
community

Despite the development of new teams for crisis,
outreach and early intervention, there continue 
to be more commonalities than differences in the
nursing roles. The primary role of addiction nurs-
ing and mental health nursing exemplifies the con-
tribution they can make to comprehensive patient
care in many different settings. However, with the
nature of the work undertaken, and the composi-
tion of the teams, the blurring of roles is highly
apparent. Many of the everyday tasks nurses
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undertake involve certain core skills, including
assessment, counselling, relapse prevention and
coordination of whole team responses to patient
care. In the past, such coordination of care was
dependent on the profession of the individual in
charge of the allocation process, and which staff
member was able to see the patient.

Guidance by the Department of Health (2002)
explicitly outlines the development and roles that
underpin each team, and includes the management
of co-morbidity (dual diagnosis), but does little to
provide any focus for interventions that are useful
and effective. For nurses working within crisis
teams, the presentation of dual diagnosis patients
can be somewhat different from patients managed
in more traditional community mental health teams
(CMHTs). The essence of nursing care in this team
will be in relation to acute distress or crisis, levels of
intoxication, or those with high expressed emo-
tional needs who are at high risk of self-harm or
suicide. The delivery of dual diagnosis care needs
to reflect the ability of staff to work rapidly, using
flexible, but secure, approaches in home environ-
ments. Treatment in crisis can begin at any time of
the day, and nursing staff need to be able to under-
stand the role and impact that substance misuse can
have on mental health and, conversely, the effect
mental health can have on drug and alcohol use
within a crisis presentation.

Nursing staff in crisis teams need to have a
sound understanding of basic drug and alcohol
awareness, assessment skills for substance misuse,
knowledge of dual diagnosis and management
principles for substance misuse problems. Inter-
ventions made by staff in these circumstances are
short, and staff may only have planned interven-
tions for up to two weeks that are predominantly
based on the level of risk presenting, and whilst
they may be able to find treatment success for the
crisis, in complex cases, full resolution of the dual
diagnosis may not be possible. Nurses in crisis
teams face similar conundrums to their CMHT
counterparts; in many cases the crisis team is the
gatekeeper to psychiatric beds, and working in
home environments means that staff must have the
ability to work not only with individuals, but
potentially with family systems.

Assertive outreach nurses, by comparison to
staff from crisis teams, have significantly more
treatment time with the dual diagnosis patient.

Work in this area is seen as long-term engagement
and treatment. Although a team approach is taken
with a shared workload, nurses will need to have
knowledge of dual diagnosis, and will need to
expand their use of engagement skills to include
substance misuse and motivational work. In addi-
tion, the task of identifying early warning signs of
relapse and relapse prevention for both mental
health and substance misuse are key elements 
of care and care coordination. As treatment pro-
gresses and patients begin to achieve their goals,
staff will need to begin to incorporate specific 
management strategies for mental health and sub-
stance misuse problems. Underlying this work is
the ongoing assessment and management of risk
within community settings and the utilisation of
community re-socialisation and support systems.

Early intervention teams are another area of
mental health care where dual diagnosis is a promin-
ent feature. Although these teams are specifically
aimed at first episode psychosis, statistically the
patient population is younger, and in relation to
substance misuse may be more likely to have recre-
ational or regular substance use. In this type of
work, nurses need to have a sound understanding
of recreational drug use, and how these drugs may
influence or impact on the initial presentation. In
tandem with this, staff will need to have the ability
to complete an assessment in relation to drug use,
and be able to understand the events as they relate
to and influence each other. Critical in this team is
the ability to take non-judgemental approaches,
assess risk and enhance engagement with the team.
Like their counterparts in assertive outreach, crisis
and CMHT, the work is completed in home envir-
onments and not just with the individual, but often
with the family as a whole.

Nursing roles: commonalities and
differences

There are more commonalities than differences 
in the nursing roles of addiction nurses and mental
health nurses. The primary role of addiction 
nurses or mental health nurses exemplifies the 
contribution that they can make to comprehensive
patient care by performing clinical interventions
from triage to counselling, psychotherapy to case
management (Greenman, 1994). Due to the nature
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of the work and the composition of many commun-
ity drug and alcohol teams, decisions regarding
whether a client is seen by a nurse, medical practi-
tioner or psychologist have, in the past, often
depended upon which discipline was in charge of
the allocation process and which staff member had
a vacant slot (Gafoor, 1997). This phenomenon is no
different in community mental health teams.

A comparison of the primary roles within addic-
tion nurses, mental health nurses and the team in

dual diagnosis is outlined in Table 12.1. This high-
lights many similarities for each discipline, and the
considerable number of transferable roles and skills
that are shared. It also illustrates that within the
new nursing roles within mental health settings,
work on dual diagnosis is a central feature. What is
important to note are the subtle differences in the
focus of dual diagnosis work that is being under-
taken in the different teams and how nurses have
both individual and team responsibilities.

Table 12.1 Comparison of nursing roles.

Assessment

Medication

Psychiatric nursing

Concerned primarily with
mental health presentation:
l Presenting factors, history 

of presenting factors
l Treatment compliance
l Section of Mental Health

Act, including specialist
assessments such as forensic
and eating disorders

l Risk to self and others
l Level of insight into mental

health
l Current mood
l Current behaviour
l Use of psychotropic

medications
l Use of drugs and alcohol
l Brief intervention
l Motivational interviewing

Concerned with psychotropic
medications:
l Effects
l Side effects
l Overdose
l Actions and interactions
l Supervised consumption
l Administration of depot

medications
l Medication compliance

Dual diagnosis nursing

Concerned with substance misuse 
in the presenting mental health:
l Drug/s of choice currently used,

including psychotropic
medications

l Amount and frequency of
substance misuse

l History of substance misuse 
in relation to occurrence of
psychiatric symptoms

l Risks related to the use of drugs
and alcohol, including the
implication for harm to self or
others and risk behaviours related
to obtaining drugs or alcohol

l Level of insight into both mental
health and substance misuse

l Current mood
l Current behaviour
l Motivation for change

Concerned with psychotropic and
prescribed medications:
l Effects of illicit substances and

prescribed medications
l Actions and interactions of

prescribed and non-prescribed
medications

l Side effects of both substances of
abuse and prescribed medications

l Overdose and accidental
overdose

l Administration of medication for
detoxification

l Supervised consumption of
methadone

l Medication compliance,
including additional substance
use during substitute prescribing

Addiction nursing

Concerned primarily with
illicit drug use:
l Drug/s of choice
l Amount and frequency
l Risks around substance

misuse
l Risk related to behaviours

to support substance
misuse

l Level of insight into
substance use and effects
of use

l Motivations to change
l Relapse prevention

Concerned with illicit and 
licit substances, including
prescription medications:
l Effects of drugs and

alcohol
l Side effects of drugs and

alcohol
l Withdrawal effects of

drugs and alcohol
l Overdose and accidental

overdose
l Supervised consumption

of methadone
l Administration of

detoxification medications
l Additional substance

misuse during substitute
prescribing



126 Dual Diagnosis Nursing

Table 12.1 (cont’d )

Health checks

Nursing care 
offered

These are comparisons of roles and not exhaustive lists.
Source: adapted from Moore & Rassool (2002).

Psychiatric nursing

l Weight
l Height
l Urine testing for basic

analysis
l Sleep patterns
l Dietary intake
l Hygiene patterns

l Risk assessments for harm to
self and others

l Ongoing mental health
assessments

l Active role in the
community programme
approach

l Key worker responsibility
for outpatients

l Administration of
medications including
depot medications

l Individual
counselling/individual
support /group work

l Work on insight into mental
health and development of
strategies related to
activities of daily living

l Support of relatives/partners
and other family members

l Development of structured
programmes and care plans
enhancing mental health

l Simple wound dressings

Dual diagnosis nursing

l Weight
l Height
l Urine testing for basic analysis

and substance misuse
l Breath testing for alcohol use
l Hygiene at initial presentation
l Injection sites for damage
l Dietary intake
l Requests for full blood

counts/liver function tests and
confirmation of substance misuse

l Risk assessments for harm to self
and others

l Supervision of medications
including methadone and
psychotropic prescriptions

l Individual supported counselling
l Outreach work to enhance

engagement within local services
l Harm minimisation for substance

misuse and harm to self or others
l Counselling specific to mental

health and substance misuse
l Supervision of outpatient

detoxification for substance
misuse

l Administration of methadone
prescriptions

l Adjunctive role in community
programme approach/community
care funding assessments

l Development of care plans to
optimise patient care

l Simple wound dressings

Addiction nursing

l Substance misuse either
by urine testing or via
breathalyser

l Injecting sites for damage
l Hepatitis and HIV testing

can be offered
l Requests for full blood

counts/liver function tests
and confirmation of
substance misuse

l Supervision of methadone
consumption and where
applicable on site
injecting clinics

l Harm minimisation of
substance use

l Counselling specific to 
the use and reduction 
of drugs and alcohol

l Supervision of home
detoxification
programmes

l Administration of
methadone prescriptions

l Community care funding
assessments for in-patient
treatment

l Simple wound dressings
l Individual/group

counselling

Dual diagnosis nursing can thus be seen as a 
synthesis of principles of care management from
both addiction and mental health nursing (Moore
& Rassool, 2002). In community settings, there 
is now a pathway of care from entry in mental
health, treatment in crisis, to ongoing or highly 
specialist substance misuse/dual diagnosis care. 
A central feature of dual diagnosis nursing in the
community is the implementation of programmes

with multidisciplinary teams, working with 
practitioners from general practice, addiction
teams and acute mental health teams to provide
specialist care. Working with each other will ensure
that there is support and expertise for helping this
complex client group and demonstrates how
nurses take important roles in the provision 
and coordination of care without working in 
isolation.
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Problems and issues

Patients with coexisting mental health and sub-
stance misuse problems present great challenges
for nurses and other health care professionals.
There are several problems and issues regarding
the engagement of and interventions for patients
with dual diagnosis. Many individuals may have
had difficulty engaging with psychiatric services
due to the substance use, or failed at addiction treat-
ment by defaulting on the prescribed programme.
This group of patients are often thought of as
‘difficult to treat’, non-compliant or non-attenders.
Patients often face the prejudice of having not just
a mental health problem or substance misuse
problem and, as such, can be doubly rejected
(Department of Health, 1999). There are additional
prejudices that can add to this picture: ethnicity,
culture, gender, education and social status are
factors that influence diagnosis and the perceived
levels of risk made by professional groups. In work-
ing with the dual diagnosis population our own
fears and prejudices about the complexity of the
physical, emotional, moral and ethical problems
must be examined.

In bridging the gap between mental health and
substance misuse it is common to encounter the
difficult area of ‘responsibility’ and ‘confidential-
ity’. Dual diagnosis teams run the risk of being seen
to be ultimately responsible for all dual diagnosis
clients, whether they are appropriate for addiction
or mental health services, or not. Abdication of
responsibility for this client group can be due to
concerns of risk, and an inability to deal with the
duality of the presenting problems, or lack of
expertise with this complex client group. Risk has
been highlighted as a growing concern within com-
munity nursing management of dual diagnosis.
Recent literature has suggested that dual diagnosis
patients are regarded as high-risk patients for 
violence and criminal behaviour, and even in 
homicides (Scott et al., 1998; Ward & Applin, 1998).
It is understandable that many practitioners have
concerns about working with this client group.
However, the obstacles must balance information
on violence, fear and sometimes prejudice from
systems that exclude them from engaging. Whilst it
can be argued that the nature of dual diagnosis may
compound the level of risk, the full extent of violent
behaviour and dual diagnosis continue to be

assessed. Clinical practice of risk management at
service level remains a thorny issue, a combination
of mental health and substance misuse risk assess-
ments would be important components of any
comprehensive dual diagnosis work. Community
nursing of this client group requires that in a sim-
ilar vein to community mental health, safety is one
of the most important components of day-to-day
working, regardless of which model the dual diag-
nosis service is based on.

Confidentiality as a core principal service provi-
sion continues to remain a difficult issue for health
care professionals and substance misuse services,
who have a long history of strict guidelines on 
both confidentiality and breach of confidentiality.
Conversely, many mental health services have joint
agreements with statutory agencies regarding
information sharing. This one issue has the poten-
tial to cause working agreements to collapse if it 
is not explored and addressed in the early stages 
of any planned development for working within
hospital and community settings.

There are inherent difficulties in working with
dual diagnosis in homeless populations. Commun-
ity substance misuse services provide community
care assessments for detoxification and rehabil-
itation; however, there is no provision that has
enabled funding for dual diagnosis patients to
attend specialist centres for treatment. Additionally,
there is a distinct lack of in-patient detoxification
and residential rehabilitation services for this client
group. Whereas substance misuse patients can enter
into rehabilitation that addresses their ability not
only to remain drug free but also offers rehabilita-
tion into the wider community, this is not so with
dual diagnosis patients and may result in inappro-
priate admissions to acute psychiatric services.

One of the most important considerations in
community services for dual diagnosis is how all
teams and services work together; collaboration
and joint working practices can provide a compre-
hensive care package for dual diagnosis patients
(Teague et al., 1995; Shwartz et al., 1997; Mueser 
et al., 1998). Many services developed in the USA,
and more recently in the UK, are based on case
management, with the belief that this would reduce
the number of crisis episodes and admissions
(Shwartz et al., 1997). Breslow et al. (1996) studied
an evaluation of the impact by managed care sys-
tems and found that whilst managed care patients
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continued to require emergency services, patients
who were not case managed required more inter-
ventions and showed more psychotic symptoms
and substance use.

Conclusion

Both addiction and mental health have well 
developed and established services; however, these
services have developed different focuses for treat-
ment. Substance misuse services make attempts 
at engaging the service user to seek help, and see
the individual as responsible for the actions and
choices they make: psychiatry does not (Moore &
Rassool, 2002). Severe and enduring mental illness
is often seen as the individual not being able to
make safe choices, and at times not being respons-
ible for their actions. These philosophies form 
the basis of treatment services, and in the case of
psychiatry the ability to detain an individual under
the Mental Health Act (1983) to ensure treatment.
Whilst both substance misuse and mental health
services have dual diagnosis patients in treatment
programmes, there are a significant number who
fall between the service provisions due to the sever-
ity of their problems. This gives rise to the ‘revolv-
ing door syndrome’ for dual diagnosis patients
who are seen as inappropriate to either service.
Dual diagnosis services attempt to bridge this gap
in the current service arrangements by addressing
both the substance misuse and the mental health
problems.

So whose patient is it anyway? Who is respons-
ible for providing dual diagnosis services? All 
services have a role to play; whilst some may argue
that specific services need to be established, it is
unlikely that separate funding of specific services
will become available. Regardless of which agency
takes a lead, nurses play a central role in the 
development of dual diagnosis practice, including
designing and implementing a combined approach
to working in dual diagnosis. Individual case man-
agement works in parallel with nominated key
worker care programme approach (CPA) systems,
allowing for flexible working practices in all set-
tings, including assertive outreach programmes,
which can be extended to joint working agreements
with other agencies. The community responses to
the health and social care needs of patients with

mental health problems and substance misuse
have, in the past, failed to provide adequate and
accessible services. To some extent, this group has
been marginalised by professionals and by society
at large.
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13 Shared Care and Inter-
professional Practice

A. Simpson

Introduction

The majority of mental health professionals that
have experience of working with people with a
dual diagnosis will have witnessed endless games
of professional ‘ping-pong’. Services for mentally
ill people bat the referral across to drug or alcohol
agencies, only to see the dazed and confused client
knocked swiftly back across the invisible service
line by a drug worker keen to keep substance 
misuse services free of people with mental illness.
Often, after numerous discussions behind closed
doors as to the suitability of this particular ‘referral’,
the unseen, and often much maligned, individual
has long since disappeared, having ‘fallen through
the net’ of professional provision, thus unwittingly
confirming their supposed unreliability and lack 
of motivation. Months or years later, the same
rejected individual reappears at the doors of less
discriminating voluntary services or, all too fre-
quently, is delivered through the swing doors of
the local casualty department.

Fortunately, as dual diagnosis has become
increasingly commonplace and recognised it has
been acknowledged that a range of different agen-
cies and workers need to work together in order to
provide skilled and effective care for people with a
combination of substance misuse problems and
mental illness. Government policy in England now
requires high quality, patient focused, integrated

care for people with dual diagnoses to be delivered
within ‘mainstream’ services. Drug and alcohol ser-
vices will continue to treat people with substance
misuse problems, but are also required to advise
and work closely with colleagues in primary care
and mental health services, often providing collab-
orative approaches to treatment, care and support
(Department of Health, 2003a).

But cross-agency and inter-professional work-
ing does not necessarily come easily and there 
is evidence to suggest that misunderstandings 
and tensions frequently diminish the undoubted
benefits that effective joint working can bring to
both service users and staff. These difficulties are
even more likely to exist where managers and
workers operate within organisations that adhere
to different, even contradictory philosophical
beliefs and clinical approaches. This is often the
case between psychiatric and substance misuse 
services or where staff in statutory services work
alongside those from the voluntary sector. Organ-
isations may exhibit different attitudes and adopt
contrary stances towards treatment regimes, 
harm minimisation, communication, management
of aggression, risk and safety, and issues of
confidentiality.

This chapter will outline some of the benefits of
shared care, inter-professional collaboration and
teamwork. It will also explore some of the tensions
and difficulties frequently reported and suggest
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some of the measures that can and should be taken
to minimise conflict and maximise cooperation,
coordination and the provision of effective, integ-
rated teamwork. For the purposes of this chapter,
the term teamwork will be be used interchangeably
with inter-professional or collaborative practice. It
is defined to include any situation where profes-
sional or non-professional workers from different
disciplines or agencies are required to work closely
with the service user and each other in order to
ensure that health and social care needs are met.
The issues discussed will be applicable whether
staff work in primary care, in hospitals, in com-
munity services, or across any or all of these. First, 
I will outline the policy framework that underpins
inter-professional practice for people with a dual
diagnosis.

Case management, the care programme
approach and dual diagnosis

Case management aims to target resources at those
most in need, reduce duplication and disorganisa-
tion in service provision, and ensure the coordin-
ated delivery of a range of services to vulnerable
and needy people. The exact shape and nature of
case management is determined by the design and
philosophy of the system created to deliver it and
the context in which it operates (Intagliata, 1982).
Since the early 1990s, services for people with 
mental illness in England have operated within 
the framework of the care programme approach
(CPA), a loosely defined form of case management
(Simpson et al., 2003a).

The essential motivation underpinning the CPA
is commendable. It is intended to provide a seam-
less service for mentally ill people, addressing both
health and social care needs through an integrated
and coordinated approach. When implemented
well it enables multidisciplinary staff to provide 
an agreed plan of care, whilst minimising inter-
professional conflict and maximising opportunities
for joint working. But the CPA was not well imple-
mented or resourced and was unaccompanied by
appropriate training. It was associated with polit-
ical and media attacks on community care, copious
paperwork and bureaucratic procedures, and was
seen as part of an emerging ‘blame culture’. This
led to patchy service provision, little enthusiasm

amongst staff and minimal impact on service users
and carers (Simpson et al., 2003b).

In response to the uneven implementation of the
CPA and concerns that there was too much focus on
the administrative aspects, the policy was reformed
(Department of Health, 1999). People with a dual
diagnosis were explicitly identified to be included
under the CPA for the first time, whether they were
located in mental health or substance misuse ser-
vices. This entitles them to an assessment of their
health and social care needs and the allocation of 
a named care coordinator who develops a plan of
care in consultation with the service user, their fam-
ily or informal carers and various care providers.
This written care plan, which should consider and
reflect the service user’s culture, ethnicity, gender
and sexuality, is given to the user. Copies are sent 
to the GPs, family carers and all health and social
care staff involved. This might include workers in
voluntary agencies, staff in hostels or supported
accommodation, as well as workers in mental
health and substance misuse services.

The care coordinator ensures that contact is
maintained with the user and that the agreed ser-
vices and interventions are delivered. The care plan
should be regularly reviewed and modified as and
when needs and circumstances change. Risk assess-
ment and management is an essential and ongoing
part of the CPA process and should include con-
sideration of risk of neglect, exploitation and 
harm from others, self-harm, suicide and anything
that threatens the safety of others. Alongside an
increased propensity to suicide (Appleby et al.,
1999) and aggression (Taylor & Gunn, 1999; Walsh
& Fahy, 2002), substance misuse also raises poten-
tial child protection concerns that may require 
specialist assessment and support (Department of
Health, 2003b).

People with more complex needs, such as dual
diagnosis, receive the ‘enhanced’ version of the
CPA (see Table 13.1). Enhanced care plans should
include instructions on what to do in a crisis and
details of how to contact someone during non-office
hours. They should also incorporate contingency
plans so that continuous care and support is pro-
vided even when key personnel are not available,
whether through sickness, holidays or any unfore-
seen situations (Department of Health, 1999).

Although there is variable evidence concerning
the effectiveness of the CPA, the evidence for case
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Table 13.2 Factors identified in effective case management approaches.

Reasonable caseloads for case manager and team Persistent, assertive approach for challenging and resistant service users

Clinical role for case manager and use of psychosocial Team planning, input and support with good team leadership
interventions

Development of therapeutic relationship with users Medication management (essential with dual diagnosis)

Long-term relationship with users, responsive to Encourage engagement with ‘mainstream’ community services
changing needs

Help with accommodation, finances, employment, Psycho-education and support with families and other carers
legal system, etc.

Aim to maximise self-determination of users Focus on individuals’ strengths, interests and resources

Majority of contact in community settings, not office Extended out-of-hours service and 24-hour emergency access
or hospital

Support with and development of daily living skills Ongoing training, development and supervision of workers

Source: adapted from Simpson et al. (2003a).

Table 13.1 Characteristics of those people more likely to 
be on the ‘enhanced’ level of the care programme approach
(CPA).

l Multiple care needs, including housing, employment,
finances, etc., requiring inter-agency coordination

l Contact with a number of agencies (including the criminal
justice system)

l More frequent and intensive interventions, perhaps with
medication management

l Mental health problems coexisting with other problems
such as substance misuse

l More likely to be at risk of harming themselves or others
l More likely to disengage from services

management approaches generally is more posit-
ive, if not without controversy and disagreement
(Simpson et al., 2003a). The key factors identified in
the provision of effective case management are
identified in Table 13.2. Without doubt, an assertive
approach to engagement and intervention, invol-
ving a high level of persistent outreach, is likely to
be a key component of the work with people with 
a dual diagnosis. This is especially so for those 
who are frequently readmitted to hospital, who 
are chaotic, homeless, or resistant to psychiatric
and substance misuse services. Other aspects of
case management, such as providing advice and 
support to obtain appropriate accommodation,
finances and employment are also likely to be 
crucial aspects of the work. The use of specific 

evidence based psychosocial interventions (Baguley
& Baguley, 1999), including those specifically
addressing substance misuse, should also be an
important component of the care coordinator’s
role. However, there can be tensions in this regard
unless organisational factors, such as excessive
workload and lack of clinical supervision, are
addressed (Grant & Mills, 2000; Simpson, 2005).

Importantly, the successful discharge of indi-
vidual responsibilities under case management can
only be achieved when clinicians are working as
part of a good team. Effective teamwork is abso-
lutely imperative when the nature of work with
users requires a high level of communication and
cooperation or interdependence between workers
in order to ‘get the job done’ (Onyett, 2002). This
lies at the heart of successful work with people with
a dual diagnosis of mental illness and substance
misuse.

Benefits of shared care and effective
teamwork

Summarising research in private and public sector
organisations, West (1999) argued that teams are
seen as the most effective way of delivering ser-
vices, with positive effects on performance, quality,
efficiency, profits, staff turnover and redundancy.
In mental health services, community mental health
teams (CMHTs) are generally perceived to be the
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most appropriate delivery system for effective
community care (Department of Health, 2002).
Advantages include multidisciplinary assessment
of needs, access to a wide range of skills and dis-
ciplines, continuity of care, shared responsibility
for clients and decisions, professional support and
improved management of workload. CMHT care
for people with severe mental illness helps services
maintain contact with users, reduces the risk of sui-
cide, cuts the time spent in hospital and is popular
with patients (Tyrer et al., 2002).

Features that appeared to be key to effective
interdisciplinary teamwork were identified by
Proctor-Childs et al. (1998) and include:

l A commitment to a shared philosophy of 
teamwork that has been consciously worked
through

l Leadership with a vision, supported by senior
professionals who cascade those beliefs to their
own discipline

l A focus on user led work that encourages
reflection on practice

l A high level of role understanding facilitated 
by joint working practices, which enhance role
visibility

l Joint care planning and goal setting that allows
exploration of professional values and beliefs

l The sharing of knowledge, skills and informa-
tion, which develops ‘team knowledge’

Effective interdisciplinary working requires each
profession to understand what other staff are doing
and why. It incorporates an appreciation of how
other disciplines understand knowledge and the
methods by which it is gained and used. Conflict
resolution, including an appreciation of the differ-
ence between responsibility and accountability, is
also central. A study of seven health and social care
teams in various settings found clear benefits for
service users where teams worked in this more
integrated, collaborative fashion (Miller et al., 2001).
Benefits include:

l Continuity of care, where professionals ‘carry
over’ interventions initiated by colleagues

l Consistency of approach and reduction of
ambiguity with a high level of shared, agreed
knowledge provided to users

l Appropriate referrals to team colleagues based
on an understanding of each other’s roles

l A holistic approach derived from joint planning
and working

l High levels of constructive problem solving

However, they found that ‘fragmented’ working,
in which individual professionals often worked
well but not as part of a team focus, was much more
commonplace. Where this occurred, many aspects
of patient management, such as problem solving,
decision making and responsibility for actions were
related to single professional groups. Partly as a
result, communication between team members was
relatively brief and tended to involve giving of
information rather than sharing of professional
perspectives. In such teams, role understanding
was superficial, with staff unable or unwilling 
to develop an in-depth understanding of each 
other’s roles. Professionals reinforced the ‘mono-
professional’ nature of clinical practice by actively
protecting role boundaries. Team leadership was
often problematic and tended to create an unsafe
environment in which communication and learning
was stifled and multi-professional collaboration
unsupported. As a result, skills and knowledge
remained within individual professional groups
and the benefits of teamworking were rarely dis-
cussed, realised or demonstrated (Miller et al.,
2001).

Effective teamworking is strongly related to 
the quality of teamwork. A major three-year study
of over 400 health care teams in England and
Scotland, including 113 CMHTs, found that 
effective teams were those that had clear team
objectives, enabled higher levels of participation,
had a greater emphasis on quality and high support
for innovation (Borrill et al., 2000). The better the
level of communication in meetings and the more
integration between different staff, the better and
more innovative were the approaches to patient
care. More reflective CMHTs were also found to be
more innovative. Reflective teams are those that
‘reflect upon their objectives, strategies, processes
and their organisational and wider environments,
plan to adapt to their tasks, and make changes
accordingly’ (West, 1999).

Team leadership was again found to be import-
ant. Where there was lack of clear leadership, team
members reported low levels of effectiveness 
and this was associated with poor quality team
working, less participation by members and lack of
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clarity about objectives. In all types of health care
teams studied, Borrill et al. (2000) also found that
better team functioning was associated with better
mental health amongst staff. In contrast, staff in
teams with poor leadership and low levels of com-
munication reported higher levels of stress and
psychological ailments.

The findings from these studies suggest that any
attempt to establish shared care arrangements for
people with dual diagnoses will need to ensure a
number of key factors are in place. These include:

l Safe environments and meetings in which effect-
ive sharing of information and professional
knowledge takes place

l Structures and support that enable high levels
of constructive participation, joint planning of
care and decision making

l Multi-professional support for strong, consen-
sual leadership that considers, includes, values
and unites the different professions

l Clear aims and objectives for the team with 
an underpinning philosophy of high quality
user focused care, team reflexivity and 
responsiveness

These will be absolutely crucial for the success 
of shared care projects and the provision of 
effective, innovative care for people with dual 
diagnoses. However, there is plentiful evidence
that numerous barriers and difficulties are likely 
to threaten integrated working unless these are
recognised, considered and addressed. I shall 
consider these now.

Problems with inter-agency and 
inter-professional practice

Attempts to establish multidisciplinary teamwork-
ing in health and social care have faced numerous
difficulties, with the potential benefits often not
realised (Leathard, 1994; West & Poulton, 1997).
Barriers, often predicated on issues of hierarchy,
social class and gender, include communication
difficulties, power imbalances, interpersonal and
inter-professional conflict, differing leadership
styles, inequalities in status and pay and various
organisational factors (Leathard, 1994; Firth-
Cozens, 1998). The tendency for professional work-
ers to protect their individual positions rather than

work cooperatively is always likely to be a key
obstacle to the successful working of multidis-
ciplinary teams (Beeforth et al., 1990).

Doctors in particular, being the dominant profes-
sion, have a lot to lose through inter-professional
collaboration and may understandably resist any
loss of their power or authority (Mackay et al.,
1995). Inter-group stereotypes also hamper effect-
ive team working (Carpenter, 1995), and tend to
underpin some of the ‘games’, tactics and negoti-
ations that have characterised communication 
and interactions between doctors and nurses over
the years (Stein, 1978; Allen, 1997; Wicks, 1998).
Relations between nurses and social workers can
also be difficult (Edwards & Garrety, 1998) with
each bringing their own historical allegiances, 
suppositions and strong ideological differences
(Brown, 1989; Bywaters, 1989; Dalley, 1989). It has
even been suggested that community mental health
teams were, at least partly, created to contain and
resolve the tensions between professional groups
without explicitly addressing the fundamental dif-
ferences in culture and practice that exist between
the different agencies and professions (Peck, 1995;
Onyett et al., 1997). The addition of substance 
misuse workers with another set of approaches,
ideas and philosophies can only add to the inter-
professional fun and games.

Professional groups tend to hold different views
about the role and importance of teams, with 
psychiatrists and psychologists, in particular, often
experiencing high levels of conflict over issues 
of leadership, responsibility and philosophical
approaches (Mistral & Velleman, 1997). A range of
views are essential to a multidisciplinary approach,
but where destructive differences are not addressed
those in inferior hierarchical positions tend to feel
alienated, with the potential loss of their know-
ledge and input to the team (Cott, 1998). The
Confidential Inquiry into Homicides and Suicides
found that inter-professional disagreements were
often detrimental to the care of the user, with the
potential for tragic consequences (Royal College of
Psychiatrists, 1996).

Research into community psychiatric nurses
(CPNs) working in CMHTs found that CPNs 
in teams marked by more problematic inter-
professional dynamics did not participate or com-
municate as readily in team meetings (Simpson,
2004). They and other team members, including
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social workers and occupational therapists, became
inhibited, and their ability to discuss and coordin-
ate the care of their clients was severely ham-
pered. Where there was a perceived lack of safety 
in the team meetings, CPNs and others failed to 
disclose and discuss important information about
service users that included issues of serious risk.
When psychiatrists acted disrespectfully, or when
they undermined the contribution of other profes-
sionals, staff tended to reduce their participation,
withdraw from meetings and assume defensive or
even obstructive positions within the team. There 
is enormous potential for such interdisciplinary
tensions to erupt in teams drawn from different
agencies and professions to meet the needs of 
people with dual diagnoses.

Other research has found that staff working
within multidisciplinary teams are often reluctant
to comply with operational directives aimed at
facilitating inter-agency working. They adhere to
their own professional cultures and there is an
absence of a strong philosophy of care shared by all
groups. Factors originating in training and main-
tained by professional socialisation can undermine
attempts to establish and sustain inter-professional
collaboration (Norman & Peck, 1999). Staff, 
particularly psychiatrists and psychologists, often
express concerns over the loss of autonomy and
revert to their own professional groups for ‘protec-
tion’. Norman & Peck (1999) suggested that CPNs
were less concerned over loss of autonomy as they
had always worked within hierarchies. However,
this is contradicted by other research in which
CPNs greatly resented the loss of clinical autonomy
that came with CMHT working. CPNs closely man-
aged by a combination of psychiatrists, team man-
agers and senior managers expressed concerns
about the dilution of their role and the impact on
professional boundaries (Kashi & Littlewood,
2000). CPNs felt that they were being ‘redirected
towards traditional activities [and] controlled by
psychiatrists’, and experienced ‘increasing profes-
sional rivalry and suspicions within the practice
arena’ (Kashi & Littlewood, 2000). In my own
study, CPNs often reported concerns that their 
traditional psychotherapeutic role was being 
subsumed by the need to address social care needs
previously associated with the social worker role
(Simpson, 2005); a finding reported elsewhere
(Miller & Freeman, 2003).

Role substitution, or generic working, leads to
concerns that ‘role boundaries are muddled, result-
ing in unclear lines of accountability and respons-
ibility and deskilling’ (Norman & Peck, 1999).
There are also concerns that such moves reduce 
the range of skills available within a team to meet
users’ needs. This can create increased adherence 
to professional culture, defensive manoeuvres 
and inflexible demarcation as roles are stoutly
defended.

In a study of three CMHTs, Brown et al. (2000),
reported that different team members saw role
boundaries differently. Some wanted to work
towards removing role boundaries in order to
develop interdisciplinary teamwork, whilst others
expressed concern that the erosion of boundaries
would result in role confusion and the develop-
ment of ‘generic’ mental health workers. In such a
model, all team members would be doing the same
or ‘meddling’ in each other’s areas of expertise,
when they saw it as a strength and an advantage
that the CMHTs could offer service users a variety
of skills and approaches from different professional
backgrounds. So, there was a dichotomy between
those who thought it important that different 
professions maintained their separateness, whilst
others within the same teams believed that it was
beneficial for professional roles to ‘blur’ or develop
to incorporate skills and knowledge from team col-
leagues. A third point of view wanted team mem-
bers to concentrate on what they were each good at
and to recognise and communicate the limits of
their own knowledge and expertise.

Clearly, in the light of these findings, any attempt
to introduce new roles such as substance misuse
worker, or to redefine existing roles or responsib-
ilities, need to be considered and implemented 
skilfully. This is particularly so at a time of enorm-
ous change, in which many professionals feel
under threat and are uncertain of their professional
status and futures (Kennedy & Griffiths, 2000).

Structure and procedures

Team structures and procedures are also import-
ant. In the study by Brown et al. (2000), decisions
had been made to introduce a level of ‘democracy’
in the running of the teams, so, for example, a
‘rolling chair’ for team meetings was introduced
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with a different person chairing or taking minutes
each week. However, this lack of clear structure 
left most people unhappy, feeling ill-equipped 
and unprepared for such tasks. As a result, the
meetings and the team itself were experienced as
insufficiently stable or secure, creating a ‘sense 
of inadequacy’ rather than empowerment (Brown 
et al., 2000). Several staff members were required 
to work across different teams, which also under-
mined the coherence of the teams studied. The
authors suggested that contrary to the aims of the
management, attempts to remove boundaries were
having the effect of reinforcing them. Similarly,
difficulties were also identified in my study of
seven CMHTs, when teams lacked clear objectives
or there was a lack of structure or agreed proce-
dures (Simpson, 2004). Inadequate arrangements
for accepting referrals, allocating work within
teams and running the team meetings led to repeti-
tion of work and time wasting as the same issues
were continually rehashed. It also created resent-
ment and suspicion when workers perceived that
others were ‘not pulling their weight’ or were not
subject to the same organisational demands and
strictures. Other studies in both hospital and com-
munity health and social care settings have stressed
the importance of boundaries and structures in the
maintenance of workers’ psychological safety and
security (Menzies, 1960; Bowers, 1992; Bray, 1999).
Such personal security, it has been argued, is essen-
tial in allowing staff to feel secure in their work
with service users and will be particularly so with
the challenges faced in working with people with
dual diagnoses.

Onyett et al. (1997) stressed the need for organisa-
tional managers to ensure that multidisciplinary
teams have clear aims and objectives and good
internal structures for operational management.
Ovretveit (1993; Ovretveit et al., 1997) made similar
recommendations for the design and planning of
teams, and suggested that whilst personalities are
important, lack of operational structure makes it
difficult for even the ‘most willing and cooperative
of people to collaborate with others’ (Ovretveit,
1993). He explained how there are usually organ-
isational or structural explanations for difficulties
within teams that are frequently blamed on ‘per-
sonality clashes’. For example, issues like a team
leader not being able to get the information needed
from a team member, or a team never confronting

or making difficult decisions, are often explained in
terms of the personalities involved. Or a legitimate
concern about the quality of another team mem-
ber’s work is reduced to a ‘conflict of personalities’,
when there were not agreed arrangements in 
place for monitoring and support, or for properly
addressing and raising such issues without ‘per-
sonalising’ them (Ovretveit, 1993).

As well as conflict within teams, there is also
enormous potential for conflict between the team
and the parent organisation, even more so when
teams are answerable to a variety of statutory and
voluntary organisations. Conflicting boundaries
within therapeutic organisations tend to be prob-
lematic, especially where governmental or man-
agerial policies are at odds with the therapeutic
priorities held by the clinicians and service users. 
In certain circumstances teams can become united
in their conflict with organisations, but in such 
situations it is rare that the needs of either the team
or the service users will prevail (Pietroni, 1995).
Tension between clinical teams and organisations
was identified in focus groups of ‘experts’ in mental
health that included practitioners, educators, aca-
demics, service users and carers. Staff saw the risk
aversive organisational culture of NHS trusts as
obstacles to delivering effective care (Warner et al.,
2001).

The potential for disagreements about issues of
risk is likely to be magnified when working with
people with dual diagnosis. The potential for risky
scenarios is greater and the chance that staff from
different agencies will share perspectives on how
best to assess, predict and manage risky behaviours
is likely to be remote. It is important that staff 
are aware of these potential inter-professional 
‘hot-spots’ and are able to discuss and agree a 
pragmatic, shared approach. One issue that often
complicates such discussions is that of patient
confidentiality, which is discussed next.

Confidentiality

Issues around confidentiality and disclosure are often
difficult for mental health staff. The number of 
people and agencies involved in the care of people
using mental health services can be surprising.
Alongside immediate staff that may include 
GPs, psychiatrists, various nurses and health care 
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assistants, occupational therapists, psychologists,
social workers and advocates there can be a range
of other people and agencies involved, each acquir-
ing and passing on sensitive client information.
Other staff that might frequently be involved could
include benefits and financial advisers, social secur-
ity staff, housing officers and housing support
workers. Szmukler & Holloway (2001) have out-
lined just how difficult, if not impossible, it is to
maintain client confidentiality in mental health 
services given the vast range of agencies involved.
The addition of substance misuse services simply
magnifies the problem. Alongside the addition of
drug and alcohol workers, needle exchange staff
and counsellors, it is not unusual for people with
substance misuse problems to have contact with
the police, probation officers, solicitors and court
officials.

Staff working in these agencies might have quite
different expectations regarding what constitutes
confidential information. There might be difficult
situations where information considered personal
and confidential by one person is considered abso-
lutely crucial information that needs to be passed
on and documented by others before key decisions
can be made. For example, discussions over the
allocation of accommodation would involve con-
sideration of previous criminal and other risky
behaviour in order to consider the safety of other
residents in shared accommodation or neighbour-
hoods. It would not be untypical for such issues 
to be factors in the lives of people with drug and
alcohol histories.

Issues of confidentiality can be particularly com-
plex and challenging for staff working with people
who misuse illicit substances. The position con-
cerning knowledge of possible illegal behaviour by
clients and the responsibilities of service providers
and their staff to act on that knowledge has become
more sensitive and grievous following the case of
the ‘Cambridge Two’ in the late 1990s (Simpson,
2000). The director and manager of a day centre 
for homeless people in Cambridge, England, were
jailed for five and four years respectively when the
courts found that they had not taken sufficient
steps to prevent the selling of illicit drugs on or in
the vicinity of their premises. The severe sentences
passed on two experienced and respected workers
have serious implications for staff in a range of
health and social care settings. People who have a

drug addiction often sell small amounts to their
friends as a way of financing their drug use. The
judge’s ruling in this case says that if staff are aware
of the trading of drugs and do not take action to
prevent it they are guilty of ‘knowingly permitting’
the supply of the drug and could face prosecution
and a hefty jail sentence.

In such a complex environment and when deal-
ing with such potentially devastating situations, it
is imperative that staff working jointly with people
with a dual diagnosis ensure that they have an
unambiguous and agreed understanding of where
their responsibilities lie. There should be a clear
policy and guidelines on the sharing and disclosure
of client information with particular attention paid
to potential risk factors and criminal activity.

Conclusion

It is now recognised that a range of different agen-
cies and workers are required to work together in
order to provide skilled and effective care for people
with a combination of substance misuse problems
and mental illness. The evidence suggests that 
service users and staff stand to benefit from well
planned, integrated teamwork. It is also clear that
there are numerous tensions and difficulties that, if
not considered and addressed, hold the potential to
derail any attempt at establishing shared care and
teamwork. Consider the following essential points:

l Encourage open discussion of roles and respons-
ibilities between mental health staff and sub-
stance misuse workers and establish an agreed,
written operating policy, which should include
a review date.

l Encourage role shadowing and sharing in order
to develop knowledge and understanding of
each other’s roles, skills and underpinning
philosophies.

l Establish regular team teaching sessions or
‘master classes’, in which one or more members
lead an exploration of their professional con-
tribution to the care of service users.

l Establish a mechanism for discussing and
resolving disputes and differences of opinion. If
you have a procedure you will be less likely to
use it. If you do not have one, disagreements
often become intractable arguments.
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l Identify and discuss areas of potential con-
flict and seek compromise and agreement, 
for example referral criteria, admission and 
discharge criteria, abstinence versus harm 
minimisation, risk assessment and management,
confidentiality.

l Establish clear leadership and organise regular
reviews of working practices, procedures and
policies. Use the arrival of new staff or the 
introduction of new national or local policies 
to reflect on the aims and purpose of the team.
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14 Primary Care and Dual Diagnosis

R. Lawrence

Introduction

Substance misuse has a high prevalence amongst
patients with mental health problems and vice
versa. Primary care services have been identified as
being particularly important in provision of care in
terms of contributing to identification, assessment,
engaging in treatment, referral to specialist services
and the offering of a continuity that clients with
complex issues associated with dual diagnosis
require (Chilton, 2005; Gerada, 2005). This chapter
will consider the prevalence of dual diagnosed
clients presenting to primary care, clinical pres-
entations and implications for assessment, service
developments, the provision of general and specific
services and treatment within primary care, liaison
with specialist services, and training needs within
the primary care team, to ensure a high quality of
care and practitioner development.

Dual diagnosis in primary care

Estimates for dual diagnosis in substance misusing
and mental disorder populations are high. One
third of heavy drinkers have associated mental
health problems and half of dependent drug takers
have mental health problems of varying severity
(Department of Health, 1999a). In a study of com-
munity mental health teams and substance misuse

treatment centres in four inner-city areas, 44% of
CMHT clients reported previous year problematic
drug use and/or harmful alcohol use, and 75% of
drug service clients had a previous year psychiatric
disorder (Weaver et al., 2003). High rates of dual
diagnosis have also been identified in homeless and
prison populations (Farrell et al., 1998).

Primary care teams are therefore becoming
increasingly involved in the provision of care 
for substance misusers and by implication those
with dual diagnosis. A Department of Health
review concluded that all drug misusers need to
have access to primary care services, and that GPs
are well placed to identify and offer advice to drug
misusers who may not be in touch with specialist
services (Department of Health, 1996). The review
identified a dual role for GPs providing treatment:
the provision of general medical services and
specific treatment for substance misuse, including
identification, referral, harm minimisation and
undertaking of shared care with a specialist service.
Although it is not always appropriate for many
dual diagnosed patients to be managed within a
shared care model, all patients require general med-
ical care from a GP (Department of Health, 1999a).
In a survey by Strang et al. (2005) half of responding
GPs in England and Wales had seen a drug user in
the preceeding month, with half of these prescrib-
ing substitute medications. Across the country, it is
estimated that 32% of GPs are involved in care of
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drug users. Increased involvement in care provi-
sion for substance misusers, together with the fact
that a significant proportion of GP consultations
(one in four) are with people suffering with mental
health problems (Department of Health, 2000)
means that primary care teams are seeing more
patients with dual diagnosis. Frisher et al. (2004)
estimate that the average GP practice in 1993 had 
a statistical figure of 3.5 dual diagnosed patients,
increasing to 6.8 by 1998, with (by extrapolation)
increases to 11.3 for 2003 and 14 by 2006. Where 
primary care teams are working with particularly
vulnerable populations or in inner-city areas 
the prevalence of dual diagnosis may further be
increased.

Dual diagnosis is defined as a concurrent 
existence of substance misuse and one or more 
psychiatric disorders (Gafoor & Rassool, 1998;
Department of Health, 2002). However, the rela-
tionship between the disorders can be complex and
dynamic, and there may be diagnostic uncertainty
on presentation. In addition, the implications of
these concurrent disorders means that the indi-
vidual is at increased risk of physical health 
problems, homelessness, isolation, unemployment
and debt. The individual can therefore present in
primary care with what can be termed multiple
morbidity (Gerada, 2005), experiencing a range of
problems that need addressing, as well as mental
health and substance misuse issues.

Treatment provision for dual diagnosed patients
in the UK has been influenced in recent years by
three developments: enhancing of service provi-
sion specifically for the dual diagnosed and pub-
lishing of good practice guidelines (Department 
of Health, 2002), increasing provision of shared
care for drug misusers in general, and the develop-
ment of a commissioning framework for adult sub-
stance misuse treatment, Models of Care (National
Treatment Agency, 2002). Development of a com-
missioning framework for treating alcohol misuse
will further shape service provision.

Three types of treatment service models for 
treating dual diagnosis have been identified
(Department of Health, 2002): serial treatment,
where one disorder is treated before another; 
parallel treatment, where there is concurrent treat-
ment but from separate service providers; and 
integrated treatment, where the psychiatric and
substance misuse problems are treated by the same

staff team. Serial treatment can be disadvantaged
through problems identifying the primary and sec-
ondary diagnosis, and poor outcomes can occur for
treating the primary diagnosis due to delays in
treating the secondary diagnosis (Crawford et al.,
2003). Shaner et al. (1998) reviewed cases of diag-
nostic uncertainty for chronically psychotic cocaine
abusers and concluded that it was frequently
difficult to distinguish schizophrenic symptoms
from chronic substance induced psychosis. There-
fore clinicians should consider initiating treatment
for both disorders with clarification of diagnosis
developing once the patient is stabilised. Minkoff
(1989) proposed a model in which both diagnoses
are seen as primary, to allow for the integration of
concurrent treatment. It is suggested that an integ-
rated treatment approach by one team appears 
to deliver better outcomes than serial or parallel
care (Department of Health, 2002). There have 
been methodological problems in comparing treat-
ments, for example differences in definitions and
diagnosis, treatment delivery and changes in pat-
terns of substance use (Crawford et al., 2003; Jeffery
et al., 2004). There is an opinion that further evid-
ence based research with well designed controlled
clinical trials is required to support the assertion, as
clinical studies so far have not demonstrated a clear
advantage over standard care (Jeffery et al., 2004).
Integrated treatment services, where available, are
focused on treatment for those who are severely
mentally ill.

Finch (2004) notes that guidance on the manage-
ment of dual diagnosis has focused mainly on the
severely mentally ill group. Dual diagnosis clients
present within primary care with substance misuse
and mental health problems ranging from mild to
severe. Whether they are referred to specialist ser-
vices (mental health or substance misuse services),
or are managed within primary care will depend on
the severity of the problems.

Shared care and care plan approach

The mental health service should take the lead in
the treatment of the severely dual diagnosed with
patients being on the care plan approach (Depart-
ment of Health, 2002). Finch (2004) notes that a
significant proportion of dual diagnosed patients
presenting to primary care services, particularly
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those that are mainly opiate users, suffer mild to
moderate mental health disorders (anxiety or panic
disorder, depressed mood, personality difficulties).
These are not severe enough to be managed by 
a community mental health team under the care
plan approach. In these instances responsibility for 
management will mainly lie within the primary
care team, normally sharing care with a substance
misuse specialist service (whether that is within the
primary care team with GP prescribing and linked
drug/alcohol workers, or in liaison with a special-
ist prescribing and/or counselling service). It is
important that primary care practitioners know the
level of co-morbidity their service can deal with,
when to ask for additional support and the referral
procedures for the appropriate specialist services.
In addition, if the patient is not under the care plan
approach there should still be a form of care plan
and coordination (National Treatment Agency,
2002). In joint working, clarification and agreement
for all key aspects of the treatment process must 
be achieved for effective care delivery (Checinski,
2002). The treatment approach needs to be flexible
and tailored to the patient (Flanagan, 2002) and
close collaboration and communication between
teams is required. When there are potentially 
several services involved in treatment delivery 
the primary care practitioner can play a role in
ensuring clients do not fall between services by
facilitating coordination between different care
providers (Gerada, 2005).

Shared care is a model that can be applied to any
close cooperative work between agencies/services
in the provision of treatment. With regards to 
substance misuse the Department of Health (1996)
defined it as:

‘The joint participation of specialists and GPs (and
other agencies as appropriate) in the planned
delivery of care for patients with a drug misuse
problem, informed by an enhanced informa-
tion exchange beyond routine discharge and
referral letters. It may involve the day-to-day
management by the GP of the patients’ medical
needs in relation to his or her drug misuse. 
Such arrangements would make explicit which
dimension was responsible for different aspects
of the patients’ treatment and care. These may
include prescribing of substitute drugs in appro-
priate circumstances.’

The shared care model has developed in different
ways according to local conditions and includes GPs
providing normal medical services in close liaison
with a specialist drug/alcohol service, GPs prescrib-
ing substitute medication in liaison with specialist
services and GPs providing care supported by prim-
ary care based drug/alcohol workers.

Research indicates ‘good’ outcomes are equally
likely for primary care and specialist services in
terms of reduction in drug use, reducing injecting
related risks, reduced crime, retention in treatment
and improvements in physical and psychological
health (Lewis & Bellis, 2001; Gossop et al., 2003).
Some evidence also suggests that those treated in
primary care are more likely to be immunised
against hepatitis B (Lewis & Bellis, 2001). A key to
the success of shared care is the level of specialist
support available to the GP and primary health 
care team, ease of access to support and close 
collaboration between parties. There should be
development of local shared care guidelines 
incorporating standardised assessment, treatment,
referral protocols, roles, responsibilities, support
mechanisms, monitoring and evaluation, arrange-
ments, identification of knowledge and training
needs, and strategies to develop this. For psychi-
atric co-morbidity the primary care team should
have access to medical/clinical leadership and/or
advice from mental health specialists even if the
patients’ mental health will be primarily managed
within the primary care team (Department of
Health, 2002).

Models of care and primary care settings

Models of Care (National Treatment Agency, 2002)
sets out a national framework for commissioning 
of adult treatment for drug misuse. It describes 
services for drug users as being grouped into four
tiers (see Chapter 17):

l Tier 1: non-substance specific services requiring
an interface with drug and alcohol treatment
services, for example primary care, general
medical services, community pharmacists

l Tier 2: open access drug and alcohol treatment
services with aims of engagement in treatment
and reducing drug-related harm

l Tier 3: structured community based drug 
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treatment services (incorporating substitute
prescribing and counselling)

l Tier 4: in-patient or specialist services, for ex-
ample rehabilitation centres, day programmes,
in-patient detoxification, liver specialists

Primary care services that are non-substance
specific can mainly be located in tier 1 and can act as
access points for referral and treatment. Primary
care based drug/alcohol drop-in services can be
placed in tier 2, and shared care schemes can 
be placed in tier 3. When substance misuse is
identified the tier 1 care provision plays an import-
ant part in liaising and interfacing with treatment
offered at other tiers and, as such, spans across the
tier framework.

Models of Care suggests the treatment principle
should be harm minimisation, with there being a
reduction in various forms of drug-related harm
until the user is ready and able to come off drugs. 
A range or hierarchy of goals have been identified
for treatment:

l Reduction of health, social and other problems
directly related to drug misuse

l Reduction of harmful or risky behaviours asso-
ciated with drug misuse

l Reduction of health, social or other problems
not directly attributable to drug misuse

l Attainment of controlled, non-dependent, or
non-problematic drug use

l Abstinence from main problem drugs
l Abstinence from all drugs

The harm minimisation approach and treatment
goal range/hierarchy can inform the delivery of
treatment undertaken by the primary care team.

Assessment and treatment

Primary care teams can offer general services and
also interventions specifically for substance mis-
users and the dual diagnosed as detailed below:

l Assessment and treatment of physical illness
and referral on to other medical services

l Assessment and treatment of mental health
problems and referral to psychiatric services

l Identification of drug/alcohol problems, assess-
ment and referral to appropriate services

Practitioners should be alert to opportunities for

identification and screening for substance misuse.
If a patient is presenting with needle marks, skin
infections secondary to scratching, cellulitis, skin
ulcers and abscesses then possible substance mis-
use should be explored. If a patient is presenting 
for analgesia or sedatives then substance misuse
history may be explored if the patients’ history is
not known. If a patient is presenting with anxiety 
or affective disorder substance use can be checked
for. Alcohol use should be routinely discussed,
whether or not physical or mental problems asso-
ciated with alcohol misuse or dependency are 
evident. Early detection of problem drinking and
subsequent brief interventions can lead to positive
behaviour changes (Sims & Iphofen, 2003). When
screening for substance use it is important to
undertake it in a non-threatening, empathic, non-
judgemental manner and environment (Chilton,
2005).

l General health promotion and advice together
with substance specific advice when misuse
is identified. Practitioners should familiarise
themselves with the physical and mental health
consequences of particular substances to advise
users. Advice on the harm that can occur for
different methods of drug administration, for
example injecting and snorting should be pro-
vided. Overdose awareness should be discussed.

l Screening for blood borne viruses (hepatitis B
and C and HIV) or referral to specialist clinics
for this. One third of patients with dual dia-
gnosis may be sero-positive for HIV, hepatitis B
or C (Department of Health, 2002). It is recom-
mended that drug users should be offered
immunisation against hepatitis B, whether or
not they are injecting drugs, as non-injectors 
can move on to injecting (Coffey & Young,
2005). It is also recommended that there is no
need to carry out pre-vaccination testing for
hepatitis B, as the patient may disengage before
being immunised. The Royal College of General
Practitioners (RCGP) guidelines recommend
vaccinating all injecting drug users against 
hepatitis A, and that hepatitis B vaccination
should be offered to partners and children. For
hepatitis C diagnosed patients there should be
liaison with specialist services regarding treat-
ment (Department of Health, 2001). There should
also be care and advice to help patients move



144 Dual Diagnosis Nursing

away from behaviour that may result in acquir-
ing or spreading HIV, and there should be 
facilities to provide condoms (ACMD, 1988).

l Family planning advice.
l Advice and screening (or referral on) for sexu-

ally transmitted diseases.
l Abscess dressing and wound care by the prac-

tice nurse.
l Midwifes and health visitors are important in

providing support to dually diagnosed mothers,
in advising them on effects of substances on
pregnancy and impact on childcare, monitoring
mental health and general stability, liaison with
mental health teams, substance misuse services,
social services, as well as antenatal and paedi-
atric services.

l The primary care team can act as a resource to
support family members (Copello et al., 2000).

l Pharmacists can be a point of contact for general
health information. They can provide a needle
exchange service and in shared care schemes
can provide supervised dispensing of opiate
substitute medication if necessary. Drug inter-
actions and adverse reactions can be monitored.
They may also be able to identify the misuse of
over-the-counter medications.

l Dental services can provide support to sub-
stance misusers whose lifestyles have caused
neglect of teeth or whose substance misuse 
has directly caused teeth problems, for example
ecstasy use causing grinding down of teeth.

When assessing patients, practitioners should be
aware of groups warranting specific attention
(Department of Health, 2002):

l Young people: substance misuse is a major con-
tributing factor in the development of mental
health difficulties for this group.

l Homeless people: there are high levels of 
concurrent disorders (Farrell et al., 1998), and
homelessness almost trebles a young person’s
chance of developing mental health problems
(Department of Health, 2002).

l Offenders also have higher rates of dual diagno-
sis (Farrell et al., 1998) and can be particularly
vulnerable to fatalities: drug-related mortality
among newly released offenders is high in the
immediate post-release period, with risk of
mortality much higher than the general popula-
tion (Farrell & Marsden, 2005).

l Women: it is suggested that substance misusing
women are more likely to present with psycho-
logical difficulties than associated substance
misuse, tend to access drug/alcohol services
later than men, are more likely than other
women or men to have experienced sexual,
physical and/or emotional abuse, and can be
deterred from accessing services for help due 
to fears of having their children removed
(Crawford et al., 2003).

l People from ethnic minorities: the Department
of Health (2002) notes that severe mental illness
and substance misuse can present differently
across cultures and ethnic groups. Services
should therefore seek to be suitable and sensit-
ive to the needs of each ethnic group (see
Chapter 9).

In the assessment practitioners should clarify the
following:

l The reason for presentation.
l Substances of misuse and the pattern, methods,

context and severity of use. Full details of use in
the previous four weeks, together with a sub-
stance misuse history starting from first use of
substances should be gathered. Whether or not
patients are sharing needles, pipes and other
using equipment should be explored. Urine
screening and alcohol breath tests will also 
provide further clarification.

l A physical examination should be undertaken
and a medical and psychiatric history taken.

l A mental state examination should be provided
which will cover appearance, behaviour, speech,
mood, thoughts, cognitive state and insight
(Gelder et al., 2003).

l Family history of physical/mental illness/
substance misuse should also be noted.

l Personal history (including details of relation-
ships and children).

l Sexual behaviour.
l Forensic history.

There may be diagnostic uncertainty as restless-
ness, paranoia, anxiety and irritability might indic-
ate intoxication with stimulants, hallucinogens 
or opiate withdrawal. Depression can be caused 
by withdrawal from stimulants, or by alcohol or
sedative drugs. Delusions and hallucinations can
be caused by stimulant or hallucinogen use. Such
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presentations will affect the eliciting of informa-
tion from the client. There should be ongoing risk
assessment covering risk of suicide/self-harm, 
risk of self-neglect, risk to others, risk from others
and other risks identified. Phillips (2000) notes
significantly higher rates of violence for dual diag-
nosis when compared to single diagnostic groups.
The assessment should identify factors contribut-
ing to a high risk and how substance use features in
this, and this should be discussed and reviewed
with the patient (Martino et al., 2002). The risk
assessment should also identify those professionals
that need to be informed of the assessment. The
style of intervention can also change towards 
crisis intervention and management as risk levels
increase (Martino et al., 2002).

In provision of treatment GPs should be aware 
of particular influences substances may have on
mental health presentation. Opiates may mask
symptoms (Maremmani et al., 2003), cannabis use
may worsen the prognosis for schizophrenic dis-
orders (Hall, 1998) and exacerbate symptoms 
of psychosis (Iversen, 2003), cocaine may cause
depressive symptoms and paranoid delusions
(Gafoor & Rassool, 1998) and in the absence of stim-
ulants delusional symptoms may subside. There
may be diagnostic uncertainty when symptoms
present, for example for some cannabis users acute
psychotic reactions occur in clear consciousness
and are indistinguishable from schizophrenic like
psychosis (Harrison & Abou Saleh, 2002). Primary
care treatment providers need to decide how to
manage this uncertainty as part of the care plan.
Substance misuse can also create adverse complica-
tions for mental health treatment compliance and
Poole & Brabbins (1996) note that it is associated
with increased rates of relapse in the chronically
mentally ill.

If prescribing methadone, there may be a need to
provide a higher stabilisation dose than for non-co-
morbid clients. The reasons for this are not estab-
lished. Features of some co-morbid opiate users
include polydrug use, more chaotic lifestyle and
persistent psychiatric symptoms, which may raise
the stabilisation level required (Maremmani et al.,
2000). Methadone may also mask the presentation of
psychotic symptoms due to its anti-dopaminergic
qualities suppressing the hyperactive dopaminergic
system in schizophrenic disorders. As metha-
done is reduced there may be a re-emergence of

symptoms (Levinson et al., 1995; Schifano, 2002;
Maremmani et al., 2003). There is also a risk of 
major depressive episodes during or shortly after
methadone tapering; therefore, it should be under-
taken more slowly than for non-co-morbid clients,
and caution must be exercised with dosages of
antipsychotics and antidepressants if required,
given the possible interactions with methadone
(Maremmani et al., 2003). Practitioners should 
be aware of the possible lethal interaction of
methadone with other drugs, for example tricyclic
antidepressants (Agath, 2004). Where there is 
moderate depression or anxiety prior to starting
methadone or buprenorphine treatment, the effects
of stabilisation on the medication should usually be
awaited before specific psychiatric treatment is
undertaken (Seivewright, 2000). For cocaine users,
SSRI antidepressants should be used only if under-
lying depression is confirmed and stimulant use is
stopped (Shapiro, 2004). If cocaine use continues
SSRIs should be used with caution due to the risk of
the rare occurrence of serotonergic syndrome.

Evidence based treatment

Spencer et al. (2002) notes reviews by Drake et al.
(1998) and Siegfried (1998) that indicate that more
successful treatments for dual diagnosis clients
involve cognitive behavioural approaches such 
as relapse prevention (Marlatt & Gordon, 1985) 
and motivational interviewing (Miller & Rollnick,
1991). Martino et al. (2002) and Graham (2004)
describe tailored models of cognitive behavioural
integrated approaches that combine treatment for
both disorders and explore the connection between
them. It is important to establish the motives and
expectations for substance use and gain an under-
standing of the clients’ drug using knowledge and
practice (Phillips & Labrow, 2000; Spencer et al.,
2002). Although there may be some self-medication
for relief of mental disorder symptoms or negative
side effects of medication, other reasons such 
as enhancement of mood, social interaction and 
coping strategies will inform a tailored treatment
plan. Motivational interviewing can help the client
identify harms associated with use, and stages of
change theory and a harm reduction approach can
help match viable treatment interventions for each
substance the client is using. The degree to which
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specialist cognitive behavioural therapy is avail-
able for the primary care team is limited. Therefore,
brief psychological interventions such as motiva-
tional interviewing and solution focused brief
interventions, together with the development of a
therapeutic relationship are important to keep the
patient engaged in treatment.

Training and development

To ensure a high standard of service delivery it 
is necessary to identify staff training needs and
implement an organisational strategy to meet train-
ing requirements. The training should cover shared
care for treatment of general substance misuse,
with additional specific training focusing on dual
diagnosis.

The Department of Health (1999a) recommends
that local shared care guidelines should incorpor-
ate identification of skills, knowledge, training
needs and strategy. The proposed training curric-
ulum should cover background issues, the role of
shared care schemes and primary care in treating
dual diagnosis, treatment issues, prescribing in 
primary care, roles of different agencies and inter-
agency protocols, and other health issues relevant
to substance misuse, for example blood borne
viruses. Where possible, formal recognition of 
competence should be made. The training should
be compatible with national training standards
such as those detailed in Drug and Alcohol National
Occupational Standards (Skills for Health, 2005). The
training should incorporate three main strands:
inter-agency collaboration and information ex-
change through inter-agency training, theoretical
and skills based training, together with supervision
and practice development (Department of Health,
2002).

Training programmes should take into account
the different levels of involvement within primary
care teams to ensure that all team members (clinical
and non-clinical) have the opportunity of develop-
ment (Department of Health, 1999a). Heuston et al.
(2001) highlighted that managers and receptionists
wish to receive and should have training and sup-
port for their contribution to managing substance
misusing clients. This would include training 
concerning mental health issues and would have
the additional benefit of contributing to general

staff training for patients with mental health prob-
lems. Training delivery to specific staff groups
should be flexible and creative to facilitate as high
attendance as possible.

Ford & Ryrie (2000) showed that GP training for
substance misuse increased the level of treatment
activity, together with GP confidence and willing-
ness to treat. The Royal College of General
Practitioners has developed training for general
and enhanced GP involvement in the treatment of
substance misusers (RCGP, 2005) and issued treat-
ment guidelines for opiate substitute prescribing
and crack and cocaine use (Ford et al., 2004;
Shapiro, 2004; Ford et al., 2005). This peer training
and support can significantly enhance treatment
delivery. Local areas can incorporate additional
training requirements for dual diagnosis into the
training programmes, forums and peer support
meetings that have the RCGP training scheme as
their base.

Conclusion

Presentations to primary care services of patients
with dual diagnosis are increasing. Management of
such patients can be challenging due to the com-
plex and problematic relationship between mental
health and substance use, associated physical and
social problems that can develop, and instability
that can adversely affect treatment compliance.
Episodes of co-occurring disorders can be acute 
or chronic in nature. There can be diagnostic uncer-
tainty, with establishment of a primary and sec-
ondary diagnosis sometimes only being clarified
once stability is achieved. Both disorders are asso-
ciated with chronic relapses, which can then trigger
the occurrence of the other disorder.

To effectively manage cases there should be 
clear protocols, lines of communication and care
pathways developed between primary care and
specialist services. Specialist services should take
the lead in the management of the severely mentally
ill. Whether or not management of mildly to moder-
ately mentally ill patients remains within primary
care, the support of specialist services should be
readily available. Treatment of substance misuse
should be within a local shared care framework,
with either primary care or specialist services being
the lead treatment coordinator, depending on the
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severity of misuse and local shared care guidelines.
Co-occurring disorders cannot be treated in isola-
tion from one another. There should be concurrent
treatment, with care planning and coordination
also addressing other needs of the patient. Primary
care should liaise with other agencies and can play
an integral part in screening, identification, referral,
treatment provision, monitoring and liaison.

Treatment can range from brief cognitive
behavioural interventions delivered in the context
of general medical care, to specific targeted inter-
ventions involving prescribing and counselling.
The development of a therapeutic relationship is
important and facilitates engagement with treat-
ment. An understanding of the potential dynamic
between substance use, mental health and medica-
tion will inform treatment. To ensure a high quality
of service delivery, identification of skills and
knowledge requirements should be undertaken
across the different levels of primary care staff
involved with dual diagnosis patients. Pro-
grammes should be developed to promote training.
This should include inter-agency collaboration,
local care pathways, treatment philosophy and
method, and be compatible and interlinked with
national and professional training programmes
and standards. This approach can enable the prim-
ary care team to meet the challenges involved 
in providing care for the dual diagnosed patient.
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15 Dual Diagnosis In Acute 
In-patient Settings

J. Gallagher & S.J. Scott

Introduction

Substance misuse in society has reached epidemic
proportions and this increase is inevitably reflected
in patients with mental health problems who are
admitted to psychiatric wards (Williams & Cohen,
2000). As pointed out by Gafoor & Rassool (1998)
the number of individuals who have coexisting
substance misuse and psychiatric disorders within
the UK is increasing. Krausz (1996) emphasises this
point by stating that:

‘the coincidence of severe mental illness and
addiction is and will be one of the most import-
ant clinical challenges in psychiatry in the com-
ing years which will also point to structural
weaknesses in the treatment system between
psychiatric and addiction treatment’.

Progress towards community based mental
health provision has led to an increase in pres-
sures and demands on acute in-patient settings
(Baker, 2000) due to raised bed occupancy (up to
104%) and the changing nature of the patients
served. Patients with serious mental illness and
those with complex behavioural and social prob-
lems, including substance misuse, are now the
norm within acute in-patient settings (Sainsbury
Centre for Mental Health, 1998a). The aims of this
chapter are to examine the prevalence of dual 
diagnosis in in-patient settings and describe the

identification and assessment of substance misuse
in acute care settings. Barriers to engagement and
treatment are also discussed.

In-patient settings

Within acute in-patient settings schizophrenia is
common, accounting for 60% or more of the popu-
lation (Baker, 2000). Co-presenting substance mis-
use within this group is up to three times that in
the average population at roughly 37% (Cantwell
et al., 1999) and is more prevalent in younger clients
(Hambrecht & Hafner, 2000). Cantor-Graae et al.
(2001) reported higher lifetime prevalence rates of
40–60%. Due to this high level of co-morbidity
between substance misuse and schizophrenia, dual
diagnosis is now often considered the norm rather
than the exception in acute in-patient settings
(Smith & Hucker, 1993). In most studies the preval-
ence of cannabis use is equivalent to alcohol use
at about 30–40% (Hambrecht & Hafner, 2000) and
misuse continues before and after hospital dis-
charge (Sevy et al., 2001). The prototypical dual
diagnosis patient in an acute in-patient setting is
therefore a young schizophrenic male with co-
morbid substance misuse, probably cannabis or
alcohol.

Despite this prototypical group, a heterogeneous
group of patients with dual diagnosis emerges
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Table 15.1 Summary of the relationships between substance
misuse and mental health.

Stressors + physiological vulnerability + poor coping
(including substance misuse) = relapse into mental illness +
symptom management (drug use) = vulnerability + chaotic
behaviour = exclusion and labelling = hospitalisation +
boredom = further substance misuse to relieve boredom and
reduce medication side effects = further labelling and
increasing exclusion.

from the major national epidemiological studies 
in Australia (Teesson et al., 2000) and in the USA
(Regier et al., 1990). Dual diagnosis patients have
varied mental health problems (depression, social
phobia, schizophrenia, manic depression and
severe anxiety disorders) and misuse a number of
substances (including cannabis, alcohol, amphet-
amines, cocaine and opiates) (Watkins et al., 2001).
Poly-substance misuse is common in this group of
clients (Teesson et al., 2000). Although Australian
epidemiological patterns may not be directly replic-
ated in the UK it is likely that there is considerable
overlap. This heterogeneous presentation makes it
necessary to conclude that even with seemingly
prototypical patients we must consider each unique
patient’s pattern of mental health and substance
misuse issues.

The patterns of interaction between substance
misuse, mental health and social exclusion demon-
strate a need for complex theoretical formula-
tions of the individual’s problems. As with any
other complex client an integrated approach to
understanding is necessary (Barker, 1997; Watkins
et al., 2001). From this position it is the whole pic-
ture that is developed rather than the assessment
tools adopted that will allow treatment to be mutu-
ally planned and implemented. Only by applying
appropriate theory to each individual illness
narrative (Barker, 2001) can a clear picture of the
interaction of the biological, the personal (psy-
chological) and the social begin to occur and
the voyage to recovery commence (Stevenson &
Fletcher, 2002). The assessment conducted when
working with patients with complex conditions
must therefore focus on these issues as well as the
tools used. A summary of the relationship between
substance misuse and mental health is presented
in Table 15.1.

The problems for acute care

Patients with psychosis and substance misuse
problems tend to have longer stays in hospital,
have more re-admissions and are less likely to be
compliant with medication and other treatments.
They have increased rates of suicide, HIV and other
physical illnesses and have poorer overall social
functioning. These findings highlight the need to
provide more effective interventions to enable high
quality care that addresses both the substance mis-
use and mental health problem simultaneously,
using an integrated approach (Drake et al., 2001).

Despite the clear needs, this client group are not
treated effectively within any setting. In-patient
care focuses on ‘diagnosis and control’ and in terms
of mental illness alone this reduces opportunities 
to meaningfully engage patients in their own
recovery (Sainsbury Centre for Mental Health,
1998a; Kovisto et al., 2003). Rassool (2002) suggests
that services, both substance misuse and mental
health, at best address the co-morbid issues separ-
ately (not integrating) and at worst ignore one
aspect of the problem totally. The consequence of
this is that substance misuse is often left untreated 
in acute settings and mental illness is left untreated
in substance misuse services. Exclusion of certain
clients from services appears to militate against a
holistic client focused approach.

Whilst substance misuse workers traditionally
use a long-term recovery perspective, accepting a
relapse–recovery pattern over an extended period
of time (Watkins et al., 2001) acute in-patient ser-
vices have been increasingly franchised to treat ill-
ness and promote rapid discharge policies to ease
pressure on beds (Baker, 2000). Early intervention
material talks about prevention of a relapse profile
which can worsen outcome (Birchwood et al., 2000).
This means that patients who display ‘revolving
door’ pathology and need a longer journey to
recovery challenge existing service models and evid-
ence based treatments for schizophrenia. Patients
with co-morbid substance misuse are both revol-
ving door and longer stay (Watkins et al., 2001).
Further, a relapse–recovery pattern is a central part
of their journey to health (Miller & Rollnick, 2002).
Conflict therefore exists between a pressure to 
stabilise an illness and discharge a patient on the
one hand and a focus on longer term recovery
including relapse on the other.
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Qualitative research into training needs in acute
in-patient settings suggests that staff are motivated
and keen to work with this client group but often
feel unprepared when dealing with the challenges
they face (Ryrie & McGowan, 1998). Richmond 
& Foster (2003), utilising the Substance Abuse
Attitude Survey (Chappel et al., 1985), identified
beliefs that impact negatively on treatment, includ-
ing low optimism and low permissiveness in men-
tal health staff. These attitudes mean that staff will
feel treatment is unlikely to succeed if substance
misuse is present. This can lead to an attitude of
low permissiveness and a punitive confrontational
approach to drug use. Patients in this situation may
feel excluded and stigmatised within mental health
services, leading to a cycle of stigmatisation, alien-
ation and social exclusion (Sayce, 1999; Sainsbury
Centre for Mental Health, 1998b).

Overall, the present system of care, the in-patient
ethos and skills mix in acute in-patient provision
can mitigate against an effective service for this
patient group and highlights conflicts that exist
between best practice and service delivery models.

Considering the government agenda

The Government’s Dual Diagnosis Good Practice
Guide (Department of Health, 2002) states that 
in-patient services and others such as assertive 
outreach must develop the skills necessary to work
with both substance abuse issues as well as mental
illness (Department of Health, 2002). The document
also recognises a clear need to develop integrated
treatment approaches. Despite this clear distribu-
tion of responsibility (Department of Health, 2002)
no clear guidance is given about underlying service
level, and service ethos issues, although some guid-
ance is given in terms of treatment and training.
The treatment model suggested by the guidance
focuses on the New Hampshire Team community
treatment approach to dual diagnosis (Drake et al.,
2001).

The model of engagement, motivation action
stage and relapse prevention demands a long-term
approach, years rather than months, delivered by
staff who have a good knowledge of both mental
health problems and substance misuse problems.
The aim is to maintain patients in their own com-
munity. The relapsing–recovery pattern in dual

diagnosis patient profiles means that at various
stages individuals may require in-patient treatment.
The present whole system approach to patient man-
agement (Department of Health, 1999) places in-
patient admission as one step on the whole journey
to recovery, rather than the whole journey itself.
Acute in-patient settings will be primarily involved
in engaging clients and working to help them
understand the present episode of relapse in the
broader picture. Relapsed clients can be at any
stage of change (Prochaska & DiClemente, 1984;
Prochaska et al., 2002) and continuity of treatment,
including relapse learning and prevention is also
sometimes the focus of acute in-patient work
within a whole system of services, all helping the
client on their journey to social and psychological
recovery (Maslin et al., 2001).

The bridge between these recovery based com-
munity models and an existing in-patient focus 
on diagnosis and stabilisation is, however, still
problematic and we need to consider the means 
by which we can engage with clients across the 
service boundaries we have created to implement
this whole system relapse–recovery approach. This
clearly has implications for acute care in terms of
the service delivery process and its integration with
community teams.

Detecting substance misuse in acute
mental health patients

Substance misuse problems within mental health
settings are frequently undetected and under-
diagnosed (Annath et al., 1989; Shaner et al., 1993).
Barnaby et al. (2003) found that more than 50% 
of 200 patients admitted to six acute psychiatric
wards, over three months, had their substance 
misuse history ignored. Lack of identification is 
one cause of poor outcome. Such findings are in
contradiction to the Dual Diagnosis Good Practice 
Guide (Department of Health, 2002), which states:
‘Individuals with dual problems deserve high qual-
ity patient focused care. This should be delivered
within mental health services’. Poor assessment
mitigates against this. An important consideration
in the failure to detect dual problems within psy-
chiatric ward settings is related to lack of know-
ledge and competence in the nursing and medical
staff in detecting substance misuse. This is a point



Dual Diagnosis In Acute In-patient Settings 153

raised by Carey & Correia (1998) who highlight 
that this lack of knowledge, along with the lack 
of substance specific assessment in mental health
treatment settings are possibly the most significant
obstacles.

Patients who have a sensitivity to substances that
interact with their mental health status rarely pre-
sent a full substance misuse history that indicates
dependency. Signs of intoxication or withdrawal
may not be apparent; however, the substance 
misuse is still significant in the person. Under-
standably, these patients are overlooked by a less
knowledgeable assessor. Even biomedical methods
of detecting substance misuse, such as the analysis
of blood, breath and urine for the metabolites of
misused substances may be ‘insensitive’ with this
patient group, as metabolites may remain in a per-
son’s system for only a limited time, often up to just
three days (Hawks & Chiang, 1986) and this does
not therefore detect intermittent usage. Indirect
methods of detecting prolonged substance misuse,
such as raised liver enzymes or enlarged liver, 
may also be absent due to the relatively low doses
of substances that negatively compromise the
patient’s mental state but do not overtly impact
upon their physiological status. It follows that if
nurses are to make accurate assessments of patient’s
substance misuse diagnosis they must recognise
that the DSM-IV criteria for substance dependence
and DSM-IV for substance misuse (APA, 1994) may
exclude many people who have a dual diagnosis
issue. This is because even small doses of alcohol
and other psychoactive drugs, which would not
cause the average person any significant problems
may be problematic for individuals who have a
severe mental illness.

A study by Moore et al. (1989) suggested that
clinicians are more likely to diagnose substance use
disorder amongst clients who comply with their con-
cept of a typical alcohol and drug misuse patient.
This may explain why certain groups of substance
misuse patients who do not meet this stereotype 
are diagnosed less frequently than others. Even if
symptoms of a substance misuse support a diag-
nosis they are often ignored and a diagnosis is with-
held (Hansen et al., 2000). Milling et al. (1994) found
that one third of the patients in a mental hospital
with a clear indication of substance misuse dis-
order did not have this recorded in official docu-
ments. This was supported by Barnaby et al. (2003)

who also identified that 53% of people recognised
as having a substance misuse problem did not 
have this formally recorded. A lack of knowledge
of effective interventions for substance misuse,
compounded by a pessimistic view of outcomes for 
the client group may be the main reason that diag-
nosis is not recorded. Schwartz & Taylor (1989) and
Appleby et al. (1997) suggest that substance misuse
disorders tend to be ignored if previous attempts to
treat the patient have been unsuccessful.

Assessing the client’s needs in an 
acute care environment

The assessment process itself may not be rigorous
enough to identify substance misuse behaviour as
it is geared to a relatively high level of substance
misuse. A single interview can misattribute symp-
toms and fail to identify either substance misuse 
or a psychiatric problem. Williams & Cohen (2000)
state that:

‘the needs of the co-morbid clients are clinically
complex and multi-focal, and the failure of many
treatment programmes to provide clinicians time
and opportunity for multi-level assessment may
contribute to the failure to identify these clients’.

Single early interviews may be compounded by
the acute stage of the patient’s problem. Assess-
ment should therefore be seen as a process rather
than a one-off event.

One tool that may be useful in screening for 
substance misuse problems with patients with
mental health problems is the Addiction Severity
Index (ASI) (McLellan et al., 1980). This assesses 
the patient’s substance use against a psychiatric
dimension. Appleby et al. (1997) state that the ASI 
is the most widely used instrument to assess 
substance misuse, and that findings from studies 
to evaluate its effectiveness in dual diagnosis sup-
port its use in this. The Dartmouth Assessment of
Lifestyle Instrument (DALI) (Rosenberg et al., 1998)
was developed to identify substance misuse in 
dual diagnosis in-patients (Carey & Correia, 1998).
Preliminary reports suggest it is reliable over time
and across interviewers, and is more sensitive (has
the ability to detect a substance misuse disorder if it
is there), and specific (able to accurately identify
people who do not have substance disorder).
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Table 15.2 Summary of the models of treatment suggested that may facilitate dual diagnosis working.

Dual diagnosis 
guidelines
(D of H, 2002)

l Engagement

l Assessment

l Persuasion
l Motivation

l Treatment

l Relapse
prevention

Motivational
interviewing (Miller 
& Rollnick, 2002)

l Engagement

l Building
motivation

l Responding to
change

l Responding to
resistance

l Enhancing
confidence

l Strengthening
commitment

l Relapse learning

COMPASS/STOP
(Kavenagh et al., 1998;
Maslin et al., 2001)

l Engagement

l Developing a shared
formulation

l Information sharing
l Substance intake goals
l Reduction of high risk

behaviour

l Reducing symptoms
l Alternative activities
l Assertive substance

refusal
l Impulse control

l Relapse prevention

Psychosocial
intervention (Sainsbury
Centre, 2002)

l Engagement

l Assessment

l Shared understanding
l Psycho-education

l Medication managed
l Cognitive

behavioural therapy
for psychosis

l Family interventions

l Early warning signs
and relapse
prevention

Interpersonal nursing
narrative approaches
(Barker, 2001)

l Engagement

l Hearing the
client’s story

l Empowering
education

l Planning
l Recovery

l Relapse
l Recovery

Assessment at this stage of our knowledge and
development needs to use a continuing process that
is exploratory, non-confrontational but that aims to
clarify what, when and how the person is using
substances and the interaction between their sub-
stance misuse, mental health and social situation.
At present we are some way off from developing a
tool capable of gathering this kind of information;
therefore, tools should be considered part of an
ongoing process of information gathering only.

Several approaches to substance misuse issues
have been developed for community based 
delivery (Prochaska & DiClemente, 1984; Miller 
& Rollnick, 1991) and applied to people with 
dual diagnosis (Drake et al., 2001; Maslin et al.,
2001; Rassool, 2002; Dumaine, 2003). These models
are complemented by community based collabor-
ative psychosocial approaches developed for the
treatment of psychosis (Chadwick et al., 1996;
Barraclough & Tarrier, 1997; Sainsbury Centre for
Mental Health, 2002), particularly those models
related to early interventions (Birchwood et al.,
2000) and applied to patients with dual diagnosis
(Kavanagh et al., 1998; Maslin et al., 2001; Sainsbury
Centre for Mental Health, 1998b). Therefore, pre-
sent models largely adapt and apply single diagno-
sis methods to a more complex problem. Several
models that are available to work with this client

group have been developed and are outlined in
Table 15.2.

Recognising existing engagement skills

Although reports into acute in-patient care
(Sainsbury Centre for Mental Health, 1998a; Baker,
2000; Rose, 2001) are critical of the focus on medica-
tion management and control in these services,
recipients of care valued aspects of their care
including support and problem solving inter-
ventions delivered by mental health professionals
(Sainsbury Centre for Mental Health, 1998a; Rose,
2001). Qualitative research identified interper-
sonal relationships and practical problem solving
as highly valued by clients, although the service 
delivery process often prevents this kind of care
occurring. ‘Something always comes up’ (Cleary &
Edwards, 1999). These valued and prized engage-
ment and practical skills need to be considered in
terms of all patient populations in acute care areas.

Several developments in acute in-patient care,
including the acute solutions project (Sainsbury
Centre for Mental Health, 2002), the Tidal Model
(Barker, 2001; Fletcher & Stevenson, 2001), the
National Institute for Mental Health (NIMH)
engagement project (NIMH, 2006); and a spectrum
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of psychosocial approaches address engagement,
shared understanding and motivation for change.
These skills are at the very centre of the Govern-
ment’s proposals for dual diagnosis working
(Department of Health, 2002). Our aim should
therefore be to recognise the best practice
approaches that already exist in acute in-patient
care and to apply these to our work with all clients,
including those with dual diagnosis issues.

Barriers to treatment and engagement

On admission, some patients may also require 
stabilisation of one or both of their problems. For
example, if a client has a drug or alcohol depend-
ence, they made need medical intervention to 
minimise their withdrawal symptoms and correct
any physical complications that have arisen as a
result of their substance problem and associated
lifestyle. Alternatively, they may need to have their
mental health problems stabilised, which may
involve medication. This can lead to conflicting
information regarding these problems; nurses need
to be clear about the distinction between prescribed
and non-prescribed medication. The ethos of sub-
stance misuse work is of paramount importance,
and is reflected in the attitude of the staff, which
needs to be one of understanding and acceptance.
Drake et al. (2001) states that nurses must have an
empathic, non-judgemental approach, and endeav-
our to develop a therapeutic alliance, which is
essential to the engagement stage of treatment
(Drake et al., 2001). Nurses need to learn and under-
stand the benefits of harm reduction as part of the 
process in achieving abstinence, which may be the
desired long-term goal. For example, patients with
schizophrenia who misuse substances are generally
unable to make and stand by definitive commit-
ments to become abstinent. They need the ongoing
support provided by programmes that extend over
time and are tolerant of patients dropping in and
out, sometimes trying to quit and sometimes not,
abstaining for a while only to relapse. The goals of
these programmes are to greatly increase durable
levels of abstinence oriented motivation, rather
than to demand abstinence as criteria for entering
and remaining in treatment (Bellack et al., 1999).

Staff may be able to develop this kind of
approach if they can appreciate that treatment of

dual diagnosis is a process that is likely to take
years rather than months, and they can recognise
that as with any chronic relapsing condition,
relapse is a normal part of the recovery process as
outlined in the Transtheoretical Model of Change
(Prochaska & DiClemente, 1984). If staff can accept
this approach they will be able to reframe relapse 
as an opportunity for further growth in the indi-
vidual, by using it as a learning experience for both
the patient and the client. By interpreting relapse in
this manner, staff will reduce their sense of frustra-
tion and associated feelings of resentment towards
those clients, which is a barrier to a therapeutic rela-
tionship, the focus of engagement. Clinical supervi-
sion offers a real opportunity to develop awareness
and challenge our beliefs through introspection
and feedback, if appropriately applied. It also pro-
vides an opportunity to reflect on practice, ventilate
negative feelings and identify knowledge deficien-
cies, which require further education.

From the users’ perspective, substance misuse
meets a need. It is a coping strategy, and may not be
simply hedonistic, pleasure seeking behaviour. An
Alcoholic Anonymous member recalls from admis-
sion that ‘nurses need to understand we are sick
people who need to get well, not bad people who
need to become good’. To overcome these blocks
we always need to focus on the patient’s story and
through this identify areas for change, and assist
the patient in exploring more constructive and
healthy ways of meeting their needs without the
assistance of substances.

Attempting to understand the patient’s story is
not a passive activity. Complex patterns of events
that have led to the present crisis are difficult for
both patients and us to begin to understand. This
lack of understanding causes much of the distress
we experience. Most therapeutic approaches sug-
gest we need to act as a guide (Miller & Rollnick, 
2002) or a co-voyager (Barker, 2001) and allow an
evolving understanding to emerge (Fowler, 2000;
Kinderman & Lobban, 2000). This is in contrast to a
more treatment focused approach that attempts to
identify and diagnose a set of signs and symptoms
that may not have any meaning for the client. Thus,
understanding the problem is about developing a
shared understanding.

For treatment to lead to increased understanding
the patient needs to be able to talk about and
explore their own experiences or journey into ill
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health (Kovisto et al., 2003). By exploring with a
patient we can liberate ourselves from a pressured
expert role and the patient from being a disempow-
ered recipient of our knowledge (Kovisto et al.,
2003). Shared exploration and problem solving 
promote a more equal recognition of the present 
situation, scope of responsibility and a realistic
recognition of our own scope of influence. This
reduces our anxiety about cure and the patient’s
self-esteem may begin to grow. Within a psy-
chosocial approach exploration ends in a flow dia-
gram (schematic formulation) (Fowler, 2000). Both
parties add their own unique contribution to the 
discussion and resulting formulation. Evolved for-
mulations may begin simply but become complex,
including family influence, internal patterns of
behaviour (including substance misuse), thought
(including illness and substance beliefs) and feel-
ing, and social exclusion or inclusion issues.

True treatment can only begin when the beha-
viour that maintains the present health status 
has been understood and action plans have been
agreed that allow the patient to begin investigating
practical alternatives to the behaviour and coping
that is maintained in their present difficulty.
Diagnosis is the start of our understanding of the
patient’s problems; treatment can only begin when
the patient understands the complex interactions
between different elements of their problem them-
selves. Prochaska & DiClemente (1984) recognise
that it is when we do not match our intervention to
the client’s understanding and recognition of a
need to change (cycle of change) that engagement
fails. Moving too quickly or too slowly for the client
in terms of the recovery journey may both result in
this occurring. Engagement and understanding
form the foundation to change in mental health set-
tings; however, change itself may need additional
interventions. Particularly at this stage, a motiva-
tional interviewing approach may be of benefit in
helping patients overcome competing motivations
and moving towards recovery (Miller & Rollnick,
2002).

The transtheoretical model (Prochaska &
DiClemente, 1984) helps us determine the patient’s
readiness for change. The aim of motivational inter-
viewing (MI) is to facilitate the patient in moving 
to the action stage, where they understand, want
and feel able to change, and are thus motivated 
to accept and commit themselves to the planned

interventions aimed at facilitating the change. 
Due to its non-confrontational approach, MI 
may have a particular use with patients who have
schizophrenia, who are less able to benefit from
confrontational methods typical of traditional sub-
stance misuse treatment (Carey, 1996; Bellack &
DiClemente, 1999). In acute in-patient settings this
rapid mobilisation of the patient is essential and
this makes a motivational approach a well matched
in-patient approach. Although this approach builds
on client strengths some other forms of interven-
tion may also be necessary in dual diagnosis clients
who may have difficulties accommodating to ill-
ness, relating to family members and coping with
life stressors (Miller & Rollnick, 2002).

Interventions that are helpful in reducing inter-
personal stress and developing alternative meth-
ods of coping with life stressors are behavioural
family interventions to reduce the stress in the 
family situation (Barrowclough & Tarrier, 1997);
cognitive behavioural interventions to help adapta-
tion and accommodation to a new health status
(Birchwood et al., 2000), developing new adaptive
patterns of thinking feeling and behaving includ-
ing social skills and coping approaches. To con-
tinue the shared approach, however, it should be
stated that selection from this range of treatment
approaches should occur in consultation and 
collaboration rather than as a result of the nurse’s
preferred model of intervention.

All these components of treatment, including
engagement, developing a shared formulation 
and motivation for change (MI) are brief focused
approaches and are therefore well placed in set-
tings such as acute wards, where we only have a
short period of time to engage a client in collabora-
tive effort. Overall, however, it is the continuity of
care that is paramount in the treatment of relapse–
recovery disorders such as substance misuse and
schizophrenia.

Discharge planning and ongoing treatment

Recent research in in-patient care identified little
benefit to offering brief motivational interviews
when interventions were not actively followed up
(Baker et al., 2002). In this study, patient contact did
not increase following discharge and remained very
low, at 15%, which is comparable to a non-treatment
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group. This finding could relate to motivational
deficits due to negative symptoms of schizophrenia
(APA, 1994). An alternative explanation for the fail-
ure of this trial to reduce substance misuse in the
group rests on the failure of a separate service
model in treatment of all multiple conditions.

An integrated service approach is needed to
patient care, offering continuity in a whole system
approach (Department of Health, 2000). The need 
is to genuinely begin to dismantle boundaries
between mental health and substance misuse 
services (Department of Health, 2002), and more
importantly to provide integrated care in in-patient
and community services (Department of Health,
2000). The approach would allow recovery through
supported relapse learning, offering continuing
hope, understanding and progress, whilst acknow-
ledging the likelihood of relapse and potential
benefit that can occur through careful handling of
this process between a collaborative community
and an in-patient care group. At present it is clear
that an adequate whole system approach is only
emerging and this means that client discharge 
planning is often ad hoc. In the future it is hoped
pathways for these clients will emerge that allow a
range of active initiatives including ward outreach,
community in-reach and shared care.

Within the present service climate all that may 
be possible is a careful collaboration between the
community and in-patient services that begins at
the point of admission and plans towards a mean-
ingful journey to recovery within a continuing care
programming approach (Department of Health,
1999). Possibly, for those clients with the most ser-
ious dual problems, an assertive outreach approach
that has dedicated (Maslin et al., 2001) and even
self-manned in-patient provision may be the ideal
for a dual diagnosis client group (Sainsbury Centre
for Mental Health, 1998b; Ho et al., 1999).

Conclusion

Overall, within existing services, it is possible to
offer an integrated treatment approach that max-
imises the potential to work alongside patients 
to help them begin to understand and to develop
motivation to change their patterns of behaviour
and thinking that perpetuate and continue both
their substance abuse and their mental health prob-

lems. This work is a long-term undertaking and is
likely to include periods of hospital admission and
community intervention. To operate this to the best
effect and the benefit of the patient it is necessary 
to consider new ways of managing the interface
between ward and community. This suggests both
optimism and challenge for the future.
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16 Dual Diagnosis in a 
Forensic Setting

P. Ford & P. Woods

Introduction

The criminological literature clearly identifies
intoxication, particularly with alcohol, as a risk fac-
tor for crimes of interpersonal violence (Williams,
1997). The psychiatric literature identifies intoxica-
tion, substance misuse and substance dependence
as first rank risk indicators for violence by people
with severe mental illness. It will come as no sur-
prise, then, that a high proportion of mentally 
disordered offenders have significant histories of
substance misuse. This group therefore is a major
challenge for forensic mental health services.

Mullen (2000) defines forensic mental health as
an area of specialisation that, in the criminal sphere,
involves the assessment and treatment of those
who are both mentally disordered and whose
behaviour has led or could lead to offending. In 
the civil sphere forensic mental health has a more
complex remit, not only being involved in the
assessment and treatment of those who have 
potentially compensatable injuries, but also pro-
viding advice to courts and tribunals on com-
petency and capacity. Users of forensic mental
health services are usually referred to as mentally
disordered offenders; a term that covers mentally
disordered persons who have broken or who are
alleged to have broken the law (Department of
Health and Home Office, 1992).

Forensic mental health nurses are responsible for
the day-to-day care and management of this popu-

lation in a variety of assessment and treatment set-
tings, which include prisons, high security hos-
pitals, medium secure units, low secure units, acute
mental health wards, specialised private hospitals,
psychiatric intensive care units, court diversion
schemes, and outpatient, community and rehabili-
tation services.

Dual diagnosis has frequently been associated
with increased risk of crime, especially violent
crime and therefore is of great importance for
forensic mental health services and consequently
for nurses that provide care and treatment in 
these services. Indeed McMurran (2002), in a recent
review of dual diagnosis, highlighted that it is
important that forensic mental health professionals
understand the assessment and treatment of both
substance misuse and mental disorder. According
to Dale (2001) little research exists around sub-
stance misuse problems in forensic services. What
there is has mainly concentrated on the problems of
drug misuse in prisons, the community and local
psychiatric hospitals. Furthermore, much of this
body of work is concerned with drug misuse prob-
lems that are qualitatively and quantitatively dif-
ferent from those faced by staff and patients in
forensic mental health services. This chapter will
discuss the issue of substance misuse in forensic
mental health care; whilst this includes outpatient
work, the majority of research and practice relates
to in-patient settings with people detained under
the Mental Health Act (1983).
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Demographics in forensic mental health
services

Although there are abundant studies of dual dia-
gnosis in general mental health settings, few stud-
ies have been undertaken within forensic mental
health services (Phillips, 2000). Of those that have,
Smith et al. (1994) studied 33 patients admitted 
to a UK medium secure hospital over a 12-month
period, finding a prevalence rate of 54.5% for sub-
stance misuse or dependency history. Further, they
found that 11 of the 15 patients who had a prim-
ary diagnosis of schizophrenia were dependent 
on drugs or alcohol, and that serious violence 
was associated with this dependence. Ford (2003)
reported on a study of detained psychiatric in-
patients undertaken within a medium secure psychi-
atric hospital. This random sample of 60 patients
indicated the prevalence of dual diagnosis to be
58%, with rates of 13.3% for alcohol use disorder
only, 28.3% drug use disorder only, and 16.7% 
for both drug and alcohol use disorders. Wheatley
(1998) examined the prevalence and pattern 
of choice of substance misuse in a sample of
schizophrenic patients detained in conditions of
medium security. Sixty-three patients met his
inclusion criteria. From these, 62% were considered
to have a significant history of use as reflected 
in the extent of use or relevance to detention.
Furthermore, 54% were considered to require spe-
cial attention with respect to assessment of risk.
Cannabis and alcohol were found to be the most
commonly used substances. Moreover, 56% were
described as poly-substance users (regular use of
three or more substances). Users were found to 
be significantly younger and more likely to have
forensic histories than non-users. Isherwood &
Brooke (2001) examined the self-reported preva-
lence and severity of substance misuse among 146
of 209 consecutive referrals to a forensic service.
Substance misuse diagnosis was found in 57% and
dual diagnosis was found in 37%.

Some studies have also been undertaken within
the high security hospitals. Norris (1984), when
examining discharges from Broadmoor Hospital,
found that over 20% had an alcohol problem and
this group was more likely to reoffend. Taylor 
et al. (1998) surveyed all 1740 patients resident 
in Britain’s high security hospitals and found that
substance misuse before admission to hospital,

which was probably under-recorded, had been
most common amongst those with psychosis,
together with an independent personality disorder.
In this study and that of Corbett et al. (1998) rates 
of dual diagnosis among high security hospital
patients were between 7.6% and 15%. More recently,
D’Silva and Ferriter (2003) reported on substance
use amongst the mentally disordered offenders
admitted to high security hospitals in England and
Wales. Data from 1972 to 1998 showed that 18.6%
had taken substances at the time of their offence
and 38.3% reported that they had regularly used
substances during the 12 months prior to their
offence. More importantly, though, their data
showed that during the study period substance use
had increased nearly three-fold, both at the time 
of the offence and for regular use during the 12
months prior to the offence. There is some evidence
to suggest that the prevalence of substance misuse
is increasing amongst forensic psychiatric patients.

There is relatively little research investigating
possible differences in the prevalence of substance
use disorder amongst different diagnostic groups
within forensic psychiatric patients. This is due, 
in part, to the observed phenomenon that many
detained patients have multiple psychiatric dis-
orders such as combinations of mental illness, per-
sonality disorder and learning difficulty (Hughes 
& Thompson, 2001) over and above any co-
morbid substance use disorder. However, clinical
experience suggests that the findings from the
Epidemiological Catchment Area (ECA) study data
(Reiger et al., 1990) that dual diagnosis is most
prevalent amongst patients with a primary diag-
nosis of personality disordered and somewhat less
so amongst the patients with a primary diagnosis of
mental illness, applies to forensic psychiatric popu-
lations. In summary, all studies indicate higher 
levels of dual diagnosis within those considered 
as forensic patients than in both the general psychi-
atric population and the non-clinical population.
Philips (2000) provides a useful literature review of
substance misuse, offending and mental illness.

The relevance of the Mental Health 
Act (1983)

The Mental Health Act (1983) does not allow for
the detention in hospital of a patient solely on the
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Figure 16.1 The dynamic interactions of psychoactive
substance use, mental state and criminal behaviour.

grounds of their substance use. It is invariably the
case that the treatment of substance use disorders of
patients detained in hospital under the Act will be
the treatment of dual diagnosis. Detention in hospi-
tal for treatment requires the presence of mental ill-
ness, mental impairment or psychopathy of such a
nature or degree that places the patient or another
person at risk of harm. It is because of this high
threshold of pathology that anxiety disorders and
depressive illnesses rarely present to the forensic
dual diagnosis worker. It is more common for the
primary psychiatric diagnosis to be of schizo-
phrenia or other psychotic disorder, personality dis-
order usually of the antisocial and borderline types,
and mild to moderate learning difficulty. The
nature and severity of these primary psychiatric dis-
orders pose special challenges to the nurse assess-
ing and treating such dually diagnosed persons.

Assessment

A successful assessment must give an integrated
account of the patient’s mental health difficulties,
their past and current use of psychoactive substances
and their criminal behaviour. This is no small task
and requires the assessing nurse to be competent in
each of these three domains. As a starting point for
this assessment the nurse may wish to consider:

l The type of drugs used: the doses, frequency,
duration and route of use

l In relation to alcohol abuse: the number of units
per week, daily unit frequency, early morning
drinking, how prolonged the abuse has been

l Family and social relationships, including
social isolation

l Mental state, note any changes that co-vary
with periods of intoxication

l Behaviour
l Insight, into both primary psychiatric diagnoses

and substance use disorder
l Motivation to change substance use

Ford (2003) argues that screening instruments for
drug and alcohol abuse, such as the Dartmouth
assessment of lifestyle instrument (Rosenberg 
et al., 1998) have reduced sensitivity among in-
patients because the secure hospital environment
reduces access to drugs and alcohol. An alterna-
tive approach to assessment is to play down the

significance of recent consumption of drugs and
alcohol and to assess and give more weight to the
underlying cognitive disposition towards depend-
ent drug and alcohol use as described by Edwards
et al. (1982). The Leeds dependence questionnaire
(Raistrick et al., 1994) is a useful self-report measure
that has good reliability and validity with detained
psychiatric patients.

We are of the opinion that the bi-directional
interactions between these domains require a com-
plex and dynamic understanding of the patient and
their environment (see Figure 16.1). It is clear from
animal models and clinical evidence that there 
are direct links between intoxication with various
substances and changes in mental state, notably
temporary effects such as reduction in cognitive
functioning, disinhibition, excitation with increased
motor activity and paranoia. Such transitory states
should be considered as alternate or supplemen-
tary diagnoses to primary clinical hypotheses of
major mental illness. There are also relatively per-
manent changes arising from chronic use of some
substances, for example Korsakov’s syndrome with
chronic alcohol abuse. This disorder, in particular,
should be considered as a possible explanation
when faced with a patient presenting with paranoia
and olfactory or tactile hallucinations.

In formulating a model of the interaction of sub-
stance use and criminal behaviour for a particular
patient, the nurse might make use of two pathways,
a direct causal link as described in the criminolo-
gical literature as is established between heroin
dependence and acquisitive crime, or an indirect
pathway where intoxication leads to an alteration
in mental state, such as disinhibition, which then
leads to criminal behaviour. This indirect route is
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more likely to be suggested to account for violent
acts that do not generate monetary gain for the 
perpetrator. This indirect model tends to be more
readily applicable in the context of a primary 
diagnosis of paranoid schizophrenia complicated 
by cannabis use, central nervous system stimulant
intoxication or alcohol intoxication. The assessing
nurse should also be sensitive to the possibility that
a patient’s mental state might drive substance 
misuse. The patient may give an account of their
use that can be understood as an attempt at self-
medication. Although the empirical evidence does
not support such an explanation (Mueser et al.,
1998), a patient with such cognition is likely to 
continue to use drugs to this end.

As we have discussed above, assessment is 
central for understanding the issues involved in 
a patient’s history of substance misuse, but assess-
ment also assists understanding of a patient’s 
current substance use. The specific behaviours, 
timings and reasons for substance use by in-
patients are crucial data for the assessing nurse
who is attempting to formulate a treatment plan
aimed at improving their patient’s health, whilst
simultaneously protecting the safety and security
of the ward. The ideal forensic service would be
able to eradicate all drugs from its premises.
However, the demands of rehabilitation ensure
that some members of this patient group will 
have access to the community. The admission of
new and therefore untreated patients to a ward 
will ensure a variable but ever present demand 
for intoxicants on the ward. These factors pose 
two risks, the use of psychoactive substances by
patients on leave, and bringing these substances
back onto the forensic unit for personal use or 
distribution, perhaps for profit, to other patients.
These are key areas where all nurses can actively
contribute to the wider assessment of those either
known or considered to be using illicit substances
and the security of the ward. Observation and vigi-
lance are the key issues here. Is the patient beha-
ving in a different way, overtly or covertly? Are
other patients taking more of an interest in this
patient since they returned from community leave?
Does a particular patient suddenly have a large 
disposable income? These are only examples of
some of the things that nurses may assess.

The protective environment provided by a
secure psychiatric hospital provides a special facil-

ity that assists with the particular problem of differ-
entiating between the alternate diagnoses of drug
induced psychosis and schizophrenia complicated
by co-morbid substance misuse. The issue of differ-
ential diagnosis is particularly important for the
nurse working with patients detained under the
Mental Health Act (1983) because the legality of
continued detention in hospital rests upon demon-
strating that the patient is suffering from a mental
illness. It is generally accepted that psychotic reac-
tions to drug use, notably chronic amphetamine or
cocaine abuse, chronic or acute use of cannabis 
or LSD, spontaneously remit after a period of days,
or at most four weeks, of abstinence (Evans &
Sullivan, 2001). It makes sense, given the gravity of
the consequences of making an incorrect diagnosis,
to apply a conservative cut-off of six weeks of 
abstinence, preferably confirmed by toxicology. 
If, after this time, the patient continues to display
so-called first rank symptoms: auditory hallucina-
tions, thought withdrawal insertion and interrup-
tion, thought broadcasting, somatic hallucinations,
delusional perception feelings or actions experi-
enced as made or influenced by external agents, or
antipsychotic medication is required to moderate
such symptoms, then it is reasonable to infer that
the patient does have an underlying psychotic 
disorder that is worsened by drug use; that is a 
dual diagnosis of psychosis plus substance misuse. 
If on the other hand, after a period of six weeks’
abstinence no such symptoms are evident and no
antipsychotic medication is administered, then it is
safe to infer that the previous psychotic symptoms
were induced by substance misuse; the patient had
a psychotic reaction.

Intervention

Whilst nurses working in forensic mental health
services have a central role to play in the assess-
ment process, either as part of the wider clinical
team or specialist dual diagnosis services, they also
have a clear role to play in the intervention or man-
agement of those identified with dual diagnosis.
Some of these may involve clear therapeutic inter-
vention, whilst others may be part of local policies
or screening procedures.

Within the literature it is clearly suggested that
cognitive behavioural interventions have had the
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most success with dual diagnosis, yet evidence is
limited and what is there is often not transferable
from one setting to another. Often, interventions
include harm reduction and relapse prevention
work, with realistic measures of success being
behavioural changes in reduced amount and/or
frequency of drug or alcohol use (Robertson et al.,
1989). Furthermore, according to Dale (2001) the
different types of treatment that have been adapted
for offenders with dual diagnosis disorders have
typically involved use of integrated approaches
through modification of traditional substance 
misuse or mental health approaches, such as 
therapeutic communities, cognitive behavioural
interventions, relapse prevention and supportive
psycho-educational approaches.

Brabbins & Poole (2000) suggest a harm reduc-
tion approach that provides a useful framework for
nurses in forensic services to consider:

l Detection of substance misuse
l Shared recognition with the patient of the

benefits and hazards of substance misuse
l Realistic goal setting
l Problem solving aimed at development of alter-

natives to substance use
l Planning of responses to relapse or escalation of

substance misuse

McKeown (2000) discusses a relapse prevention
programme running over 12 weeks. The main
themes are providing accurate information about
drug/alcohol use and its risks; developing skills
appropriate to prevention of relapse; and promot-
ing more helpful attitudes. Roberts et al. (1999)
provide a detailed and comprehensive manual 
for relapse prevention and skills training that are
adapted to the specific requirements of patients
with a diagnosis of schizophrenia.

Clearly, these approaches have at the heart of
them reducing risk, and abstinence from substance
misuse is conceptualised as one means of achieving
this. Furthermore, they suggest that the nurse
should not only accurately assess substance misuse
but also work in collaboration with the patient. This
collaboration is crucial, as the patient has to recog-
nise that there is a problem, perceive the need to
reduce or alleviate their substance misuse, see how
their substance misuse use is affecting both their
mental state and offending behaviour, and how
reduction in their substance misuse can work for

them in the future to improve their quality of life. 
In summary, rapport, education and realism are at
the heart of successful individual work.

The establishment of therapeutic rapport is 
particularly difficult with mentally disordered
offenders detained in hospital, for two principal
reasons. First, these patients tend to have a degree
of psychopathology that is extreme and has a qual-
ity characterised as antisocial, paranoid or cogni-
tively impaired. Any of these three characteristics
are obstacles to the establishment of therapeutic
rapport and so the nurse must invest more time and
effort to achieve it. However, the second factor, the
patient’s detention against their will, compounds
the problem. For the nurse, the solution is yet 
more time and effort combined with sensitivity to
the reality of the circumstance that the patient, at
least initially, wishes neither to be in hospital nor
receiving treatment.

The nurse who successfully establishes rapport
and embarks on the treatment of addiction in 
the context of the patient’s chronic mental health
problems should be aware of obstacles particular 
to schizophrenia and antisocial personality dis-
order. It is suggested that forensic in-patients 
with schizophrenia often have cognitive impair-
ments that require modification of the usual pat-
tern of treatment. Information processing is often
impaired; processing speed is often reduced,
requiring the therapist to reduce the pace of treat-
ment; memory capacity may be poor, requiring the
therapist to avoid long and convoluted explana-
tions or homework tasks; and memory retrieval
may be poor, requiring the therapist to repeat 
exercises. In addition, emotional recognition may
be very limited, requiring the therapist to instruct 
the patient about emotions, and self-monitoring is
often poor, requiring the therapist to teach this skill
before setting any tasks aiming to link emotions to
behaviours such as keeping a thought diary. The
nurse treating addiction in the context of a patient’s
antisocial personality disorder is likely to see the
motivating factors for abstinence as being at odds
with those of other patients (Evans & Sullivan,
2001). It may be difficult for a nurse to work collab-
oratively with a patient who wants to get sober
because then he will be more powerful and more
able to control other people.

The nurse who engages a patient in longer-term
treatment of substance misuse problems ought to
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be prepared to address, during the course of the
treatment, two likely eventualities. The first is 
the manifestation of psychopathologies previously
obscured by the dependence on drugs. For those
patients with a primary diagnosis of personality
disorder, it is quite likely that detoxification and
treatment for addiction will unearth emotional 
disorders such as generalised anxiety disorder,
post-traumatic stress disorder and social phobia.
This does not mean to say that the nurse therapist
should immediately treat these presenting prob-
lems, but they should be ready to make a prelimin-
ary assessment and refer on to other members of
the multidisciplinary team.

The second issue arises for those patients whose
substance misuse has functioned as a defining 
feature of their self-image. For such patients, their
drug or alcohol use has been for many years an
existential feature, the removal of such a role
defining activity, if not replaced, will sooner rather
than later lead to relapse to dependence. For 
some patients this may not mean a return to their
previous drug of choice, rather the nurse may see
substance substitution, possibly a transference of
the chemical dependency onto prescribed drugs.
Longer-term treatment can address this dilemma in
two ways: first, through careful activity scheduling
that will provide novel and meaningful structure 
to the patient’s day-to-day existence; second, the
nurse therapist can spend time in sessions directly
addressing the patient’s self-image and assist the
patient in redefining themselves without reference
to drug or alcohol use. Clearly, access to self-help
groups such as Alcoholics Anonymous is a pos-
sibility, but creative solutions can be achieved by
close working with occupational therapy, adult
education and vocational schemes. As the care pro-
gramme approach pays increasingly close attention
to the spiritual and cultural needs of patients, these
avenues can be explored profitably in filling the
potential existential void left by successful addic-
tion treatment.

Training issues

Above, we have discussed many issues for nurses
working in forensic mental health services when
assessing and intervening with patients with 
dual diagnosis. Therefore, it is inevitable that 

there are many related training issues that need 
to be tackled. This list is not exhaustive and is 
merely meant to reflect how many training issues
there are.

l Awareness and understanding of reasons for
problematic substance misuse

l Awareness of the relationships between sub-
stance misuse and offending behaviour

l Legalisation issues
l The effect on mental state, other patients, ward

environment, security
l Awareness of the complex cultural issues
l How to recognise when patients are dealing or

misusing substances; the related manipulation
and taking advantage of other patients that
can occur

l Awareness of one’s own value base
l How do you intervene with problems?
l Awareness of the high prevalence of recidivism

Future challenges for forensic mental
health services

The challenges for forensic mental health services
in relation to dual diagnosis are not dissimilar to
those of their mainstream mental health service
partners. These have also been discussed by Dale
(2001). First, develop dedicated services to work
with people with problems of substance misuse.
Second, reduce the supply of illicit drugs. Third,
introduce harm reduction measures, which are
truly multidisciplinary in approach. Fourth,
improve staff training in identification, screening,
assessment and intervention.

McMurran (2002), in a recent expert paper on
dual diagnosis of mental disorder and substance
misuse for the NHS National Programme on
Forensic Mental Health Research and Develop-
ment, highlighted three pressing research ques-
tions. First, we need to know how to assess 
co-morbid mental disorder and substance abuse, 
to avoid misdiagnosis and gain a better clinical 
picture. Second, we need to develop and test effec-
tive treatments. Third, we need longitudinal stud-
ies. None of these points will come as any surprise,
but without information about them services for
the mentally disordered offender with dual dia-
gnosis will only develop in a haphazard fashion.
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Conclusions

Forensic mental health services, and consequently
nurses who choose to work in them, will undoubt-
edly always have patients with dual diagnosis. The
complexities of their treatment will always be
difficult for nursing intervention. Nurses need to
use structured and evidence based programmes of
individualised care to intervene with this patient
group. They need to consider not only the complex-
ities of the substance misuse and the mental disor-
der, but also the offending behaviour that brought
them into the forensic services. Education has to be
the first step to achieving more structured treatment
programmes where nurses contribute not only to
the specialised services that are developing but also
to the multidisciplinary care that also exists. The
currently high recidivism rates of dually diagnosed
mentally disordered offenders means that they
continue to be a significant challenge for forensic
mental health in-patient and community services
and worthy of increased nurse led interventions.
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17 Models of Care and 
Dual Diagnosis

D. Gallivan

Introduction

The National Treatment Agency (NTA) is a special
health authority, created by the Government on 
1 April 2001, with a remit to increase the availabil-
ity, capacity and effectiveness of treatment for drug
misuse in England. The overall purpose of the NTA
is to double the number of people in effective, well
managed treatment and to increase the proportion
of people completing or appropriately continuing
treatment, year on year. The NTA works closely
with regional drug alcohol action teams (DAATs)
that implement the national drug treatment poli-
cies and strategies on a regional and local level. 
The DAATs are multi-agency Government funded
teams responsible for the effective management
and commissioning of drug treatment services.
Representatives from the police, the county coun-
cil, probation, Customs and Excise, local NHS 
services and voluntary groups make up the part-
nership board of the DAATs. This chapter provides
an overview of models of care and its relevance 
and appropriateness to dual diagnosis. It is based
on Models of Care Parts 1 and 2 (National Treatment
Agency, 2002).

Legal framework: Mental Health Act and
dual diagnosis

The Mental Health Act defines mental disorder as
‘mental illness, arrested or incomplete develop-

ment of mind, psychopathic disorder and any other
disorder or disability of mind’ (Mental Health Act
Commission, 1999). Diagnosis of substance misuse
disorder is not specified under the categories and
therefore patients cannot be subject to detention for
treatment under the Mental Health Act. However,
the management difficulties associated with this
patient group who have psychiatric co-morbidity
(dual diagnosis) include increased violence, non-
compliance with treatment and disengagement
from services. Due to the nature of psychiatric 
co-morbidity and the relative uncertainty, these
patients should be subject to the care programme
approach (CPA). Some patients who pose a risk to
themselves and others may need to be considered
for the supervision register under Section 117.

Why do we need models of care?

The prevalence of substance misuse in Britain is a
changing picture, which is difficult to assess. The
British crime survey research indicates that around
one third of those aged 16 to 59 have taken illegal
drugs at some time in their lives, with 11% having
used in the previous year and 6% describing them-
selves as regular users. Most drug use is cannabis
use, with only 1% of the population reporting the
use of heroin and crack cocaine. Estimating the
number of people who require drug treatment is
highly problematic. The national drug treatment
monitoring system (NDTMS) reflects those seeking
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help and existing biases in drug treatment. The
Audit Commission (2002) reports that 0.5% of the
population of Britain may be dependent upon psy-
choactive substances, that is, 226 000 people.

Whilst substance misuse can affect rich and poor
alike, deprivation and social exclusion are likely 
to make a significant contribution to the causes,
complications and intractability of drug misuse.
Deprivation relates statistically to the types and
intensities of substance misuse that are problem-
atic. Similarly, poor housing, or lack of access to
affordable housing, is another contributory factor
in drug misuse. Other important factors include
educational disadvantage, criminal involvement,
unemployment and low income (ACMD, 1998).
Recent research indicates that many substance mis-
users are also offenders, although the relationship
between drugs and crime is complex. The criminal
justice system is increasingly a referral source and
venue for the provision of substance misuse treat-
ment. Substance misuse has been called a chronic
relapsing condition. Whilst many substance mis-
users do successfully recover from drug depend-
ence or addiction, most make several attempts to
do so, lapsing or relapsing into drug misuse in
intervening periods.

Typical drugs of misuse include: opiates (for
example heroin and illicit methadone); stimulants
(for example amphetamines, cocaine and crack
cocaine); and alcohol. Many substance misusers,
however, take a cocktail of drugs and alcohol,
including hallucinogens, cannabis and prescribed
drugs such as benzodiazepines. The use of heroin
together with cocaine or crack cocaine is also
becoming increasingly common. Substance mis-
users present with a myriad of other health and
social problems, particularly in relation to physical
and psychiatric co-morbidity (dual diagnosis) and
social care needs:

l Physical health problems, for example throm-
bosis, abscesses, overdose, hepatitis B and C,
HIV, weight loss, respiratory problems

l Mental health problems, for example depres-
sion, anxiety, paranoia, suicidal thoughts

l Social problems, for example relationship prob-
lems, unemployment, homelessness

l Criminal problems, including legal and finan-
cial issues

Therefore, a wide range of health, social care 
and other responses is required. Models of Care

guidelines provide a framework for various agen-
cies to work together to provide a multidiscip-
linary intervention for substance misuse clients
that require this approach.

Models of care: what works best for drug
misusers?

Over the years, the attitude towards treatment of
substance misusers has changed from dealing with
people considered to be part of the criminal com-
munity, to treating an underprivileged sector of
society that needs help, support, and therapeutic and
clinical interventions. The Models of Care guidelines
were developed in order to provide a consistent,
multi-agency approach to treatment for clients pre-
senting with substance misuse issues, underpinned
by a range of social, financial and emotional prob-
lems that require an integrated treatment approach.
Models of Care is based upon current evidence,
guidance, quality standards and good practice in
drug treatment in England. It sets out a national
framework and guidelines for the commissioning
of adult treatment for drug misuse (drug treatment)
expected to be available in every part of England to
meet the needs of diverse local populations. All
guidance is in line with the recommendations con-
tained in Drug Misuse and Dependence: Guidelines on
Clinical Management (Department of Health, 1999a)
and other current guidance and legislation.

Models of Care provides the framework required
to achieve equity, parity and consistency in the
commissioning and provision of substance misuse
treatment and care in England. It will support drug
and alcohol action teams (DAATs), joint commis-
sioners and treatment providers in the develop-
ment of an efficient and effective treatment and
care system for drug misusers. Models of Care also
provides specific guidance to support the coordina-
tion of drug and alcohol treatment and the effective
management of care across drug misuse treatment
services and general health, social and other care.
Models of Care advocates a systems approach to
meeting the multiple needs of drug and alcohol
misusers. This is achieved through the develop-
ment of local systems that maximise the gains
achieved through drug and alcohol treatment by
having explicit links to the other generic health,
social care and criminal justice services, including
through-care and aftercare. Models of Care reflects
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professional consensus of ‘what works best’ for
drug misusers, resulting from an extensive con-
sultative process that was used for its development.
It is also consistent with the NHS Plan (Department
of Health, 2000) and agendas to modernise health
and social care services.

What is the scope of Models of Care?

Models of Care addresses all drug and alcohol 
misuse including hallucinogens, nicotine and
cannabis. However, it does not address detailed
consideration of the misuse of prescribed drugs
(particularly benzodiazepines), volatile substances
(or solvents), or steroid misuse. Models of Care
focuses on commissioning drug treatment for adults
(for example, those aged 18 years and older). 
The provision of drug and alcohol treatment for
adolescents and young people is extensively 
covered elsewhere (Health Advisory Service, 1996).
Models of Care does have great relevance to the
development of alcohol service provision, but it
does not provide specific guidance on the commis-
sioning or implementation of this framework for
alcohol treatment generally. The quality standards
cover both drugs and alcohol in substance misuse
services, for example Quality in Alcohol and Drugs
Services (QuADS) and the Drugs and Alcohol
National Occupational Standards (DANOS).

Four tiers system of Models of Care

The following section describes the Models of Care
four-tiered treatment framework for drug treat-
ment services. A specific description relating to
dual diagnosis considerations is given further on 
in this chapter.

Tier 1: non-substance misuse specific
services requiring interface with drug and
alcohol treatment

Tier 1 services work with a wide range of clients,
including drug and alcohol misusers, but their sole
purpose is not drug or alcohol treatment. The role
of tier 1 services, in this context, includes the provi-
sion of their own services plus, as a minimum,
screening and referral to local drug and alcohol

treatment services in tiers 2 and 3. Tier 1 provision
for drug and alcohol misusers may also include
assessment, services to reduce drug-related harm
and liaison or joint working with tiers 2 and 3 
specialist drug and alcohol treatment services. Tier
1 services are crucial to providing services in con-
junction with more specialised drug and alcohol
services (for example general medical care for drug
misusers in community based or residential sub-
stance misuse treatment units, or housing support
and aftercare for drug misusers leaving residential
care or prison). The wide range of professionals
involved at this level, including primary care or
general medical services, social workers, teachers,
community pharmacists, probation officers, hous-
ing officers and homeless persons units, need to be
sufficiently trained and supported to work with
drug and alcohol misusers. There may be a need for
a specialised drug treatment or ‘addiction’ liaison
service to provide a coordinated response with tier
1 where there is a high prevalence rate of substance
misuse.

Tier 2: open access drug and alcohol
treatment services

The aim of the treatment in tier 2 is to engage drug
and alcohol misusers in drug treatment and reduce
drug-related harm. This tier is defined by having 
a low threshold to access services, and limited
requirements on drug and alcohol misusers to
receive services, and includes needle exchange,
drug and alcohol advice and information services,
and ad hoc support not delivered in the context 
of a care plan. Specialist substance misuse social
workers can provide services within this tier,
including the provision of access to social work
advice, childcare/parenting assessment and assess-
ment of social care needs. Tier 2 can also include
low-threshold prescribing programmes aimed at 
engaging opioid misusers with limited motivation,
whilst offering an opportunity to undertake motiva-
tional work and reduce drug-related harm.

Tier 3: structured community-based drug
treatment services

Tier 3 services are provided solely for drug and
alcohol misusers in structured programmes of 
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care. Tier 3 structured services include psy-
chotherapeutic interventions, such as cognitive 
behavioural therapy, motivational interventions,
structured counselling, methadone maintenance
programmes, community detoxification or day
care provided either as a drug and alcohol-free 
programme or as an adjunct to methadone treat-
ment. Community based aftercare programmes 
for drug and alcohol misusers leaving residential
rehabilitation or prison are also included in tier 3
services. Tier 3 services require the drug and alco-
hol misuser to receive a drug assessment and to
have a care plan, which is agreed between the 
service provider and client. For clients whose 
needs cross several domains, there should be a 
key worker, responsible for coordination of that
individual’s care on behalf of all the agencies and
services involved. Changes to the care plan would
take place in consultation with the drug and alcohol
misusers. Tier 3 services may be required to work
closely with other specialist services to meet the
needs of specific client groups. For example, tier 3
services and mental health services should work
closely together to meet the needs of drug misusers
with dual diagnosis. In this instance, providers
should have access to medical clinical supervision
and/or advice from mental health specialists in 
line with good practice guidelines (Department of
Health, 2002).

Tier 4a: residential drug and alcohol misuse
specific services

Tier 4 services are aimed at individuals with a 
high level of presenting need. Services in this tier
include in-patient drug and alcohol detoxification
or stabilisation services; drug and alcohol residen-
tial rehabilitation units; and residential drug crisis
intervention centres. Referral is usually from tiers 2
or 3 services or via community care assessment.
Tier 4a services may be abstinence oriented pro-
grammes, detoxification services or services that
stabilise clients (for example on substitute drugs).
Access to tier 4a requires careful assessment,
detoxification prior to placement in a drug and
alcohol free residential programme, and prepara-
tion of the client in order to maximise readiness,
compliance and the programme’s effectiveness.
Drug and alcohol misusers receiving tier 4 services

will require a designated care coordinator, alloc-
ated before entry to this tier.

Tier 4b: highly specialist non-substance
misuse specific services

Note that Tier 4b services are highly specialised
and will have close links with services in other 
tiers, but they are, like tier 1, non-substance misuse
specific. Examples include specialist liver units 
that treat the complications of alcohol-related and
infectious liver diseases, and forensic services for
mentally ill offenders. Some highly specialist tier 4b
services also provide specialist liaison services to
tiers 1–4a services, for example specialist hepatitis
nurses, HIV liaison clinics, genitourinary medicine.

Dual diagnosis: care management and
pathways for clients

A number of organisations and agencies will be
faced with the issues of dual diagnosis as a result of
the complex needs of those with this diagnosis.
This service will include health and social services,
voluntary organisations, probation services, hous-
ing departments and the police. The care and man-
agement of patients with co-morbidity therefore
needs to be multidisciplinary in approach. It is 
recommended that services involved in the treat-
ment of those with dual diagnosis need to:

l Adopt a common language
l Operate common referral criteria and processes
l Be in a position to provide a comprehensive

multidisciplinary assessment procedure
l Have equal access to a range of treatment

modalities (access to outreach, community
treatment, home visits, outpatient treatment, in-
patient treatment, and day care provision,
including therapeutic interventions)

l Involve the GP in the care and management of
the patient and be included in all correspond-
ence on all aspects of care

Good systems of care planning and care coordi-
nation will ensure that service provision is client
centred and aid continuity between care pathways.
It is important that the care pathway addresses the
key role and contribution of each local provider
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agency concerned. The Health Advisory Service
(2001) recommends the following for the care man-
agement of dual diagnosis clients:

l Mental health services should have treatment
protocols for those with alcohol and drug
problems.

l Clients with co-morbidity should have access 
to the range of tiers 1 to 4 substance misuse
treatment interventions.

l Combined pharmacological and psychological
treatments should be provided to clients (where
appropriate) including those who are receiving
shared care between mental health services and
substance misuse services.

l Clients with co-morbidity should be given help
in developing better support systems within the
community.

l There should be clear policies for the follow-up
of clients who are discharged, either planned or
unplanned, from in-patient psychiatric care.

l Clients with co-morbidity should have access 
to residential and community rehabilitation ser-
vices that are able to meet their complex needs.

Groups with special needs

The Health Advisory Service (2001) recommends
that attention is given to special populations in rela-
tion to co-morbidity. Mental health services for
older people should explicitly tackle the misuse
of alcohol and tranquillisers. The needs of young
people with co-morbidity must be addressed by
child centred services. Strategies should be in place
to work with homeless people in the care and
management of those with mental health and sub-
stance misuse co-morbidity. Commissioners and
providers should ensure that all local services are
able to meet the diverse needs of the local popula-
tions, and that the services are accessible to black
and ethnic minority groups and effective at meeting
their needs. Mental health professionals should
consider post-traumatic stress amongst clients with
co-morbidity and amongst refugees and asylum
seekers in particular. The assessment and care of
women should take into account gender specific
issues. The care of parents with co-morbidity needs
to focus on the needs of their children, assessing the
need for support and interventions to prevent harm.

Implications for nursing

Models of Care has several implications for addic-
tion and mental health nurses. The provision of
adequate training and continuing professional
development for both addiction and mental health
nurses should be based on local training audit 
of addiction and mental health service teams. It is
recommended that mental health services should
appoint staff who have formal training in mental
health and substance misuse. Mental health services
should have a substance misuse training strategy
that pertains to all staff and professional groups
and which is monitored and evaluated (Health
Advisory Service, 2001). For staff working within
substance misuse services, training should be pro-
vided that includes the recognition and care of 
service users with mental illness and collaborative
working with mental health services. Training of
staff should incorporate three main elements: inter-
agency collaboration and information exchange
through inter-agency training; theoretical and
skills-based training; and practice development
and supervision (Department of Health, 2002).
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18 Framework for Multidimensional
Assessment

G.H. Rassool & J. Winnington

Introduction

Assessment is a continuing process and a founda-
tion of good clinical practice. It is a fundamental
component within the framework of the systematic
approach to nursing care and interventions. Be-
cause substance misuse and psychiatric problems
are complex, assessment must be comprehensive
and multi-professional to plan effective care and
treatment. Nursing assessment is a comprehensive
analysis of an individual’s needs and related prob-
lems that is based on the collection of data of the
physical/medical, psychosocial and spiritual needs
of the individual. Its aim is to facilitate, in the con-
text of dual diagnosis, the identification and recog-
nition of substance misuse and/or mental health
problems and should be needs led. Assessment
takes the form of interviewing in the taking and
recording of a medical/nursing and psychosocial 
history. Detection and screening can be conducted
through self-report methods, laboratory tests and
from collateral data sources. Rapid and effective
assessment are necessary for individuals in crisis 
or those who wish to engage with treatment or
rehabilitation substance misuse services. Through
the assessment process, there is a window of oppor-
tunity to promote health education and harm
reduction strategies.

Many individuals with dual diagnosis remain
unnoticed in both drug and alcohol services and

mental health services. The lack of integration or
segregation of mental health and drug and alcohol
services perpetuates this problem, as staff from dif-
ferent service domains often focus on observation
and assessment that are part of their repertoire of
knowledge and skills. Mental health workers may
identify mental health problems but overlook drug
and alcohol problems, whereas workers in drug
and alcohol services focus on substance misuse and
fail to recognise mental health problems. It is
argued that individuals with dual diagnosis can
become system misfits when they do not conform
to the expectations established with drug and 
alcohol and mental health care systems (Bachrach,
1986).

The provision of care and treatment should 
be needs led across different care settings, and
reflected in the capacity to assess needs, diagnose,
formulate care plans, and implement and evaluate
care. The emphasis is on collaborative working or
shared care with other members of the team. The
empowerment of individuals and their carers to
actively participate in the planning, delivery and
evaluation of care is also part of the strategy of
good practice. The aims of the chapter are to pro-
vide an overview of assessment and screening of
individuals with a dual diagnosis and the chal-
lenges faced. An examination of the factors that 
are important when assessing mental health status
and substance misuse in individuals with dual
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Table 18.1 Some of the factors that can impact on dual diagnosis assessment.

System barriers

l Parrallel vs. sequential 
vs. integrated approaches

l Philosophical issues
l Lack of training
l Debate over focus of care
l Transcultural issues
l Protocols, procedures 

and policies

Source: Banerjee et al. (2002).

Clinical barriers

l Understand the nature of the
symptoms and presentation

l Assessment tools (reliability, validity)
l Client’s mental state
l Reliance on self-report
l Client’s motivation
l Perception of risk

Process barriers

l Setting
l Confidentiality
l Access
l Timeframe
l Trust
l Poor previous experience (staff and client)
l Interview skills
l Consent
l Collateral informants
l Laboratory investigations

diagnosis is given. An outline of screening tools
and risk assessment is also presented.

Barriers in the assessment process

Individuals with dual diagnosis often have com-
plex or multiple needs, which are often difficult to
assess comprehensively. The lack of knowledge
and skills in assessing mental health or taking a
drug and alcohol history and the attitudes towards
substance misusers or individuals with drug and
alcohol problems may influence the assessment
process and subsequent interventions. Social pre-
judice, negative attitudes and stereotyped percep-
tions of substance misusers (Hanna, 1991; Carroll,
1996; Rassool, 1998a; Selleck & Redding, 1998) and
dual diagnosis patients (Williams, 1999) are widely
held amongst health care professionals and this
may lead to poor assessment and minimal care
being given to those individuals. The assessment
and diagnosis of a ‘primary problem’ of substance
misuse or mental health problems by respective
services may result in poor intervention strategies
and treatment outcomes. It is suggested that drug
services will generally screen out of their service
individuals who display a primary mental health
problem, whilst mental health services will gen-
erally screen out individuals who present with a 
primary substance use problem. Assessment may
therefore become focused on the need to establish
primacy rather than the pursuit of meeting the 
individual’s needs (Banerjee et al., 2002).

Clinical assessment for dual diagnosis is difficult

because substance misuse can mask psychiatric
symptoms or distort diagnosis. The inability to 
distinguish the effects of psychoactive substances
on the individual’s mental state from symptoms of
mental health problems add to the complexities of
assessing an individual with dual diagnosis, since
many psychiatric symptoms are a temporary result
of substance misuse withdrawal or drug or alcohol
intoxication rather than dual diagnosis. It would 
be sensible for workers to manage the immediate
symptoms until the individual has had time to
recover from drug intoxication or drug withdrawal
state. That is why it is unlikely that a comprehen-
sive assessment can be completed at first contact
with individuals.

Substance misusers do not often admit to being
physically or psychologically dependent on drugs
and alcohol and may go to great lengths in con-
cealing their substance misuse from mental health
staff. Some nurses may lack the confidence to ask
patients about their substance misuse or may have
pessimistic views regarding treatment. The mental
state of the patient may act as a barrier to recogni-
tion as some patients may not be able to understand
the nature of the symptoms they experience or ade-
quately describe them in a way that enables clinical
staff to make an accurate assessment (Gafoor &
Rassool, 1998). The task of diagnosis is further com-
pounded if the patient is a polydrug user and is 
taking a combination of psychoactive substances 
at the same time. There are other factors that can
have an impact on an adequate and comprehensive
assessment process and a summary is presented in
Table 18.1.
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Table 18.2 Indicators for further assessment.

l Use of psychoactive substances to control thoughts and
feelings

l Self-medication of psychoactive substances for alleviating
mental health problems

l Use of psychoactive substances to balance or reduce side
effects of prescribed medications

l Misuse of prescription and over-the-counter drugs
l Expression of feelings of sadness
l Frequency of mood swings
l Showing anger and impulsiveness
l Self-harm
l Lack of interest or activities
l Strange thoughts and speech
l Over suspiciousness
l Unable to reduce alcohol and/or drug use
l Recent weight gain or loss of more than 15% body weight
l Previous detoxification and/or rehabilitation
l Symptoms of withdrawal
l High tolerance of psychoactive substances
l Drug seeking behaviour

Assessment and screening

The purpose of screening and assessment is to 
collect data on the individual’s substance use and
misuse and mental health problems with a view to
having a better understanding of the relationship
between the two disorders. The identification of
both disorders requires a team approach, which
may include family, friends, caseworkers, doctors,
nurses, laboratory investigations, and alcohol and
drug screening. However, before undertaking a 
full and comprehensive assessment, there are some
observations that may indicate substance misuse
and/or mental health problem(s). This may warrant
further investigation in the process of assessment
and diagnosis. Table 18.2 presents the indicators 
for assessment.

The art of completing a dual diagnosis assess-
ment relies on incorporating the following essential
elements:

l Assessment of history and current nature of
the type and frequency of psychoactive sub-
stances used

l Assessment of mental health history and cur-
rent symptoms

l Assessment of current physical health
l Assessment of level and nature of risks in 

evidence

l Assessment of social needs (housing, employ-
ment, social networks)

l Assessment of self-awareness of diversity issues
and cultural competence

Central to the aspect of working in dual dia-
gnosis is the ability to provide a comprehensive
assessment of mental health history and current
symptoms, current and historical substance use
and misuse, current physical health, social needs
and the awareness of diversity amongst those 
individuals with dual diagnosis and how these
major aspects impact on the current presentation or
baseline behaviour. One feature of a dual diagnosis
assessment is the use of ‘time lines’, by recording
the sequence of events for both substance misuse
and mental health problems over a given time
period. Time lines can provide invaluable informa-
tion, particularly in relation to which event occurs
first, substance misuse or mental health; addition-
ally, they can be used to help indicate priority for
treatment actions (Moore & Rassool, 2002).

Assessment of mental health problems

The main focus in the assessment of dual diagnosis
is to identify primary issues that may be associated
with mental health and substance misuse. It is
crucial that all patients are routinely screened to
detect mental health problems in those present-
ing to substance misuse services. The aims of a
mental health assessment are to gather data on 
the neurobiological, psychological and social fac-
tors. The assessment should include a statement of
the presenting problem, development and educa-
tional history, family history, drug and alcohol
assessment, a mental health assessment, medical
examination, strengths and resources, and a risk
assessment. An aspect of the mental health 
examination is the examination of the mental/
psychological functioning of the individual. The
mental/psychological examination, usually con-
ducted by a mental health specialist, is based on 
an interview focusing on the cognitive, affective
and behavioural factors (appearance, thoughts,
feelings, insight, etc.) and observation over a period
of time. Taken all together, a psychiatric diagnosis
is made and a plan of care and intervention strateg-
ies are developed and implemented. The mental



180 Dual Diagnosis Nursing

Table 18.3 Mental health assessment.

l Initial data (if the individual has case notes, review
previous assessments, issues and summaries)

l The presenting issue/problem(s)
l Personal history (health, childhood, schooling, current

interests, employment, relationship history, pre-morbid
personality)

l Ethnicity, culture and spiritual belief
l Past psychiatric history (mental health problems, past

admissions treatment, relapse)
l Past medical history
l Risk assessment
l Current medication
l Family psychiatric and substance use history
l Alcohol and other substance use (current levels, history,

pattern of use, drug-free period, tolerance, withdrawal
symptoms, relapse, medical and psychological
complications, coping strategies)

l Social support system
l Legal status
l Physical/medical examination
l Individual’s strengths and limitations

health assessment (incorporating the mental state
examination, see Davies, 1997) is presented in
Tables 18.3 and 18.4.

It is important to identify and manage symptoms
before arriving at a definitive diagnosis. The indi-
vidual immediate needs and problems should be

met, dealing with physical, social or psychological
problems. Support and harm reduction strategies
should be implemented, depending on the holistic
needs of the individual. For example, a homeless
person is likely to need help with housing, irrespect-
ive of whether he has depression or is using alcohol
in a harmful way.

Assessment of substance use

Taking a drug and alcohol history is a detailed
assessment of the current presentation of an indi-
vidual’s drug and alcohol taking pattern of use.
One of the initial tasks of the assessment is to dis-
cern the individual’s views of their drug and/or
alcohol consumption. The assessment should then
focus on the current pattern of substance misuse,
the type of drug used, quantities of substances
used, level of dependence, risk behaviours, associ-
ated problems, sources of help, sources of access to
psychoactive substance(s) and periods of abstin-
ence and relapse. In order to ascertain the level of
dependency, it is important to ask about experi-
ences of withdrawal symptoms or any medical
complications.

Assessment all too often focuses only on the 
individual’s negative aspects of substance misuse
such as an individual’s weakness, risks and prob-
lems. The inclusion of an assessment of positive
aspects of the individual regarding substance 
misuse may highlight and enhance the self-efficacy
and self-esteem of the individual. This positive
approach may enable the individual to engage with
the service with less resistance and also influence
the individual’s coping strategies and treatment
outcomes. The position of strengths should focus
on strategies that the individual has ‘successfully’
used in previous attempts to manage substance
misuse and psychiatric symptoms, for example pre-
vious coping strategies used to be drug or alcohol
free. An outline of the assessment of substance 
use in individuals with dual diagnosis is shown in
Table 18.5.

A good practice suggestion for assessment (Re-
think & Turning Point, 2004) includes the following:

l Consider the client’s concerns
l Consider a range of needs
l Avoid assumptions and keep an open mind
l Timelines can be a useful tool (Moore &

Rassool, 2001)

Table 18.4 Mental state examination.

l Appearance: attire, cleanliness, posture and gait
l Behaviour: facial expression, cooperation or aggression,

activity, agitation, level of arousal (including physiological
signs)

l Speech: form and pattern, volume and rate, is it coherent,
logical and congruent with questioning?

l Mood: apathetic, irritable, labile, optimistic or pessimistic,
thoughts of suicide, do reported experience and
observable mood agree?

l Thought: particular preoccupations, ideas and beliefs, 
are they rational, fixed or delusional? Do they concern the
safety of the patient or other people?

l Perception: abnormalities including hallucinations
occurring in any modality (auditory, visual, olfactory,
gustatory, tactile)

l Intellect: brief note of cognitive and intellectual function;
is the patient oriented in time, place and person? Is the
patient able to function intellectually at the level expected
from his or her history?

l Insight: how does the patient explain or attribute his or her
symptoms?

Source: Davies (1997).
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Table 18.5 Assessment of substance use.

l Statement of the need/problem Consider the individual’s concerns, issues, needs or problems

l Current drug and alcohol use Type, quantity, frequency and route of administration (drug)

l Pattern of drug or alcohol use Details of drug/alcohol taking for past week/month

l Current use of other substances Prescribed, illicit or over-the-counter drugs

l Level of dependence Any withdrawal symptoms
Evidence of increasing tolerance

l Associated problems Any medical, psychiatric, social or legal problems

l Risk behaviours Source of injecting equipment
Sharing of equipment
Knowledge about sterilisation and needle exchange services
Sexual behaviour when intoxicated

l Periods of abstinence/relapse Duration, periods of abstinence, voluntary or enforced
Reasons for lapse or relapse

l Sources of help Social support systems
Statutory agencies, local authorities, voluntary agencies, self-help groups

l Coping strategies and strengths Previous strategies in coping with use of alcohol and drugs
Achievements, strengths and positive aspects of the individual

l Monitor regularly
l Recognise positive achievements

The use of self-report or a checklist in the assess-
ment of the levels of substance misuse is limited.
Additional and independent collateral data and

laboratory investigations would provide confirma-
tion of the presence or absence of substance use. A
number of screening instruments have been intro-
duced to assess dual diagnosis. Table 18.6 presents
a summary of the screening tools in the detection of
dual diagnosis.

Table 18.6 Screening tools to assess co-morbidity.

AUDIT:
The alcohol use disorders 
identification test

CUAD:
The chemical use, abuse and 
dependence scale

DAST–10:
The drug abuse screening test

DALI:
The Dartmouth assessment of 
lifestyle instrument

MMSE:
Mini-mental state examination

PRISM:
The psychiatric research interview 
for substance and mental disorders

SATS:
The substance abuse treatment scale

Source: adapted from Crawford & Crome (2001).

Brief self-report questionnaire (World Health Organization) to
identify people whose alcohol consumption has become
hazardous or harmful to their health.

Brief (20 minutes to administer), reliable and validated tool for
the identification of substance use disorders in severely
mentally ill in-patients.

Self-report questionnaire for measuring the severity of drug
(not alcohol) dependence.

An 18-item interviewer administered tool (on average six
minutes to complete). It was developed primarily to detect
alcohol, cannabis and cocaine use disorders.

Brief, quantitative measure to screen for cognitive impairment,
to estimate its severity, to follow cognitive changes over time
and to document response to treatment.

Diagnostic interview based on DSM-IV. More reliable for
assessing psychiatric disorders in those who have co-morbid
substance use disorders.

To evaluate treatment progress or as an outcome measure. The
scale is intended for assessing a person’s stage of substance
misuse treatment.

Babor et al., 1992

Appleby et al., 1996

Skinner, 1982

Rosenberg et al., 1998

Folstein et al., 1975

Hasin et al., 1996

McHugo et al., 1995
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Table 18.7 Detection periods for urine drug screening.

Substance

Amphetamine

Methamphetamine

Barbiturates:
l Short-acting
l Intermediate-acting
l Long-acting

Benzodiazepines:
l Therapeutic dose
l Ultra-short-acting

(e.g. midazolam)
l Short-acting (e.g. triazolam)
l Intermediate-acting (e.g. 

temazepam/chlordiazepoxide)
l Long-acting

(e.g. diazepam/nitrazepam)

Cannabinoids (marijuana):
l Single use
l Moderate use 

(four times per week)
l Heavy use (daily)
l Chronic heavy use

Cocaine metabolites

Codeine/morphine/propoxyphene
(Heroin is detected in urine as the 
48 hours metabolite morphine)

Methaqualone

Methadone (maintenance dosing)

Norpropoxyphene

Phencyclidine (PCP)

Source: Department of Health (1999).

Maximum range
(hours and days)

48 hours

48 hours

24 hours
48–72 hours
7 days or more

3 days
12 hours

24 hours
40–80 hours

7 days

3 days
4 days

10 days
21–27 days

2–3 days

48 hours

7 days or more

7–9 days 
(approximate)

6–48 hours

8 days
(approximate)

Testing for current drug and alcohol use

If self-reported assessment indicates current use of
drugs and/or alcohol, laboratory investigations
may be undertaken to aid early identification and
diagnosis. The investigations are also helpful in
contributing objective information to the overall
assessment. Drugs and alcohol can be measured
directly in serum, urine, exhaled air and hair. Urine
analysis is widely undertaken to measure or assess
drug use.

There are two main methods for testing a urine
sample. Special immunological procedures called
immunoassay tests are based on detecting anti-
bodies to ingested drugs but gas chromatography
is more accurate. Hair testing can be used to detect
drugs laid down within the growing hair follicle,
but is more expensive than urine testing. However,
hair analysis carries a major advantage over urine
testing in that it covers much longer periods than a
single urine test (McPhillips et al., 1997). Serum
saliva tests are currently under evaluation. These
tests only estimate whether drugs are present or
absent and do not measure the amount of drugs 
in the body. The detection periods for urine drug
screening are presented in Table 18.7.

A number of blood tests can be undertaken to
assess the presence of drugs or alcohol. Essential
investigations include liver function tests (LFT),
gamma-glutamyl transferase (GGT), aspartate
transaminase (AST) and mean corpusclar volume
(MCV). A summary of those special blood tests 
for drugs and alcohol is provided in Table 18.8.
When injecting drug users share needles, syringes
or other paraphernalia, cross infections are likely to
occur. Blood tests can also be carried out to deter-
mine HIV and hepatitis B and C. These tests must
always be accompanied by pre-test and post-test
counselling. A guidance on hepatitis C (Depart-
ment of Health, 2001) is available for those working
with drug users.

Risk assessment and management

There has been a greater awareness recently of the
need for risk assessment and management. This
interest appears to be in response to perceived fail-
ings in the policy of community care, criticisms of
current practice following inquiries into tragedies

involving people with serious mental illness,
Government initiatives to reduce self-harm and
improve community management of people with
mental illness, and the need for mental health
providers to reduce the increasing costs associated
with litigation and complaints (Doyle, 1999). The
aim of risk assessment is to identify risk factors that
can be used to determine the likelihood of ‘harm’ to
self and others and then to use the information
acquired to intervene as part of the care plan. It 
has been suggested that the severity of substance
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misuse, including the combination of substances used,
is related to the risk of overdose and/or suicide.
Exploration of the possible association between
substance misuse and increased risk of aggressive
or antisocial behaviour forms an integral part of 
the risk assessment, and should be explicitly docu-
mented if present (Department of Health, 2002).

The risk management process should enable the
optimum level of care to be given to an individual
with dual diagnosis. Risk assessment should fully
involve the individual being assessed, relevant 
professionals and any informal carer or significant
other. It is also important to seek information from
other sources such as carers, or significant others, as
an individual may not disclose ‘risky behaviours’
or self-harm. However, this may be more apparent
from their feelings, moods and behaviours. Risk
assessment is an ongoing process and there are 
several critical points when practitioners need to
conduct further assessment of ‘risky behaviours’.
For example, before individuals are discharged
from hospital, referred to any agency or service
provision, or return to be looked after by their
informal carers.

The principal elements of risk assessment and
management are:

l Suicide or self-harm: ideas, plans and intentions
l Ideas, thoughts and actions of harming others
l Self-neglect
l Risk of unintentional harm to self, or exploitation

Individuals with dual diagnosis are more likely
to pose a risk to themselves than to others. However,
it is critical to assess the risk of self-harm and

attempted suicide to determine the appropriate
intervention strategies. This will include an exam-
ination of previous self-harm and its frequency 
and seriousness, whether the previous attempt(s)
was accidental or intended, previous coping or
intervention strategies, current intentions and
plans, and the ability to carry out those plans. This
assessment should be conducted with a sensitive
approach and in a non-judgemental manner
despite the difficulties that the practitioner may
face in asking about such ‘risky behaviours’. It is a
myth that raising the subject of ‘risky behaviours’
or self-harm is likely to encourage the individual to
engage in them. By acknowledging the thoughts
and feelings relating to the ‘risk’ behaviour, 
practitioners can work through with them, using
techniques such as anger management, individual
therapy and group work (Rethink & Turning Point,
2004).

An examination of the ‘risky behaviours’ should
include the following questions:

l Does the individual have a suicide plan or 
serious intentions?

l How specific is the plan?
l What method will be used?
l Does the individual have the means to carry out

the plan?
l When will the ‘risky behaviour’ happen?

There is no specific method of predicting ‘risky
behaviours’, but there are several factors that have
been reported in the literature to be associated 
with an increasing probability of risk behaviours.
There may be patterns of past and current factors 

Table 18.8 Special laboratory alcohol and drug tests.

Tests

Gamma-glutamyI transferase (GGT)

Liver function tests (LFT)

Full blood count

Aspartate transaminase (AST)

Uric acid

Haemoglobin

Tests for HIV, hepatitis B and C

Detected substance(s)

Alcohol

Alcohol and drug

Alcohol

Alcohol

Alcohol

Drug and Alcohol

Drug

Observations

Elevated before liver damage, more likely to have liver
damage at higher readings

Liver damage due to alcohol

Mean red blood cells raised in heavy chronic drinkers

Suggest alcohol-related liver damage

Increase of urates and possibly gout

Anaemia due to poor nutrition or vitamin deficiencies

History of injecting
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Table 18.9 Predictors of risk.

Predisposing risk factors

l Previous history 
of harm to self 
or others

l Family history 
of harm or 
mental illness

l Borderline or 
impulsive
personality

l Social exclusion
l Lack of support 

network
l Past sexual or 

physical abuse
l Depression
l Schizophrenia
l Substance misuse

Source: adapted from Evans & Sullivan (2001).

Precipitating factors

l Specific plan
l Neurological

(organic disorders)
l Continuing high suicidal

and behavioural intent
l Hopelessness
l Hallucinations
l Persecutory delusions
l Social isolation
l Recent loss or

separation
l Recent psychiatric

hospitalisation
l Relationship breakdown
l Unemployment
l Imprisonment or threat

of imprisonment
l Homelessness
l Cultural and diversity

issues (for example
shame)

l Intoxication with
alcohol or drugs

l Poor compliance with
medication or treatment
programmes

l Poor communication
between professionals

when their judgement or cognitive functioning is
seriously impaired.

Finally, it is stated that effective risk management
should not disempower people but should min-
imise risk through open discussion, standardised
assessment and the use of up-to-date, jointly owned
care plans and the key to all these is greater col-
laboration and communication (O’Rourke & Bird,
2001). Equally, it is important that risk assessment
is based on an appropriate evidence base and the
management of risk is reached in a systematic 
way by the multidisciplinary team to enable more 
effective interventions. Consultations and com-
munications between members of the multi-
disciplinary team and appropriate personnel from 
other agencies or services about risk assessment
and management of the individual are good clin-
ical practice. The importance of documentation,
records and information sharing is fundamental
when assessing the future potential risk of an 
individual.

Conclusion

l Assessment for dual diagnosis is based on a
multidimensional approach. It is everyone’s
business.

l Assessment of an individual with dual dia-
gnosis is broader than assessment of substance
misuse or mental health.

l Assessment of an individual with dual dia-
gnosis should be ‘person specific’ in meeting
their physical, social, psychological and spiritual
needs.

l Assessment of substance misuse, mental health
and associated risk factors are derived from data
collection through observation, interview, ex-
amination, screening tools and collateral sources.

l Critical to effective care planning and inter-
ventions is good screening and assessment.

l Observation for the reappearance of mental
health problems after a period of abstinence
from substance use is important.

l Symptoms of intoxication and withdrawal from
psychoactive substances may be masked by,
or blurred with, symptoms of mental health
problems.

l When assessing individuals with relapsing
mental health problems (high prevalence rate

of psychosocial and physical problems that may 
be indicative of risk behaviours. A summary of 
the predisposing and precipitating risk factors is
presented in Table 18.9.

Assessment of a risk of violence to others should
be notified to informal carers and all agencies and
key people involved in the care and support of the
patient. Where there is such a risk, it is crucial that
adequate personal care, supervision and treatment
are provided. Special consideration should be
given regarding the assessment of harm or violence
to others. It is worth exploring the issues of the
likely victims and whether the victims are aware 
of the risks posed to them and to others. Another
element of risk assessment that requires attention
from practitioners includes the individual’s vulner-
ability to dangers or exploitations such as sexual,
financial, occupational and familial, particularly
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of dual diagnosis), indicators associated with
substance misuse and dependence should be
examined.

l Assessment is the time when therapeutic rela-
tionships can be enhanced to enable the indi-
vidual with dual diagnosis to engage with the
service.

l Assessment of complex needs of the individual
with dual diagnosis should be part of a care path-
way or care plan for subsequent interventions.

l A good practice in assessment is to consider the
client’s concerns and needs, and to recognise
positive achievements.
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Dealing with Intoxication,
Overdose, Withdrawal and
Detoxification: Nursing
Assessment and Interventions

G.H. Rassool & J. Winnington

Introduction

Emergency medical attention is often required 
by those misusing psychoactive substances as a
result of toxic or adverse effects of the substance,
the route of administration (injecting may lead 
to blood poisoning and deep vein thrombosis),
lifestyle behaviours (poor nutrition, dehydration)
and risk taking whilst under the influence of psy-
choactive substances (accidents, self-harm). Intoxi-
cation, overdose and withdrawal are the potential
consequences of substance misuse, whether the
psychoactive substance is illicit, prescribed or 
purchased over the counter. Drugs taken in com-
bination with alcohol or other psychoactive sub-
stances increase the risk of death by overdose 
and can have serious long-term consequences.
Nurses in both hospital and community settings
have a vital role to play in the provision of nursing
interventions during the withdrawal phase of psy-
choactive substances, detoxification, acute states of
intoxication and in the reduction of drug-related
deaths. This chapter covers four aspects of sub-
stance misuse: intoxication, overdose, withdrawal
and detoxification, and relevant nursing interven-
tions are discussed.

Acute intoxication

Acute intoxication frequently occurs in people who
have persistent alcohol or drug-related problems. It

is a transient condition following the administra-
tion of alcohol or other psychoactive substance,
resulting in disturbances in level of consciousness,
cognition, perception, affect or behaviour, or other
psychophysiological functions and responses
(WHO, 2005). Intoxication is highly dependent 
on the type and dose of drug ingested and is
influenced by an individual’s level of tolerance 
and other factors. In alcohol intoxication, for ex-
ample, the level of intoxication will largely be
influenced by body weight, tolerance, the volume
of alcohol consumed, alcohol percentage in the
drinks consumed and the period over which the
alcohol was taken. The cultural and personal expec-
tations regarding the effects of the drug will also
influence the level of intoxication. Symptoms of
intoxication do not always reflect the desired or
expected effects of the psychoactive substance. For
instance, depressant drugs (alcohol or GHB) may
lead to symptoms of agitation or hyperactivity, 
and stimulant drugs (amphetamines or cocaine)
may lead to socially withdrawn and introverted
behaviour.

Most psychoactive substances will have an effect
upon the central nervous and the cardiopulmonary
systems. The common features of psychoactive
intoxication include disinhibition, euphoria, lack 
of coordination and impaired judgement. Alcohol
and drug intoxication may influence a person’s
mental health problem and may imitate or mask
symptoms of an underlying mental or physical 
disorder. The resulting lack of inhibition and the
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depressant effect on the central nervous system
may increase the risk of harm to self and others and
exacerbate the risk of suicide.

People in an acute stage of intoxication of 
alcohol are most frequently seen in accident and
emergency departments. It is extremely common
for an intoxicated individual to vomit once or
twice. However, continued vomiting may be a sign
of head injury or other serious illness. Alcohol
affects coordination and reactions, so individuals
are prone to accidents. Trauma and head injuries
caused by poor coordination and judgement when
intoxicated are common. Head injury also increases
the risk of seizures. It is possible for an individual
who has acute alcohol poisoning to go into respir-
atory arrest whilst they are asleep and they can 
also choke to death on their vomit. Hypothermia 
is also a high risk factor for homeless problem
drinkers. The individual may become belligerent,
paranoid and even violent, necessitating caution
and sensitivity when approaching them. Inform-
ation on the use of, desired effects of and acute
intoxication with psychoactive substances is found
in Chapter 4.

Nursing interventions

When an individual is acutely intoxicated, the fol-
lowing actions must be taken.

Medical/physical needs

l Place in recovery position – if appropriate
l Assessment of airway, breathing and 

circulation
l Assess level of consciousness (Glasgow coma

scale)
l Monitor vital signs
l Implement seizure safety precautions
l Monitor fluid intake and output
l Implement interventions to decrease systemic

absorption of drugs such as use of absorbents
(activated charcoal), induced diarrhoea, induced
vomiting, gastric lavage, if appropriate

l Administration of antidote, if appropriate

Psychosocial needs

l Orientation
l ‘Being there’

l Non-judgemental approach in interactions
l Create a supportive environment
l Assess for ‘risk behaviours’ (self-harm, poten-

tial for violence)
l Contact relatives/friends who are best able to

support and reassure the patient

Additional interventions

l Monitor withdrawal syndrome and treat as 
necessary

l Screening for drug and alcohol problems
(assessment, urine/saliva testing)

l Referral to an appropriate service to meet these
needs

l Contact point for further help (self-help groups)
l Harm reduction (advice to reduce the harm

caused by drug use, such as safer modes of use
or how to access sterile injecting equipment)

l Provision of information literature on overdose
prevention, viral transmission and local drug
services

l Developing close liaison with drug treatment
providers facilitates better access to treatment

Overdose

Drug-related deaths are defined as ‘deaths where
the underlying cause is poisoning, drug abuse, or
drug dependence and where any of the substances
are controlled under the Misuse of Drugs Act (1971)
(ONS, 2003). There has been concern about the 
high prevalence of mortality amongst substance
misusers. According to the Advisory Council on
the Misuse of Drugs (2000), a report on Reducing
Drug-related Deaths highlighted their concern about
this issue and acknowledged that the prevention 
of drug-related deaths is a matter of pressing
urgency. The report indicated that the number of
such deaths must be substantially reduced. In
England and Wales, there were more than 2300
drug-related deaths due to accidental or intentional
overdose during 1998 and the trend is rising.
Following the recommendations of the Advisory
Council on the Misuse of Drugs report (2000), and
the report Action Plan to Prevent Drug-related Deaths
(Department of Health, 2001) the Government’s
Updated Drug Strategy (Home Office, 2002) has
given a higher profile to a range of harm reduction
measures to reduce premature death associated
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Table 19.1 Predictors of risk associated with overdose.

l Injecting drugs (heroin users, high level of dependence)
l Combinations of drugs (depressant drugs such as heroin,

methadone, alcohol and benzodiazepines)
l High tolerance levels (users who have experienced non-

fatal overdoses recently)
l Low tolerance levels (using opiates when tolerance is low,

particularly after a break in use following imprisonment or
detoxification)

l Cocaine and crack (cocaine and crack use amongst 
heroin users can play a role in fatal overdoses, as they 
can temporarily mask the sedative effects of heroin and
other depressant type drugs)

l Poor mental health, depression, hopelessness and suicidal
thoughts

l Not being in treatment (heroin injectors not in methadone
treatment are around four times more likely to die in
comparison to those in treatment)

l Premature termination of treatment (loss of tolerance,
increased polydrug use after detoxification)

l Solitary drug use (using drugs alone, especially injecting,
places a person at increased risk)

Source: adapted from Roberts & McVeigh (2004).

with fatal and non-fatal overdoses amongst drug
users.

According to the National Treatment Agency
(2002) an overdose is:

‘an event in which a person intentionally or 
accidentally ingests one or more psychoactive
substances at unsafe levels, leading to physical
trauma, which may require immediate medical
care to reverse and manage symptoms and other
complications.’

Whilst many victims of drug overdose recover
without long-term consequences, there can be seri-
ous implications for health due to the failure of the
respiratory or circulatory systems or major organs
such as the kidneys or liver. The pattern of the type 
of drug taken in overdose has changed in recent
years, largely with changes in their availability and
accessibility.

Substance misusers are at higher risk of suicide
than the general population, and prescribed drugs,
notably antidepressants and methadone, heighten
that risk. Drug overdose is the most common
method of suicide amongst substance misusers 
and the likelihood of overdose is increased when
drugs are taken by injection, and fatal overdose
(immediate death) is particularly associated with
injecting opioid users. (Oyefeso et al., 1999; National
Treatment Agency, 2002). There is evidence to 
suggest that about 80% of people who present 
to A & E departments following self-harm will 
have taken an overdose of prescribed or over-the-
counter medication and most will meet criteria 
for at least one psychiatric diagnosis at the time
they are assessed (Haw et al., 2001; Horrocks 
et al., 2003). About one third of those who self-
harm will be misusing drugs or alcohol on a regular
basis (Merrill et al., 1992; Haw et al., 2001). The mis-
use of a combination of psychoactive substances
such as benzodiazepines and alcohol with opiates,
or combining heroin with cocaine as a ‘speedball’
can increase the chances of an overdose. In a pro-
spective study of mortality amongst drug misusers,
Gossop et al. (2002) found that the majority of
deaths (68%) were associated with drug overdoses.
Opiates were the drugs most commonly detected
during post-mortem examinations. In the major-
ity of cases, more than one drug was detected.
Polydrug use and, specifically, heavy drinking, and
use of benzodiazepines and amphetamines, were

identified as risk factors for mortality. The use of
antidepressants amongst polysubstance users has
also been found to heighten the risk of fatality
(Oyefeso et al., 2000).

The are several risk factors that are reported to 
be associated with an increased likelihood of 
overdose. The multiple risk factors include admini-
stration by injection; concomitant use of other
depressant drugs; loss of tolerance after a period of
abstinence; injecting in public places (which may be
associated with the use of untested drugs) or soli-
tary drug use; a long history of opiate dependence;
older age; and possibly unexpected changes in
purity (EMCDDA, 2003). A summary of risk factors
associated with incidence of overdose is presented
in Table 19.1.

Nursing interventions with overdose

Drug overdose amongst substance misusers is 
a relatively common phenomenon and an acute
life-threatening emergency. For many substance
misusers, the first or only point of contact with
health services is the accident and emergency
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department due to overdoses, accidents or psy-
chological crises. There are some general principles
that define interventions of individuals with drug
overdose, and in any setting emergency treatment
should begin immediately. The priority is treat-
ing life-threatening problems such as respiratory
depression, airway obstruction, cardiovascular 
collapse and convulsions (epileptic form seizures),
alongside specific measures to treat the overdose.

Emergency nursing interventions include:

l Establishing a patent airway
l Providing ventilation support (artificial respira-

tion, respirator)
l Maintaining adequate circulatory status (chest

compressions, defibrillator, intravenous line)
l Controlling seizures (safety measures, intra-

venous diazepam)
l Administration of naloxone, if appropriate

After implementing acute interventions to stab-
ilise the individual, a thorough history and phys-
ical examination are completed. Obtain information
about the substance: name, route of administration,
amount taken, when and period of time taken. 
If the individual is unable to participate in the
assessment process, collateral information should
be obtained whenever possible, from family mem-
bers or significant others or past medical notes.
Investigations for routine blood count and chem-
istry, urinalysis and toxicological screens of blood
and urine will provide further evidence about the
overdose. Monitor vital signs including tempera-
ture. Perform electrocardiogram and continue to
monitor. The level of consciousness should be
checked and should continue to be monitored at 
15-minute intervals using the Glasgow coma scale
(Teasdale & Jennett, 1974). Maintaining hydration
and monitoring fluid intake and output are import-
ant. Safety precautions must be maintained during
acute interventions as the individual may show
signs of varying levels of consciousness, hallu-
cinations and seizures. Reassurance and support
should be provided. Measures to decrease systemic
absorption of the substance such as gastric lavage,
induced emesis (vomiting), absorbents (activated
charcoal) or induced diarrhoea (magnesium)
should be used as appropriate. An antidote may 
be administered depending upon the type of sub-
stance used.

Opiate and other drugs overdose

The treatment of overdose from opiates is the 
antidote naloxone hydrochloride (naloxone). A
dose at 0.8–2 mg by intravenous injection should be
administered, repeated at intervals of 2–3 minutes
to a maximum of 10 mg. If respiratory function
does not improve, other diagnostic options such as
other drug intoxication, or other organic causes of
loss of consciousness, including hypoglycaemia,
should be considered (Department of Health,
1999). If an intravenous route is not accessible due
to vein collapse, subcutaneous or intramuscular
injection routes should be used. Naloxone is short-
acting, and repeated injections or intravenous 
infusion may be needed if a longer acting opiate
such as methadone has been taken. Naloxone can
be given as a continuous intravenous infusion of 
2 mg diluted in a 500 ml intravenous solution
titrated at a rate determined by the clinical response
(Department of Health, 1999). In methadone over-
dose, the effects can persist for up to 72 hours. Even
in circumstances where patients have been resusci-
tated, depending on the magnitude of the over-
dose, they should be observed as an in-patient for a
period of up to 72 hours. For high dose intoxication,
naloxone infusion should be considered.

No antidote exists for the treatment of overdose
from other drugs such as amphetamines, cocaine,
cannabis, LSD and ecstasy. Treatment should
therefore be aimed at the presenting symptoms and
may include:

l Management of the unconscious patient.
l Management of hypothermia.
l Management of acute psychosis.

For a more comprehensive guideline on the 
clinical management of drug users see Drug Misuse
and Dependence: Guidelines on Clinical Management,
Department of Health (1999), and for accident and
emergency staff, see Guidance for A & E Staff on
Reducing Deaths Caused by Illicit Drugs (NTA, 2004a).
For helplines, see Drug Overdose: Prevention and
Response Guidance for Helplines (NTA, 2004b).

Detoxification

Detoxification means the withdrawal of a substance
from the body, and the substance may be alcohol,
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heroin or benzodiazepine. It is also a process of
treatment designed to control both medical and
psychological complications of psychoactive sub-
stances. It may be carried out in hospital or in a
community setting such as the individual’s home,
or at a day care agency. However, detoxification
from drugs or alcohol can be potentially harmful
and should be done under nursing and medical
supervision only. The length of time required for
detoxification from alcohol or drugs depends on
the process being utilised and the substance being
withdrawn. In general, alcohol detoxification can
take anywhere from three to ten days and for drugs
such as heroin, opiates, methadone or benzodia-
zepines the time can range from five to twenty-
eight days of medically supervised detoxification.
Home detoxification from alcohol lasts approxim-
ately seven to ten days. However, home detoxi-
fication can take months or even years to allow 
the dependent individual to gradually adjust to
reduced doses, make withdrawal symptoms man-
ageable and enable them to make appropriate
lifestyle changes to sustain lasting changes in their
drug-taking behaviour. The medical process of
detoxification from alcohol or drugs usually
includes administering a variety of substances to
relieve the withdrawal symptoms and minimise
the potentially harmful consequences.

Detoxification is the first step in rehabilitation
and treatment of drug and/or alcohol misuse 
and also allows an individual an opportunity to
reflect upon the negative consequences associated
with their drug and alcohol misuse and to take up
additional offers of interventions. In this context,
detoxification can be regarded as a prelude to 
further social and psychological help, aimed at
influencing and motivating the problem drinkers
or problem drug users to modify or change their
behaviour (Gafoor & Rassool, 1998).

Withdrawal or abstinence syndrome

Withdrawal syndrome is the physiological and
psychological response to the sudden absence of a
drug on which the individual had become depend-
ent. Withdrawal syndrome differs greatly across
the different categories of psychoactive substances.
The duration and severity of withdrawal symptoms
vary according to the drug, the dose and the length

of time the drug was used. Withdrawal symptoms
from all psychoactive substances tend to be the
opposite of the desired or sought after effects of 
the substances and produce similar symptoms of 
anxiety and depression. Alcohol, stimulants, opiates
and hypno-sedatives will produce withdrawal syn-
dromes when the individual no longer has access to
the substance. Table 19.2 presents the withdrawal
syndrome and effects of toxic/overdose states.

Alcohol withdrawal syndrome

Alcohol withdrawal syndrome is a set of symptoms
that individuals have when they suddenly stop
drinking alcohol, following continuous and heavy
consumption. Withdrawal symptoms rarely occur
in individuals who are recreational drinkers.
Problem drinkers who have gone through with-
drawal before are more likely to have withdrawal
symptoms each time they stop drinking. Some indi-
viduals have the forms of the syndrome including
tremors, seizures and hallucinations, typically
occurring within 6–48 hours after the last drink.
The worst form of alcohol withdrawal is delirium
tremens (DTs), which involves profound confusion,
hallucinations, agitations, tachycardia, dilated pupils,
typically beginning between three to four days
after the last drink. The signs and symptoms of
alcohol withdrawal are summarised in Table 19.3.

Nursing interventions

Alcohol

The early recognition and clinical assessment of
alcohol withdrawal syndrome is important, as
severe alcohol withdrawal can be life threatening.
Individuals with a history of withdrawal seizures,
delirium tremens, medical problems and risk of
self-harm should be considered for hospital admis-
sion rather than having home detoxification. The
approach to the safe management of alcohol with-
drawal will include pharmacological, physical and
psychological treatments. The provision of a quiet
and safe environment is important for those indi-
viduals experiencing anxiety, agitation, thought
disturbances and epileptiform seizures. Precau-
tions need to be taken for the potential risk of 



Intoxication, Overdose, Withdrawal and Detoxification 191

Table 19.2 Withdrawal syndrome and effects of toxic/overdose states.

Drug

Cannabis
Marijuana
Hashish

Depressants
Alcohol
GHB

Hallucinogens
Ecstasy
LSD
Ketamine
Mushrooms1

Opiates and opioids
Heroin
Methadone
Morphine
Codeine

Stimulants
Amphetamines
Anabolic steroids
Cocaine
Khat2

Sedative-hypnotics
Benzodiazepines
Barbiturates

Volatile substances
Alkyl nitrites3

Solvents

1 fatal overdose rare, unless poisonous mushrooms
2 no fatal overdose
3 swallowing liquid may be fatal but rare

Withdrawal Syndrome

Insomnia, hyperactivity (rare syndrome)

Tremors, clouding of consciousness, disorientation
of time and place, visual or tactile hallucinations,
paranoid delusions, anxiety, fear, suspicion and
anger, suicidal behaviour, withdrawal fits
(approximately 12 hours after abstinence)

No clinical syndrome

Watery eyes, runny nose, yawning, loss of appetite,
tremors, panic, sweating, nausea, cramps,
hypertension, back or muscle aches, gooseflesh,
diarrhoea

Severely depressed mood and feelings, excessive
sleep, apathy, irritability, disorientation, craving

Anxiety, insomnia, tremors, delirium tremens,
convulsions, possible death

No clinical syndrome

Effects of Toxic/Overdose State

Fatigue, paranoia, hallucinogen like psychotic
state (high dose), depersonalisation

Decreased alertness, exaggerated emotions,
shock, confusion, coma, possible death

Tiredness, confusion, anxiety, depression,
paranoia, more prolonged episodes, possibly
mimic psychotic episodes

Slow and shallow breathing, clammy skin,
constricted pupils, coma, possible death

Agitation, high body temperature,
hallucinations, convulsions, tachycardia,
cardiac arrest, cerebral stroke

Repiratory depression, shallow respirations,
cold and clammy skin, weak and rapid pulse,
amnesia, coma, possible death

Anxiety, mental impairment, depressed
respiration, cardiac dysrhythmias, self-harm,
sudden death

Table 19.3 Withdrawal syndrome of alcohol.

l Anorexia, nausea, vomiting
l Delusions
l Elevated temperature
l Increased heart rate and blood pressure
l Grand mal seizures
l Hallucinations
l Impaired concentration, memory and judgement
l Insomnia and nightmares
l Restlessness, irritability, anxiety and agitation
l Tremor

suicide and the management of grand mal seizures.
The standard pharmacological treatment for alco-
hol withdrawal is a reducing dose of cross-tolerant
drugs, such as benzodiazepines with thiamine. The
dose during detoxification with benzodiazepines
(chlordiazepoxide or diazepam) will be influenced
by the individual’s health, the severity of the 
symptoms and level of alcohol use. The severity of
the withdrawal, especially epileptiform seizures,
should be monitored and the dose of benzodia-
zepines administered accordingly. Anti-emetics
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Table 19.4 Withdrawal syndrome of opiate.

Anxiety Nausea and vomiting
Insomnia Diarrhoea
Increased respiratory rate Weakness
Sweating Abdominal cramps
Yawning Tachycardia
Runny nose Hypertension
Restlessness Muscle spasms
Anorexia Muscle and bone pain
Irritability Lachrymation
Dilated pupils

may also be given to reduce vomiting. Problem
drinkers would also need attention given to their
nutritional requirements as they are frequently
malnourished due both to poor nutritional intake
as a result of their lifestyle, and because alcohol
affects the absorption of certain vitamins and 
minerals, as the majority of their calories are
derived from alcohol. Folic acid, thiamine, vitamin
B-complex, given intramuscularly or intravenously,
will be needed to prevent irreversible cognitive
impairment. The individual response to medications,
vital signs, the severity of withdrawal, degree of
comfort and risk behaviours need to be monitored.

Although the medical consequences of alcohol
withdrawal must be the priority goal of treatment,
any underlying psychiatric co-morbidity must 
also be managed. Failure to intervene in those sec-
ondary conditions would ultimately increase risk
behaviours or relapse. Other interventions such as
harm reduction, health education and referral to a
specialist unit should be initiated once the manage-
ment of acute withdrawal is under control.

Opiates

Opiate users can have detoxification in hospital 
settings or without medical assistance by ‘do-it-
yourself ’ withdrawal. Heroin, morphine, codeine
and methadone will produce similar withdrawal
signs and symptoms but withdrawal symptoms
from shorter acting opiates will appear and abate
sooner. The time of onset and the duration of the
withdrawal syndrome will depend on the drug
itself, the total intake of the drug, the duration of
use and the health of the individual. The signs and
symptoms of heroin or morphine withdrawal begin
8–12 hours after the last dose of the drug and they
become less over a period of five to seven days. The
signs and symptoms from methadone begin 12
hours after the last dose and the peak intensity
occurs on the third day of abstinence. Symptoms
usually subside after 2–3 weeks. The common signs
and symptoms of opiate withdrawal syndrome are
summarised in Table 19.4.

Methadone

Methadone can be used in the treatment of with-
drawal syndrome and it is long-acting, which

allows for symptoms to be controlled over a period
of time. For certain individuals with a history of
relapse and treatment dropout, methadone is the
treatment of choice. Methadone has many advant-
ages (Department of Health, 1999) such as:

l It is licensed for the treatment of opiate 
dependence.

l It is longer acting (typically 24–48 hours) mak-
ing stability from daily dosing easier to achieve.

l It is straightforward to titrate in order to achieve
the correct dose.

l It is less likely to be diverted than shorter-acting
drugs.

l It is less likely to be injected.
l Its clinical effectiveness is supported by

research.

The baseline dose of methadone aims to min-
imise the severity of the withdrawal, produce a
degree of comfort and lessen the risk of overdose.
Dose reduction of methadone can be undertaken
depending on the results of the assessment and
treatment plan. The most rapid regime can be 
carried out by incremental cuts in dose over 7–21
days and slower regimes may take several months
to complete. When there are complex social or 
other needs, slow reductions of methadone are 
prescribed. The general principle being that at
higher dose levels a greater reduction is possible, as
it represents a smaller percentage of the total. As
the dose falls, reduction should be more gradual
(Department of Health, 1999). This gradual reduc-
tion of methadone can occur at any time interval,
for example daily, alternate days or weekly. In
order to decrease the individual’s anxiety and
increase their sense of control, it may be necessary
to hold the reduction steady at a given dose over a
few days. Delays in the rate of reduction should be
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Table 19.5 Withdrawal syndrome of benzodiazepines.

Anxiety symptoms l Anxiety
l Sweating
l Insomnia
l Headache
l Tremor
l Nausea

Disordered perceptions l Feelings of unreality
l Abnormal body sensations
l Abnormal sensation of 

movement
l Hypersensitivity to stimuli

Major complications l Psychosis
l Epileptic seizures

accompanied by psychological support. Progress
should be monitored at intervals and the indivi-
dual’s progress should be discussed with the 
multidisciplinary team.

Buprenorphine

Buprenorphine is licensed in the UK for the 
treatment of drug dependence. This drug has an
effective duration of at least 24 hours and is taken 
as a sublingual tablet daily. It is reported to have
low euphoric effects at higher doses compared 
with methadone. There is interest in its use as an 
alternative to methadone maintenance and also in
the management of opiate withdrawal as its mixed
agonist-antagonist properties make it a potentially
good agent for the management of opiate with-
drawal (Department of Health, 1999). However,
because of its double action, it can paradoxically
aggravate withdrawal symptoms if used in 
combination with methadone or other opiates.
Buprenorphine needs to be administered at least 
24 hours after the last dose of methadone and at
least four hours after the use of heroin. It is also
reported to have lower overdose potential, which
makes it more suitable than methadone.

Non-opiates

There are now satisfactory non-opiate treatments
(such as lofexidine) for opiate withdrawal. These
non-opiate drugs are effective in alleviating opiate
withdrawal symptoms and are not liable to, or less
open to, misuse by the patient and less likely to be
diverted onto the black market (Department of
Health, 1999). Lofexidine, a fully licensed drug in
the UK for the management of the symptoms of
opiate withdrawal, can be used with supervision 
in in-patient, residential and community settings.
There is evidence to suggest that it is equally as
efficacious as methadone in withdrawal and has a
role in the treatment of opiate dependent indivi-
duals seeking abstinence and whose drug use is
already well controlled. Clonidine is not licensed
for the treatment of opiate withdrawal symptoms
but is useful as a non-opiate treatment for opiate
withdrawal. Because of its substantial hypotensive
effect there is a need to monitor blood pressure 
and to modify or withdraw the treatment if symp-
tomatic hypotension occurs.

Benzodiazepines

Benzodiazepines have their own addictive poten-
tial and are often taken in combination with 
opiates. Sudden cessation in the use of benzodia-
zepines can lead to a recognised withdrawal state.
Many opiate users use benzodiazepines as part of
polydrug use. Table 19.5 summarises withdrawal
states associated with use of benzodiazepines. The
discontinuation of benzodiazepine dependence
should be done under nursing and medical super-
vision. There are different strategies in the manage-
ment of benzodiazepine withdrawal, such as the
use of decreasing doses of the drug of dependence
or the substitution of a long-acting benzodiazepine.
Withdrawal prescribing should only be initiated
where there is clear evidence that the individual is
dependent on benzodiazepines. A comprehensive
assessment, followed by laboratory investigations
such as urine drug sceens, would confirm the 
need to instigate withdrawal prescribing. The 
management of withdrawal from benzodiazepines
involves the gradual tapering of the dose, and this
may be extended over the course of several weeks
depending on the length of use and severity of
symptoms.

Stimulants

Amphetamines, cocaine and ecstasy are the most
commonly abused stimulants and they do not pro-
duce a major physiological withdrawal syndrome.
Although the withdrawal syndrome is similar, the
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withdrawal symptoms differ between intermittent
binge users and chronic users. After cessation regu-
lar users of stimulants may experience exhaustion,
insomnia, intense dreaming and depressed mood.
These symptoms tend to subside over a period of
two to four days of abstinence from the drug.
Antidepressant drugs are sometimes used, but
occasional toxic reactions have been described
when selective serotonin re-uptake inhibitors
(SSRIs) are prescribed and stimulants continue to
be taken. In some individuals with a dual diagnosis
abrupt cessation of stimulants may trigger a pro-
found transient depression with suicidal thoughts
necessitating hospitalisation or close monitoring
(Banerjee et al., 2002). Antidepressants, such as
fluoxetine, can be effective in the management 
of major depressive episodes associated with 
stimulant use. There is no indication for the pre-
scription of cocaine or methylamphetamine in 
the treatment of stimulant withdrawal, and it is 
not recommended that other stimulants, such as
methylphenidate or phentermine, are prescribed
(Department of Health, 1999). There may be a 
limited place for the prescription of dexam-
phetamine sulphate 5 mg (five) in the treatment of
amphetamine misuse.

GHB

A GHB withdrawal syndrome that has aspects 
of alcohol and benzodiazepine withdrawal has
been reported. The syndrome appears to manifest
itself in individuals who have self-administered
GHB every 2–3 hours and are at increased risk 
for the emergence of severe symptoms. GHB 
withdrawal can occur after several months of 
regular use. Management of the withdrawal syn-
drome has necessitated the use of high dosages of
sedative-hypnotic and physical restraints to control
the confusion, delirium, psychosis and resultant
agitation.

Cannabis/hallucinogens/phencyclidine

There is no acute abstinence syndrome associated
with withdrawal from cannabis. Some individuals
are irritable and have difficulty sleeping for a few
days after chronic use. Where agitation and severe

insomnia are prominent short-term low dose 
of antipsychotics is sometimes the appropriate
measure. There are also no acute withdrawal 
syndromes with hallucinogens and phencyclidine
(PCP), although chronic use of PCP may lead to a
toxic psychosis.
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Prescribing Authority and
Medication Management in
Mental Health and Addiction
Nursing

G.H. Rassool & J. Winnington

Introduction

The prescribing of medication plays a more
significant therapeutic intervention in mental
health treatment than in substance misuse treat-
ment. In England, nurse prescribing is seen as part
of the NHS modernisation plans and is on the
agenda for the nursing profession (Department of
Health, 1999, 2000a, 2000b). The Health and Social
Care Act 2001, Section 63, allows Ministers, by
order, to designate new categories of prescribers of
medications and to set conditions for their prescrib-
ing. This legislation allows nurses, pharmacists or
other health professionals to prescribe prescription
only medicines (POMs) (Office of Public Sector
Information, 2001). The prescribing legislation has
passed to devolved governments in the UK and
nurse prescribing (extended and supplementary
prescribing) is similar in Scotland, England and
Northern Ireland. Recent implementation guid-
ance has been to broaden the range of medications
and increase the autonomy that nurse prescribers
have in supplementary prescribing (Department of
Health, 2003). The guidelines include the general
principles of supplementary prescribing, such 
as the roles and responsibilities of doctors and
nurses/pharmacists, how a process of supple-
mentary prescribing should occur and the types of
forms used to record the clinical management plan.
This prescribing initiative has been extended to

controlled drugs. Diamorphine, morphine and
naloxone hydrochloride have been included in the
range of medications that can be administered by
practicing midwives without a specific prescription
(NMC, 2004). Six controlled drugs are included –
three for pain relief and three that are restricted 
for use in palliative care. At present, nurses cannot
prescribe controlled drugs independently for sub-
stance misuse (National Treatment Agency, 2005).
Medication for acute alcohol withdrawal may be
added, but any controlled drug would first need
further changes to Home Office regulations.

The National Treatment Agency for Substance
Misusers’ (2005) review outlines the current situ-
ation in relation to nurses prescribing for substance
misuse and supplies information to commissioners,
treatment providers and health professionals on
the potential role of nurse prescribing in service
development, thus supporting the development of
clinical practice in this area. A recent addition is 
a good practice guide on implementing supple-
mentary prescribing for mental health nurses
(National Prescribing Centre, the National Institute
for Mental Health in England and the Department
of Health, 2005). This guidance has been helpful in
refocusing the agenda for mental health nurses to
prescribe and supply medication in new ways in
order to improve services for people with mental
health problems. The guidance also points to a
broadened outlook for mental health nursing 
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Table 20.1 Types of nurse prescribing.

Patient group directions (PGDs)
l Written instructions for the supply and administration of

specified medicines; also known as prescribing under
protocol

l No limit on clinical focus and cover a wide range of
situations from vaccination to emergency care

l Nurses and other health care professionals are eligible to
prescribe

Nurse prescribers formulary
l Limited to a few prescription only medicines
l Mainly consists of wound dressings and non-drug items

designed to meet needs of housebound patients
l District nurses and health visitors are eligible

Independent nurse prescribers
l Uses the nurse prescribers’ extended formulary
l Consists of 180 prescription only drugs, plus licensed

products for general and pharmacy sales
l Focuses on minor illness, minor injuries, health promotion

and palliative care
l Nurses with three years of clinical experience are eligible

Supplementary prescribers
l Legally allowed to prescribe from a wide range of medicines
l All prescribable medicines except unlicensed drugs

outside clinical trials and controlled drugs (under review)
l Before prescribing, a clinical management plan must be

agreed upon with the doctor, nurse or pharmacist and the
patient

l Individual clinical management plan for each patient
l Nurses and pharmacists are eligible

Source: Department of Health (2003).

interventions and emphasises combining medica-
tion management together with psychological
approaches to care. This good practice guide pro-
vides information about these opportunities, what
potential benefits can come from their introduction
and how organisations might go about implement-
ing them.

This change in legislation would have a pro-
found effect on the role of addiction and mental
health nurses, and would provide them with a
more autonomous therapeutic role in both com-
munity and residential settings (health, social care
and criminal justice systems). In addition, the process
and outcome of this prescribing initiative could
transform the dynamics of the multi-professional
team and have the potential to radically change the
service provision and delivery in both mental
health and substance misuse services. The aim 
of this chapter is to provide some perspectives on
aspects of nurse prescribing with reference to
addiction nursing and mental health nursing in 
the UK, with selected literature reviews on nurse
prescribing. In addition, the issues, problems and
implications of nurse prescribing and medication
management are presented.

Context of nurse prescribing

Nurse prescribing has been in existence in the USA
for about 30 years and is now contributing to the
management and treatment of conditions such 
as cancer, cardiac disease, multiple sclerosis and
severe mental illness (Nolan et al., 2004). In a survey
of psychiatric clinical nurse specialists in the USA,
Nolan et al. (2004) concluded that nurse prescrib-
ing has advantages for both nurses and patients,
including enhanced career development opportu-
nities and better quality of patient care. However,
issues of concerns were identified regarding the
relationship between nurse prescribers and non-
prescribers, and the relationship between nurse
prescribers and medical supervisors. Four types of
prescribing initiatives are currently in practice:
patient group directions (PGDs), nurse prescribers’
formulary, independent nurse prescribers and sup-
plementary prescribers. More explanation on the
four types of prescribing is presented in Table 20.1.

Over the past two decades, the growing demand
for increased access to health care for substance

misusers has resulted in some innovations in 
service provision. With the massive expansion of
community services for substance misusers, such
as the development of community drug/alcohol
teams, drug and alcohol liaison teams, day care
programmes, street agencies, outreach work, needle
exchange schemes, smoking cessation clinics,
mobile methadone clinics, satellite clinics for 
homeless drinkers and residential rehabilitation, the
development of addiction nursing as a community
specialty has true potential (Rassool & Gafoor,
1997). Addiction nurses are now working in a range
of agencies in health, social and criminal justice sys-
tems. Many of these innovations in substance abuse
services have been nurse led. There has also been
educational development of multi-professional
certificate and postgraduate programmes in sub-
stance misuse and addictive behaviour (Rassool,
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2000, 2004a), and the provision of clinical guide-
lines aimed at nurses, midwives and health visitors
from the Association of Nurses in Substance Abuse
(1997).

In mental health, there has been a ‘cultural shift’
of the traditional medication role of mental health
nurses from a task oriented to a more person 
centred approach since the early 1990s. In addition
to the checking of prescriptions and safe admin-
istration of medication, the focus now includes
health information about the benefits and the risks
of treatment, checking the service user has given
informed consent, monitoring effects and adverse
effects, and communicating with the prescriber.
Taken together with psychosocial interventions,
medication is a central part of the treatment of indi-
viduals with mental health problems. Nurse pre-
scribing represents an important change in the way
services are delivered to individuals with mental
health problems and reflects an emphasis on user
choice and making services more responsive to 
service user needs (National Prescribing Centre,
the National Institute for Mental Health in England
and the Department of Health, 2005).

Rationale for nurse prescribing

Nurse prescribing, in addition to medication man-
agement, is seen as a positive development with
regard to the care and treatment responses in meet-
ing the holistic needs of individuals with substance
misuse and mental health problems. Nurse pre-
scribing, in general, has been found to enhance
career development of nurses and also to promote
job satisfaction (Jordan & Griffiths, 2004; Nolan et
al., 2004). The strengths of addiction nurses are that
they are able to deliver high quality nursing care 
as well as other biopsychosocial interventions. In 
substance misuse services, expanding the role of
the nurse to include prescribing would result in
increased access to treatment for the service users,
increased partnership with pharmacists and other
stakeholders, increased capacity to provide a wide
range of intervention strategies and, it is hoped,
increased effectiveness of treatment programmes
with substance abusers (health, social functioning
and crime reduction) (Rassool, 2004b). Mental health
nurses who can prescribe, supply and administer
medications via patient group directions may con-

fer many benefits, which include allowing service
users quicker access to medication, providing ser-
vices more efficiently and effectively, and increas-
ing service user choice (National Prescribing
Centre, the National Institute for Mental Health 
in England and the Department of Health, 2005).
With regard to service innovations, it would
enhance the provision of a more comprehensive 
and streamlined service and improve the quality of
care (Mundinger, 2000; Wilhelmsson & Foldevi,
2003). A study (Gray et al., 2005) looking at mental
health nurse supplementary prescribing one year
after its implementation showed that nurse supple-
mentary prescribing was an important means for
improving patient care and treatment, particularly
in community settings. It also indicated that direc-
tors of nursing perceived nurse supplementary
prescribing as positive. The findings also showed
that psychiatrists were generally not opposed to its
introduction.

Guidance on prescribing for mental health nurses
has already been proposed (National Prescribing
Centre, the National Institute for Mental Health in
England and the Department of Health, 2005).
There is, as yet, no clarification of how the new pre-
scribing authority will extend the role of addiction
nurses into a new dimension. However, they are
already taking a major role in prescribing in sub-
stance abuse services. Addiction nurses have made
significant contributions in decision making with
medical practitioners, and they have provided
advice and medication management to junior med-
ical practitioners. In general health care practice,
nurse prescribing is not a new development since
nurses have been involved in decision making
about medications for some time (Department of
Health, 2002). This is put succinctly by Rodden
(2001) who stated that ‘nurse prescribing therefore
not only formalises what is currently happening 
in practice, but also allows the nurse to take full
responsibility for prescribing decisions.’

In the context and nature of dual diagnosis and
the role of addiction, future prescribing directions
would include prescribing for minor injuries, pain,
nutritional supplements, antibiotics, emergency
contraceptives, medications for detoxification and
psychotropic substances. This is subject to an 
adequate preparation for those prescribers. It is
acknowledged that nurses are already prescribing
for smoking cessation regimens. Nurse prescribing,
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such as methadone for opiate dependence would
significantly reduce the waiting time for service
users to gain access to appropriate services, based
on the Model of Care (National Treatment Agency,
2002). The National Treatment Agency has issued
maximum acceptable waiting time targets so that
substance misusers should not have to wait for
more than two weeks to access a community based
prescribing service. It is argued that setting waiting
times at three weeks for referral to drugs services
provides another convincing reason to extend
methadone prescribing by nurses, leading to more
nurse led services. The NTA’s Research into Practice
series (National Treatment Agency, 2004) on the
effectiveness of methadone maintenance treatment
examines the key factors that can assist practitioners
in achieving optimal methadone maintenance
treatment and improved outcomes. The briefing
concludes that good practice can lead to higher
retention rates and reduce illicit drug use. It is
worth reiterating that diamorphine, morphine and
naloxone hydrochloride can be administered by
practicing midwives without a specific prescrip-
tion. Both the NTA and the Advisory Council on
the Misuse of Drugs agree that supplementary 
prescribing provides a robust and safe structure 
to enable nurses to prescribe controlled drugs used
in substance dependence (National Treatment
Agency, 2005).

Following changes to regulations for controlled
drugs, it is envisaged that supplementary prescrib-
ing would be carried out by a psychiatrist or a GP
with a special interest. They would undertake an
initial patient assessment and then agree a clinical
management plan with a nurse, who would then 
be able to initiate, titrate, continue and adjust 
doses (for example methadone and buprenorphine)
(National Treatment Agency, 2005). Furthermore,
supplementary prescribing has been identified as
particularly appropriate for the management of
long-term conditions. This added value would be
for nurses and, potentially, pharmacists to jointly
manage prescribing responsibility with doctors 
for individuals on long-term maintenance regimes.
It may also provide the opportunity for addiction
nurses to take on prescribing for longer-term
detoxification and stabilisation regimens within 
the parameters of the clinical management plan
(National Treatment Agency, 2005). It has been
suggested that patient group directions (PGDs)

may have potential for use in ensuring greater
access to medication to prevent drug overdoses, 
for example in supplying take home naloxone, 
for other management of symptomatic relief of 
opiate withdrawal, and enabling greater access to
hepatitis A and B immunisation (National Treatment
Agency, 2005).

The contributions of nurse prescribing to
improving the quality of care offered to service
users are beyond dispute. Findings from several
small-scale studies indicate that patients were
highly satisfied with nurse prescribers and valued
their advice on self-care. Prescribing nurses offered
more choice for service users and carers, reduced
the side effects of medication, promoted better
health promotion activities, reduced the health
care costs, improved service user education and
improved concordance with medication regimens
(Luker et al., 1998; Brooks et al., 2001; Nolan et al.,
2001; Aldridge, 2002; Hay et al., 2004).

The involvement of service users as part of the
process of care and self-care approaches would
enhance the quality and continuity of care. It is sug-
gested that nurse prescribing fosters continuity of
care, accelerates access to care and enhances the
involvement of service users in the formulation of
their care plan in identifying the most appropriate
treatment (Brooks et al., 2001). The new therapeutic
alliance could benefit from information about 
service users’ experiences of their needs and health
related problems. This new working paradigm
would enable addiction and mental health nurses
to assume total responsibility for the holistic care
and management of individuals with coexisting
substance misuse and mental health problems, in
partnership with other health, social and criminal
justice services, and to increase the availability and
effectiveness of intervention strategies.

New approach, new dangers

A new prescribing dimension added to the 
clinical medication practices of addiction and men-
tal health nurses would undoubtedly distort the
professional boundaries in the multidisciplinary
team. This would result in the erosion of the tradi-
tional role boundary of medical practitioners and
the acceptance of new roles by other health care
professionals. However, it has been reported that
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Table 20.2 Risk factors associated with nurse prescribing.

l Poor clinical judgement (lack of diagnostic skills)
l Medication errors
l Poor assessment of side effects of medication
l Lack of competence in dealing with minor physical

problems
l Failure to communicate information about medication

benefits and risks
l Need for increased clinical supervision
l ‘Postcode’ lottery of prescribing
l Disregard of the right to informed consent
l Ethical responsibilities (relationship with pharmaceutical

companies)
l Increased workload and risk of burn-out
l Therapeutic alliance diluted due to the role of a ‘script

machine’
l Lack of comprehensive knowledge about medication

management
l Clinical liability, responsibility, fear of litigation
l Spillage of controlled drug
l Increased record keeping and monitoring
l Dangers of using generic prescriptions
l Access to service-users’ information

Source: Rassool (2005).

there is a lack of clarity and some misgivings about
the role of supplementary subscribers.

Nurse prescribers reported the lack of accep-
tance by other disciplines and potential for profes-
sional envy (Hay et al., 2004). In a study of specialist
psychiatric nurses in the USA, the respondents
commented that medical practitioners felt threat-
ened by nurse prescribers and that nurses are
attacked on the grounds of insufficient knowledge
and clinical experience (Nolan et al., 2004). In a
focus group study (Hay et al., 2004) of a multi-
professional group of health care professionals, the
authors concluded that a considerable amount of
preparation would be required to ensure that nurse
prescribers have the organisational and team sup-
port to adapt to their new roles. However, issues of
concerns were identified regarding the relationship
between nurse prescribers and non-prescribers,
and the relationships amongst nurse prescribers 
and medical supervisors. Communication systems
need to be improved across teams to enable nurses
to share and have access to medical information to
support nurse prescribers (Hay et al., 2004).

Introducing supplementary prescribing may
have an impact on nursing workloads and may
require role redesign and a reduction in caseload
management (National Treatment Agency, 2005).
A clear operational role for addiction nurses within
a defined framework of prescribing parameters
needs to be implemented. Clear practice guidelines
within this prescribing framework and continuing
professional development would minimise the
harm done by role conflict and role adequacy in
clinical practice.

It is beyond the scope of this chapter to examine all
the relevant risk factors about nurse prescribing.
A number of issues and problems that need to be
examined and reflected on are presented in Table 20.2.

Rational use of psychoactive substances

It is well known that over-prescribing of controlled
medicines can lead to dependence and abuse
(Ghodse & Khan, 1988). A proper understanding of
the definition of substance use and misuse and
dependence, in the context of appropriate prescrib-
ing and rational use of psychoactive substances, is
required (see Rassool, 2002). The ‘Conference of
experts on the rational use of drugs’ (WHO, 1989)
stated that the:

‘rational use of drugs requires that patients
receive medications appropriate to their clinical
needs, in doses that meet their own individual
requirements for an adequate period of time, and
the lowest cost to them and their community.’

This definition is medically oriented and focuses
on the prescribing process. When prescribing pat-
terns do not always conform to the criteria set in the
definition they can be classified as inappropriate 
or irrational prescribing. However, the definition
does not make it explicit that there is an alternative
to prescribing in the use of complementary or alter-
native therapies. The meaning of rational use also
implies that the right drug is taken by the right
patient, in the right dose and for the right duration
of therapy, that the risks of therapy are acceptable
(WHO, 1989; Rassool & Winnington, 1993; Rassool,
2005).

Irrational use is the use of psychoactive sub-
stances that does not conform to good clinical 
practice. Irrational prescribing may be regarded as
‘pathological’ prescribing, where the criteria in the pro-
cess of prescribing are not fulfilled (WHO, 2004), for
example extravagant prescribing, over-prescribing,
incorrect prescribing, multiple prescribing, indis-
criminate use of injections and under-prescribing
of medication of sedative-hypnotic drugs and
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antibiotics. The patterns of irrational drug use and
irrational prescribing are shown in Table 20.3.

Some medications used in general health care 
are inherently unsafe and these are manifested
through cases of adverse drug reactions (ADRs),
which may result in serious harm, increased 
hospitalisations and consume a proportion of 
the health budgets. In a study by Pirmohamed 
et al. (2004) the drugs most commonly implicated in
causing in-patient admissions included low dose
aspirin, diuretics, warfarin and non-steroidal anti-
inflammatory drugs other than aspirin, the most
common reaction being gastrointestinal bleeding.
The impact of this irrational use of drugs may lead
to increased morbidity and mortality. Studies show
that as much as 18% of serious, preventable adverse
drug events occur because health care practitioners
do not know enough about the patient before pre-
scribing, dispensing and administering medica-
tions. (Smetzer & Cohen, 2001, Smetzer et al., 2003).
The incidence of adverse drug reactions would
increase because of the increased availability of, and
exposure to, psychoactive and non-psychoactive
substances.

Factors underlying the irrational use of
medication

There are many different perceptions and factors
that affect the irrational use of psychoactive 
substances and other drugs. The variations from
culture to culture can affect the way drugs are 

prescribed and used. The underlying irrational use
of drugs can be categorised as those deriving from
patients, prescribers, the workplace; the supply
system, including industry influences; regulation;
drug information and misinformation; and combina-
tions of these factors (WHO, 2004). In Figure 20.1
the major factors underlying irrational use of drugs
are outlined.

Some of the underlying problems that are 
associated with medication errors include: in-
adequate communication; lack of competencies
among health care professionals; the number of
drugs and complexity of medication per patient;
wrong diagnosis; lack of disclosure of information
on self-medication of non-prescribed drugs; and
the process of prescribing, dispensing and admin-
istering drugs. Currently, medication errors are
being addressed by the Government (Department
of Health, 2004). The impact of inappropriate use 
of drugs or psychoactive substances is shown in
Figure 20.2.

Medication management

Medication is essential for those with serious 
and enduring mental health problems. A whole
range of psychotropic medication is prescribed 
to this population: antipsychotics, antidepressants,
anxiolytics and mood stabilisers. Antipsychotic
and/or mood stabilising medication is most likely
to be the main prescription of medication over the
short term to treat acute episodes and over the long

Table 20.3 Common patterns of irrational prescribing.

Use of drugs when no drug therapy is indicated

Use of the wrong drug for a specific condition 
requiring drug therapy

Use of drugs with limited evidence of efficacy

Use of drugs of uncertain safety status

Failure to provide available, safe and effective drugs

Use of correct drugs with incorrect administration, 
dosages and duration

Use of unnecessarily expensive drugs

Source: adapted from WHO (2004).

Examples

Antibiotics, benzodiazepines, amphetamine-type stimulants

Tetracycline in childhood diarrhoea

Anti-motility agents in acute diarrhoea

Cytotoxic drugs

Failure to vaccinate against measles or tetanus

Use of IV when suppositories or oral formulations would be
appropriate

Use of a third-generation, broad spectrum anti-microbial when
a first-line, narrow spectrum agent is indicated
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Figure 20.1 Factors underlying irrational use of drugs.
Source: WHO (2004) Promotional rational drug use.

Figure 20.2 Impact of inappropriate use of drugs.
Source: WHO (2004) Promotional rational drug use.

term to prevent relapse. Medication management
can include all aspects of supply and therapeutic
use of medicines, from individual service user level
to the organisational delivery of an entire service
(National Prescribing Centre and National Primary
Care Research and Development Centre, 2002).

A report by The Standing Nursing and Midwifery
Advisory Committee (1999) highlighted that the
skills of acute mental health nurses need to be
improved through research, training and the 
development of evidence based policies and guide-

lines. One of the recommendations includes the
management of medication, including detection
and alleviation of side effects. Medication manage-
ment has been defined as the facilitation of safe and
effective use of prescription and over-the-counter
medicinal products (Bulechek & McCloskey, 1999).
This definition embraces the notion of the dangers
inherent in both prescribed and over-the-counter
medications that can cause serious harm, as well 
as dependence. Medication management has also
been described as a process of promoting and
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Table 20.4 Rules for medication management.

l Engage service users in a comprehensive assessment of
their physical and mental health

l Take a drug and alcohol history
l Inform and educate service users and carers of the purpose

of medication
l Give information on benefits and risks of proposed

medication (orally and in writing)
l Facilitate concordance by agreeing a care/treatment plan

with the service user
l Prescribe safely and appropriately within the scope of

current evidence and guidelines
l Make sure informed consent has been given and is

ongoing
l Administer safely
l Monitor outcomes systematically
l Initiate regular reviews
l Maintain clear communication with service users and their

carers
l Maintain clear communication across service interfaces

and between practitioners
l Teach self-medication skills
l Promote harm reduction strategies
l Maintain professional competence

Source: adapted from White (2004).

involving service users in treatment decisions,
exchanging information and monitoring, evaluat-
ing and providing feedback about treatment (Gray
et al., 2002). This broad definition is more focused
on the active participation of service users in 
medication management and in enabling the ser-
vice users to achieve the greatest benefit and best
outcomes involving medications. In the context of
this chapter, medication management refers to the
prescribing, administration and associated health
interventions of medications.

Implications for nursing practice

Managing patients’ medications involves more
than the task of administering medications (Jordan
& Reid, 1997; Jordan & Hughes, 1998; Jordan &
Griffiths, 2004). The process of rational prescribing
and the rational use of drugs includes assessing the
health care needs of the patient (making a nursing
diagnosis); planning and setting goals for care;
administering and monitoring the effects of med-
ications; providing patient education and discharge
planning; interdisciplinary collaboration; evaluat-
ing desired and adverse effects of medications and
documenting the process (Latter et al., 2000; Manias
& Street, 2000). Intervention strategies to promote
self-medication and harm reduction skills would
be an added value of the component of medication
management. The rules for medication manage-
ment are presented in Table 20.4.

Good practice in medication management
requires interpersonal and process skills (National
Prescribing Centre, the National Institute for
Mental Health in England and the Department 
of Health, 2005). The use of interpersonal skills
includes use of open-ended questions, reflective 
listening, and eliciting, summarising and respond-
ing to feedback. The process skills include working
collaboratively, agreeing a clear agenda in meeting
service users and emphasising personal choice and
responsibility. A number of techniques have been
shown to be useful in medication management.
These techniques enable service users to explore
and discuss their medications. A summary of the
skills and techniques is presented in Table 20.5.

Part of the nursing assessment process is the
inclusion of a comprehensive history taking of 
prescribed and non-prescribed psychoactive sub-

stances (including drugs and alcohol) and over-the-
counter medications. The goals of accurate history
taking are to identify current and previous use of
psychoactive substances and other medications,
the potential risks for adverse drug reactions and
the provision of health education in the rational use
of drugs. In addition, nurses will be involved in
making an informed choice in defining effective
and safe treatments (drugs and non-drugs), in
selecting appropriate drugs, dosage and duration,
and in writing a prescription in consultation with
the multidisciplinary team.

The Guide to Good Prescribing (De Vries et al., 1994)
provides a series of steps in rational prescribing.
These include defining the patient’s problem, spe-
cifying the therapeutic objective, verifying whether
treatment is suitable for the patient, starting the
treatment, giving information, instructions and
warnings and monitoring (stopping) the treatment.
The prescription process often makes for irrational
and inconsistent use of psychoactive drugs in clin-
ical practice. In Table 20.6, the criteria underlying
rational use and rational prescribing are presented.

The skills and techniques of problem solving, 
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Table 20.5 Medication management key skills.

Key Skills

Problem
solving

Looking
back

Exploring
ambivalence

Beliefs and 
concerns

Looking
forward

Advanced
directives

Source: adapted from National Prescribing Centre, the
National Institute for Mental Health in England and the
Department of Health (2005).

Examples

Dealing with practical problems with
medication
l What is the problem?
l How would you like things to be

different?
l What are the possible solutions to

the problem?
l Action plan

Facilitating discussion about past
medications
l Examine situations and look at

what has helped
l Examine situations and look at

what has not helped
l Develop a new action plan

Having ambivalence about taking
medication
l Explore the positive aspects of

taking and not taking medications
l Explore the negative aspects of

taking and not taking medications

Some beliefs and concerns about
medication
l Examine beliefs and concerns

about taking medication

Medication has a negative connotation
l Reframe medication as a positive

strategy
l Identify realistic goals to achieve
l Explore how medications may

enable service users to achieve 
the goals

A plan can be made regarding the type
of treatment to prescribe and treatment
to be avoided
l Copy of plan to service users and

carers
l Copy of plan in case notes
l Awareness of plan by the

multidisciplinary team

Table 20.6 Criteria underlying rational use and rational
prescribing.

Appropriateness Decision making

Appropriate indication The decision to prescribe
drug(s) is entirely based 
on medical rationale and
the fact that drug therapy
is an effective and safe
treatment.

Appropriate drug The selection of drugs is
based on efficacy, safety,
suitability and cost
considerations.

Appropriate patient No contraindications 
exist and the likelihood 
of adverse reactions is
minimal, and the drug is
acceptable to the patient.

Appropriate information Patients should be
provided with relevant,
accurate, important and
clear information
regarding their condition
and the medication(s)
that are prescribed.

Appropriate monitoring The anticipated and
unexpected effects of
medications should be
appropriately monitored.

Source: WHO (2004).

Addiction and mental health nurses should be
aware that there may be an alternative to prescrib-
ing and avoid the irrational (unnecessary) use of
psychoactive substances. Nursing interventions
and non-pharmacological therapies such as coun-
selling, cognitive behavioural therapies, relaxation
and other complementary therapies may be used as
an alternative to the prescribing of psychoactive
substances. Several studies have shown that edu-
cating patients in the art of relaxation reduces the
need to use hypno-sedatives and tranquillisers
(Tilly & Weighillk, 1986; Gournay, 1988). There is
consistent data to suggest that individual psycho-
educational interventions, cognitive behaviour
therapy and family interventions can decrease the
risk of relapse in patients with severe mental health
problems and may also improve the patient’s 

looking back, exploring ambivalence, exploring
beliefs and concerns, looking forward and advanc-
ing directives would form part of the ongoing
assessment and be included in the care plan.
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mental state, at least in the short term (NHS 
Centre for Reviews and Dissemination, 2000). It is
recommended that health authorities should pro-
mote the use of culturally relevant and proven
complementary or alternative treatment modalities
(WHO, 2004). It is argued that whilst focusing on the
irrational use of psychoactive drugs, consideration
must also be given to the proper use of therapeutic
medications (Rassool & Winnington, 1993).

In summary, nurses have important respons-
ibilities for medication management and also 
for assessing the use and abuse of psychoactive 
medications. Pain management can be a complex
problem in mental health, substance misuse and
emergency services because of self-medication. This
requires a different set of intervention strategies 
in dealing with a growing drug seeking population
of controlled psychoactive substances (Roscoe,
2004). By effective goal planning and having 
adequate knowledge and competencies, nurses can
plan interventions for preventing and identifying
adverse drug reactions, ensuring therapeutic effect-
iveness of medications and the use of psychoactive
substances in a rational way. There is evidence to
suggest that good medication management com-
plements and reinforces good prescribing practices
and will promote treatment adherence and improve
health related clinical outcomes for service users
(Gray et al., 2005).

Continuing professional development

With the broadening of prescribing authority that
mental health and addiction nurses now have, an
added dimension requires nurses to have complex
knowledge of psychopharmacology and the nature
of psychoactive drug selections. This new prescrib-
ing authority also creates demands for the continu-
ing education and professional development of
addiction and mental health nurses in order to
match service needs. The educational and training
programmes based on the competencies identified
by the National Prescribing Centre (NPC, 2001),
have already commenced for nurse prescribers.
With the current focus on medication errors
(Department of Health, 2003) and its related costs,
the supplementary prescribers must demonstrate
these competencies before they will be allowed 
to prescribe. They will need to meet the 25 com-

petencies stipulated by the Nursing and Midwifery
Council (2004). The NPC has developed compet-
ency frameworks for both nurse and pharmacist
supplementary prescribers (NPC, 2001). The edu-
cational programmes consist of 26 to 27 taught days
plus 12 days with a designated medical practitioner 
over 3–6 months in higher educational institutions.
Some commentators have remarked that no com-
petencies exist to use as a basis for training or
assessing the prescribing ability of undergraduate
medical students and medical practitioners. Medical
practitioners will be required to act as trainers 
and supervisors of supplementary prescribers. The
NPC’s (2001; 2003) key principles that should
underpin educational programmes in supplement-
ary prescribing emphasise the:

l Importance of communication between the 
prescribing partners

l Need for access to shared patient records
l Patient is treated as a partner, involved at all

stages in decision making

Several concerns have been raised regarding 
the quality of training for nurse prescribers, their
supervision, ongoing professional support and 
the identification of the limited knowledge of psy-
chopharmacology (Maslen et al., 1996; Gournay &
Gray, 2001; Hay et al., 2004). There is a limited time
devoted to psychopharmacology, let alone sub-
stance abuse, in the overcrowded undergraduate
nursing curriculum. King (2004) used a qualitative
approach to explore nurses’ pharmacology know-
ledge on a general emergency admissions ward
and noted a gap between theory and practice. It
was suggested that greater attention should be paid
to pharmacology at the undergraduate level, particu-
larly on groups of drugs and on drug updates 
following registration. The curricula for under-
graduate nursing and health care sciences should
also devote more time to exploring medication
management and the rational use of psychoactive
substances. In general, similar conclusions can be
made regarding mental health nurses. It is indic-
ated that medication management training needs
to go beyond ‘preceptorship’ and prepare nurse
prescribers for their new responsibilities ( Jones &
Jones, 2005)

For prescribers in addiction nursing, there is no
clarity on the type of training they require. Instead,
training is influenced by the extent and scope of
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their roles. Currently, the competencies set by the
NMC (2004) include the principles of prescribing,
the practice of prescribing, the accountability and
responsibility. The principles of prescribing are
holistic assessment, strategy and choice of prod-
uct; concordance; review of prescription; record
keeping; and reflection (NPC, 1999). A supplement-
ary programme in the areas of administration of
detoxification medications, side effects of both sub-
stances of abuse and prescribed medications, and
additional information on substance misuse would
meet the training and learning needs of addiction
nurses. A training needs analysis is of paramount
importance, due to the nature and context of pre-
scribing in-service provisions.

Evidence based practice and research

Evidence based practice and the dissemination of
knowledge would further enhance the prescribing
authority of addiction and mental health nurses.
There is limited literature on the practice of mental
health prescribing nurses in the UK and a dearth
of research in addiction nursing. To bridge this
practice research gap nurses must implement more
nursing oriented studies and be proactive in multi-
professional and multi-centre studies. Nurse pre-
scribing opens up new opportunities for research
that cross the divide between medically and caring
oriented studies (Nolan et al., 2004). It is through
research that new knowledge can be obtained in
order to implement good quality care in clinical
practice. However, even when new knowledge is
gained, it is difficult to make practicing nurses use
research. Implementing research or evidenced based
practice is not an individual process but a collective
process through partnerships of stakeholders.

Conclusion

This is a selected review of the literature and cau-
tion must be exercised because of its limited nature,
and also when extrapolating from small studies
undertaken with different health care disciplines in
different health care systems and contexts. The
chapter is meant to set an agenda and illustrate
problems that could contribute to the current
debate on nurse prescribing in addiction nursing.
Nolan et al. (2004) suggested that valuable lessons

can be learnt from the USA’s experiences and hoped
that UK nurses are sufficiently astute to incorporate
these into their deliberations and learn from them.
The implementation of research findings requires
more than the dissemination of information. In
order to make changes from ritualistic procedures
to evidenced based practice, there is a need to create
an organisational climate that supports the use of
research evidence and establishes the opportunities
and processes to apply research. However, it is
argued that individual nurses’ knowledge about
research may not be as important as the process by
which organisations implement research (McCleary
& Brown, 2003). Addiction nurses in the UK are
emerging as a significant specialist partner in 
providing services that are responsive to health
care demands, but they need a specialist identity 
to meet the divergent and complex health needs
(psychiatric disorders and substance abuse) of the
service users (Rassool, 2001).

The need for advocacy by nurses is required 
to promote understanding amongst health care 
professionals, service users and the public about
the potential dangers in the misuse of psychoac-
tive substances and the rational use of prescribed
and non-prescribed medications (Rassool, 2004b).
Education and training of potential nurse pre-
scribers in specialised service provision in reach-
ing the level of professional competencies are of
paramount importance. The main challenge, in the 
context of rational use of psychoactive substances,
is that educational preparation in line with the
Nursing and Midwifery Council competencies
(2004) would be part of the process of change.
Other complementary measures, such as increased
clinical supervision, professional support, quality
assurance, good practice guidance and policy,
increase in the professional development of nurses,
improved labelling of medicines and public health
education in a socio-cultural context are also part 
of the fabric of change in improving the quality 
of life of our patients. Research and evaluative 
studies are required to assess the competency and
effectiveness of nurse prescribing in different 
specialties.

We need to develop an ‘upstream’ approach to
avoid the pitfalls of the medical profession in produ-
cing more iatrogenic disease with the irrational use of
prescribing and to commit ourselves in promoting
the rational use of psychoactive substances (Rassool,
2005) and good practice in nurse prescribing.
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21 Spiritual and Cultural 
Needs: Integration in Dual
Diagnosis Care

A. Hammond & G.H. Rassool

Introduction

The ideology behind the modernisation of the
National Health Service in the UK is the provision
and delivery of effective and accessible health care
services to all, regardless of race, ethnicity, religion,
sex or national origin. National Service Framework,
The NHS Plan and Your Guide to the NHS
(Department of Health, 1999, 2000, 2001) provide
national standards for respect for privacy and dig-
nity, religious beliefs and people’s spirituality.
These are the shared values of all the UK health care
regulatory bodies. The Human Rights Act, intro-
duced in October 2000, enshrines in law the right of
the individual to religious observance. This under-
lines the need for NHS trusts to provide appropri-
ate world faith representatives and worship spaces
for faith communities within the health care popu-
lation. The National Institute for Mental Health in
England (NIMHE) is working on a project with the
Mental Health Foundation to produce a report on
the ‘Importance of spirituality in a whole person
approach to mental health’. The aim is to provide a
framework of good practice to encourage mental
health professionals to engage with the spiritual
dimension of client groups. The Good Practice Guide
(Department of Health, 2002a) on meeting the reli-
gious and spiritual needs of patients sets a frame-
work for the context and provision of chaplaincy
spiritual care services throughout the NHS and

offers guidance about providing spiritual care that
is equal, just, humane and respectful.

The total care concept or holistic approach is also
emphasised within the guidelines of the interna-
tional and national nursing bodies for nurses and
other health care professionals, to recognise and
respect the uniqueness and dignity of each patient
or client, respect the patient or client as an indivi-
dual and respond to their need for care (ICN, 1973;
UKCC, 1992; NMC, 2002). A holistic approach to
care recognises spirituality as the thread that 
joins the biological, physical and psychological
together; one cannot be treated without the other. A
biopsychosocial approach to care is recommended
when working with those with a dual diagnosis
(Checinski, 2002); this includes the spiritual dimen-
sion (Hammond, 2003).

Most nursing models of care advocate the need
to meet the total or holistic care of the individual,
but have not incorporated the spiritual dimension
into their theoretical frameworks (Rassool, 2000).
The holistic approach involves meeting the phys-
ical, social, psychological and spiritual needs of the
patient. In addition, the ‘legal need’ is also of im-
portance for some substance misusers or those with
dual diagnosis. In clinical practice, this frequently
means catering for the physical and psychological
needs of patients, to the exclusion of the spiritual
needs (Oldnall, 1996). There is evidence to suggest
that spiritual care is often poor, infrequent or 
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non-existent (Granstrom, 1995; Taylor et al., 1995;
Oldnall, 1996). Nurses are reluctant to include the
spiritual dimension within their practice as a result
of inadequate preparation, lack of self-spiritual
awareness, problems with the assessment of spiri-
tual need, fear of imposing personal beliefs on the
client, uncertainty about personal, spiritual and
religious beliefs/values and believe that spiritu-
ality does not lie within the domain of nursing
(Carson, 1989; Taylor et al., 1995; Oldnall, 1996;
Pullen et al., 1996; Swinton, 2001).

It has been acknowledged that patients’ psy-
chosocial, spiritual and cultural values affect how
they respond to their care ( JCAHO, 2003). Research
suggests that those who practice a religion have
less than average substance misuse problems, mar-
riage breakdown, loneliness, sexual promiscuity,
and mental and physical health problems (Fontana,
2003; Miller & Thoresen, 2003). A study by
McDowell et al. (1996), exploring spirituality and
the dually diagnosed, surveyed 101 patients in 
an in-patient dual diagnosis unit. The authors
reported that the clients believed spirituality to be
an essential part of their recovery and they wanted
more groups focused on spirituality and more
access to religious services.

Historical background

Before the enlightenment, it was generally thought
that a person’s fate was determined by the gods;
that psychoactive substances had supernatural
powers and that mental illness as other illnesses
was a punishment by the gods or bad spirits
(Escohotado, 1999; Porter, 2002). Psychoactive sub-
stances were used as medicine and shamans and
medicine men used them to help people enter a
trance-like state that they believed allowed them to
intercede and expel the bad spirits thought to be
causing the illness. They were also used in religious
ceremonies and also for pleasure (Escohotado,
1999). The early Greeks warned of the dangers of
the use of drugs. Escohotado (1999) quoted from an
old Greek text Hist. Pant. IX 11.6 on the prescribing
of Datura metal, a solanaceous plant:

‘One administers one drachma, if the patient
must only be animated and made to think well of
himself; double that, if he must enter delirium

and see hallucinations; triple it, if he must
become permanently deranged; give a quad-
ruple dose if he is to die’ (p. 13).

He also cited from a first-century Chinese medical
text that warns:

‘Hemp taken in excess makes one see monsters,
but if used over a long time it can establish con-
tact with spirits and lighten the body’ (p. 7).

It seems, therefore, not surprising that the coexis-
tence of substance misuse and mental health prob-
lems (dual diagnosis) is not a new phenomenon.
Like nowadays, it was probably difficult to distin-
guish whether a person had a mental illness before
their use of drugs, as a result of drug use or had 
a combined mental illness and substance misuse
problem. An example of someone experiencing a
mental illness and combined substance misuse can
be seen in the following example. It is difficult to
determine which problem came first, which high-
lights the difficulty of making a diagnosis then 
as now. Porter (2002) describes a gentleman who
woke after a heavy drinking session to find he was
hearing voices, one of which was telling him to cut
off his hair. The gentleman first believed it to be
God commanding him to do this, then he decided it
was the Devil. He described how his mental state
worsened as he continued to experience voices and
have visions. Today many clients who are physi-
cally dependent on alcohol and in a state of with-
drawal will describe similar symptoms.

Despite the enlightenment, there were still many
who continued to believe in the power of the super-
natural. This was evident in the Inquisition and the
witch trials. Many who were mentally ill and/or
using drugs and behaving in a way that was not
thought to be normal, but heretic, were often
thought to be witches and burned at the stake. As
the enlightenment grew, the belief in the supernat-
ural was taken out of mental illness and drugs,
which gradually brought the witch hunts to an end
(Escohotado, 1999; Porter, 2002). Descartes’ philo-
sophy, which gave impetus to the enlightenment, sep-
arated the mind from the body and became known
as Cartesian Dualism (Porter, 2002). As Descartes’
followers developed these ideas, Newtonian mech-
anistic physics and reductionist psychology was
born. Scientists and physicians deserted God in
favour of the measured, controlled and tested;
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Table 21.1 Characteristics of spirituality.

Behaviours

Beliefs

Spiritual values and 
motivations

Experiences that might 
be described as mystical

Source: Miller & Thoresen (2003).

l Worship attendance
l Prayer and meditation
l A belief in God/higher power
l Interconnectedness
l Life after death
l Karma
l Love of others
l Duty to God
l Feeling near to God

therefore, predictive and seen (Whittemore, 1999).
Problems in the human body, including mental 
illness, were thought to be caused by a mechan-
ical breakdown in need of repair (Porter, 2002).
Religion and its partner, spirituality, became
increasingly divorced from health care. This is in
contrast to the East that did not follow this path but
continued as they do today to have a holistic view
of society and health (Fernando, 2002).

The twentieth century brought the discovery of
quantum physics, and scientists are now catching
up with those who study spirituality and mysti-
cism as they realise that just because something
cannot be seen it does not mean it does not exist;
that particles can affect other particles at a distance,
and that time and space is relative to the person
observing it (Capra, 1982). This more holistic view
of the universe has again allowed medicine to
develop a more holistic framework, and gives room
for the study of spirituality (Capra, 1982) as we
become what Beesley (1980) describes as spiritual
scientists. The next sections will examine the con-
cepts of spirituality and religion and how these
concepts can be integrated into the community care
plans of those with a dual diagnosis.

Spirituality, religion and holism

There are a host of critical analyses and definitions
of the concept of spirituality in the nursing litera-
ture. Spirituality refers to ‘that aspect of human
existence that gives it its “humanness”’. It concerns
the structures of significance that give meaning 
and direction to a person’s life and help them to
deal with the vicissitudes of existence. As such, 
it includes such vital dimensions as the quest for
meaning, purpose, self-transcending knowledge,
meaningful relationships, love and commitment, as
well as the sense of the holy amongst us. A person’s
spirituality is that part of them which drives them
on towards their particular goals, be they temporal
or transcendent (Swinton, 2000). This is a broad
definition focusing on a number of dimensions of
spirituality, but although it includes the religi-
ous element, it is not defined by religion, though
there are some common elements such as meaning
and purpose, a belief in a god, higher power or
transcendent dimension, feeling connected to and
interconnected with self, others, the environment

and the universe (Elkins et al., 1988; Burkhardt,
1989; Goldberg, 1998; McSherry, 2000; Swinton,
2001). When these are well integrated the person
may be said to be experiencing spiritual well-being
(McSherry, 2000). These experiences and feelings
may lead to what Abraham Maslow described as
high peak experiences. Such feelings may be
described as ‘moments of rapture’ (Hurding, 1986).
Some writers prefer to compartmentalise spiritual-
ity, such as Miller (1998, 2002). The characteristics
of spirituality (Miller & Thoresen, 2003) are sum-
marised in Table 21.1.

Other writers such as Elkins et al. (1988) take a
phenomenological approach to the understanding
of spirituality that identifies nine dimensions:

(1) Transcendent dimension such as God or
higher consciousness

(2) Meaning and purpose
(3) Mission to life such as a sense of vocation or

calling
(4) Life is sacred
(5) Appreciate material values but do not believe

they are all that matters
(6) Altruism
(7) Idealism
(8) Awareness of the tragic
(9) The fruits of spirituality show in the person’s

relationship with self, others, nature and
whatever is considered the ultimate

Religion and spirituality

The message of all the great religious prophets such
as Muhammad, Moses and Jesus (may peace be
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upon them), was for their followers to lead a spiri-
tual life. From this message social groups gradually
rose that engaged in worship, ceremonies, rituals,
laws and rites of passage that formed the new reli-
gions of the time. These religious groups, then as
now, may offer a sense of belonging, support, a
common purpose and a moral code.

Religion, as a concept, is perceived by many (in
the West) as not being interchangeable with spiritu-
ality (Rassool, 2000). In this context, the concept of
spirituality has a broader meaning than religion
and encompasses philosophical ideas about life, 
its meaning and purpose (Stoll & Stoll, 1989;
Harrison, 1993, Dyson et al., 1997). In the West, it 
is acknowledged that not every individual who 
seeks self-awareness, self-empowerment and self-
actualisation pursues a particular religious belief 
or faith (Rassool, 2000). Coyle (2002) differentiates
between those who draw their spirituality from 
the transcendent approach that is based on a belief
in God or a transcendent dimension; those who
draw their understanding of spirituality from 
religious beliefs and practices (structural behavi-
ourists); and those who draw their spirituality 
from personal values that give meaning and pur-
pose to life (value guidance). Spiritual needs may
not always be expressed within a religious frame-
work. It is important to be aware that all human
beings are spiritual beings who have spiritual
needs at different times of their lives. Although
spiritual care is not necessarily religious care, reli-
gious care, at its best, should always be spiritual
(Association of Hospice and Palliative Care
Chaplains, 2003). Other writers such as Bradshaw
(1994) writing from the Judaeo-Christian perspec-
tive and Rassool (2000) writing from the Islam 
perspective believe religion and spirituality are a
way of life and therefore not possible to separate.
Information about the major faiths is presented 
in Table 21.2.

Spirituality/psychology

Swinton (2002) has suggested that there are four
central themes that encapsulate the spirituality
functions in the process of mental health develop-
ment and maintenance: interpretative framework,
emotional support, source of coping strategies and
a sense of community. To explore the difference

between the spiritual and the psychological further
we need to go back in time and explore the ponder-
ings of the early philosophers and theologians. The
following is drawn from Kurtz (2003) who has writ-
ten that the ancients, as people do now, debated
such issues as what leads to a healthy state of mind
or wholeness. These early philosophers and theolo-
gians agreed that certain behaviours were good
and healthy, such as having a sense of responsibil-
ity for the community and society.

The early Christians recognised spiritual distress
in terms of the ‘logismos’, which were thought to be
ways of thinking that were bad for the health,
unwholesome and ‘arch enemies of the soul’
(Kurtz, 2003). They included feelings of unresolved
anger, fear of the future, preoccupation with the
past, depression and self pity. Today, such prob-
lems are the mainstay of therapeutic work. Also,
then, as now, there were and are those who looked
outside the self for spiritual or esoteric help and
those, such as Protagaras, who thought ‘man is the
measure of all things’ (Kurtz, 2003). Kurtz (2003)
comments that the ancients recognised these con-
cepts in terms of ‘bad thinking’ or ‘wrong vision’,
which was translated as ‘seeing things from fear
and fantasy rather than as they really are’. The
reader will recognise these as what are now known
as cognitive distortions and negative thinking
(Kurtz, 2003).

People then, as now, sought help from a variety
of practitioners, some spiritual, some medicinal
(Kurtz, 2003). Today, as we move full circle into a
more holistic approach to health, complementary
therapies are coming into mainstream treatment
and people are using them alongside mainstream
medicine. Some experiences cannot be measured,
and psychologists such as Carl Jung, Abraham
Masow, Stanislav Groff and Ken Wilber developed
the transpersonal approach to psychology that
recognises that some experiences cannot be
explained and go beyond the individual into the
super consciousness, the higher self and the meta-
physical (Hurding, 1986). It is suggested that there
are four ways to psychological and spiritual well-
being, depending on an individual’s philosophy
and belief system; that found in organised religion;
medical science; a belief in a god or higher power
outside religious affiliation; and those who draw 
on the self or higher consciousness for their spiri-
tual well-being. With or without a belief in God an



Table 21.2 Religious faiths.

Judaism

Christianity

Islam

Hinduism

Buddhism

Belief

One God, life
after death

One God, life
after death

One God,
Allah, life after
death

One ultimate
being present
in all things,
manifests as
many gods
(e.g. Shiva,
Brahman and
Vishnu),
atman karma,
reincarnation

Nirvana

Prophet/
teacher

Moses

Jesus
(Mother of
Jesus, the
Virgin
Mary)

Muhammad

Nil

Buddha

Followers

Jews,
orthodox,
non-orthodox,
different
movements

Christians,
Catholics,
Anglicans,
many
denominations

Muslims,
Shiah, Sunni

Hindus

Buddhists

Holy book

The Hebrew
bible:
Torah

Bible: Old
Testament,
New
Testament

Qur’an
(Koran)

Vedas,
Upanishads,
Bhagavada-
Gita

Tripitaka

Spiritual
leader

Rabbi

Priest,
vicar,
pastor,
elder

Imam

Swamis,
gurus,
priests

Monks,
nuns

Place of
worship

Synagogue
(Sabbath:
Friday)

Church,
hall
(Sabbath:
Sunday)

Mosque

Temple,
home

Temple

Festivals

Yom Kippur
(day of
atonement
and fasting)

Christmas,
(birth of
Christ Jesus),
Easter
(resurrection
of Christ
Jesus)

Day of
Arafat
celebrates
end of
revelations
made to
Muhammad;
Ramadan,
month of
fasting, Eid
Ul-Fitr, end
of fast

Divali
(festival
of light)

Wesak
(Vesakha)

Ceremonies/
practices

Bar mitzvah (boy,
13yrs), bat mitzvah
(girl, 12yrs)

Baptism,
confirmation, Holy
communion,
anointing of the
sick, confession

Ramadan a month
of fasting, must not
eat, smoke or have
conjugal relations
from dawn to
sunset, Aqiqah,
shaving of baby’s
head at seven 
days after birth;
circumcision any
time from eight
days old to the age
of ten years

Tenth to twelfth
day after birth
naming ceremony,
first, third or fifth
year head is
shaved leaving a
small tuft, idea to
remove negative
karma brought
from previous birth

No universal
ceremony but
others have grown
out of the adopted
country’s
ceremonies

Diet

Kosher: meat
prepared in a
certain way,
different
utensils for
meat and dairy
produce

Some
denominations
do not take
intoxicants

Halal meat
slaughtered in
a certain way
while God’s
name is
pronounced,
pig is
forbidden, as is
alcohol

Strict Hindus
are vegetarian,
cow is sacred
and must not
be killed

Birth

Circumcised
eight days
after birth,
maternal
line of
descent

Present
new baby 
to church,
baptism,
paternal line
of descent

Soon after
birth the
father
whispers
the call to
prayer in
both ears 
of the baby

Eighth
month of
pregnancy
may offer
cooked rice
to Vishnu,
tenth to
twelfth day
after birth
naming
ceremony

Child
blessed at
local temple

Marriage

Synagogue
or open air
by Rabbi

In church by
priest /vicar,
sometimes
civil
ceremony
followed by
church
blessing

Arranged
marriage
may occur
but girl must
give her
consent

Strict Hindu
parents
continue to
arrange
marriages
for their
children

Blessed at
the temple
by monk
following
civil
ceremony

Death

Buried
within 24
hrs, non-
orthodox
Jews may
cremate

Body
washed and
placed in a
coffin,
service
followed by
burial or
cremation

Body ritually
washed and
wrapped in
white
shroud,
burial takes
place
because of
belief in the
resurrection

Cremation,
if possible
ashes are
scattered on
the Ganges

Funeral very
important
led by
monks,
cremation
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individual may live according to the spiritual 
values that underpin all religions and are found in
religious and spiritual texts.

Multicultural, multi-ethnic society and
multi-faith communities

The UK is a multicultural, multi-ethnic society and
has multi-faith communities whose members prac-
tice a wide variety of religions. Religious values
and beliefs continue to be influential in moulding
the way society has developed and is developing.
Religious and political persecutions have been one
of the reasons why individuals from some coun-
tries have sought asylum in the UK. The nursing
profession also includes a diverse range of ethnic,
racial and cultural backgrounds. This cultural integ-
ration makes it very difficult for a nurse, no matter
what their background, to know all the different
beliefs and practices of all of the religions of the
world. Many of the religions are made up of many
sects; it would therefore be difficult for any of us to
understand all of the different practices and beliefs
of all the different religions that we come across.
Yet if we are to deepen our understanding of our
clients, it is important to increase our understand-
ing of the main religions that may shape their
world view.

As nurses, we cannot assume that someone from
a particular cultural or ethnic background practices
a particular religion. Many people from the Far East
and Africa practice Islam or Christianity and many
people from the West can be found in the Islamic
mosque, the Hindu or Buddhist temple. Many 
people are turning away from traditional religions
but are drawing on Eastern and Western reli-
gions, mysticism, Native American religions, early
religions and Shamanism. Some call this move-
ment the new age movement. This has enormous
implications for psychiatry as we grapple with
these issues. Fernando (2002) warns of practising
‘psychiatric imperialism’, which means trying to
impose a Western reductionism viewpoint on an
Eastern belief system that has been influenced by 
a particular religion such as Islam, Hinduism or
Buddhism, which are holistic and not open to
reductionism. Africa, Native America and Asia do
not have a dichotomy between mind and body.
Religion, medicine and ethics are integrated. The

West views health as a matter of overcoming ill-
ness; Asia, Africa and Native America view health,
and acceptance of emotions, nature and others, as
striving for harmony within and between people,
their surroundings, nature, spirits and the cosmos
(Fernando, 2002).

Healing: therapeutic relationship

The use of psychoactive substances may offer a
fleeting moment of euphoria and relaxation filling
the spiritual vacuum, and strong enough to keep
the client physically or psychologically dependent,
despite the downward spiral of poor physical and
psychological health, and deteriorating social cir-
cumstances. It is acknowledged that individuals
with dual diagnosis may feel ambivalent about
change; for the mental health team it means a 
long-term commitment; change will not happen
overnight. The Department of Health (2002a) sug-
gests that a harm reduction approach may be a
more realistic goal than expecting total abstinence.
Those of us without such problems will to varying
degrees take care of our own needs. According to
Maslow, it is difficult to appreciate the higher
aspects of our nature, such as creativity, whilst we
are focused on attending to our basic needs, such as
finding food and a roof over our heads (Hurding,
1986). Building a therapeutic relationship is there-
fore fundamental to helping such clients address all
these issues. There are several stages that a client
may pass through on their road to leading a drug
free life or achieving a goal of total abstinence.
These include engagement, motivation (persua-
sion), active treatment and relapse prevention.

Engaging with the client is fundamental to help-
ing the client change. It is therefore important to
develop a relationship with the client. It is this 
relationship rather than any therapeutic model 
that could be the key to change (Clarkson, 1996).
Writers cited by Hammond (2003) demonstrate 
the qualities thought to be fundamental to devel-
oping a therapeutic relationship: trust, compas-
sion, agape (love of your neighbour, as opposed to
romantic love), sensitivity, support, being friendly,
accepting and caring, valuing clients, connecting
and interconnecting with others and the environ-
ment, altruism, sharing with the client, being aware
of the client’s difficulties and circumstances (Elkins
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Table 21.3 Spiritual needs.

l Meaning and purpose
Finding a purpose leading to fulfilment.

l Love and harmonious relationships
Finding comfort, warmth and affection with humans,
animals and creation generally.

l Need for forgiveness
Unresolved anger and guilt may trigger psychological,
physical and social problems. To maintain equilibrium
there may be a need to resolve conflict and seek
forgiveness and forgive.

l Need for source of hope and strength
Beliefs and values, convictions and commitments that give
hope and strength.

l Creativity
To have the freedom to enjoy and find meaning,
expression and value in literature, art, music and other
activities, that allow the person to be in contact with their
own emotions, communicate and find beauty in creation.

l Trust
Important part of friendship and therapeutic relationships.
Fundamental to existence and communication. Leads to
self-worth, feeling valued and accepted.

l Maintain spiritual practices
To have the freedom to take part in religious spiritual
practices such as prayer or meditation, or church
attendance, or non-religious spiritual practices, such as a
walk that allows for spiritual well-being.

l Express one’s own belief in God or a deity
This may be in the religious sense of a belief in God or a
deity or a it may be non-religious, the person finding
spiritual motivation within their personal values.

l Ability to express one’s own personal beliefs and values
If this is restricted and suppressed it may lead to frustration
and hostility.

Source: adapted from McSherry (2000).

et al., 1988; Anderson & Smereck, 1989; Burkhardt,
1989; Clark et al., 1991; Bradshaw, 1994; Beech &
Norman, 1995; Pejlert et al., 2000; Wrigth & Sayre-
Adams, 2000; Greasley et al., 2001; Miller, 2002).
Rogers (1995) identified four core conditions he
believes help develop a counselling relationship:
empathy, genuineness, respect and unconditional
positive regard. Miller & Thoresen (2003) also sug-
gest being non-judgemental, accepting, empathic;
having an openness to listen and understand the
client; familiarity with the values, beliefs and prac-
tices common to the client’s culture and feeling
comfortable talking to the client about spirituality.

Assessment

During the process of engagement and as the rela-
tionship develops the nurse will be in a better posi-
tion to explore the client’s religious and spiritual
beliefs and needs. A spiritual religious assessment
can be separated into a brief assessment and a
longer, more in-depth assessment. The brief assess-
ment may explore such issues as the client’s reli-
gious practices, beliefs, special celebrations and
religious leader. Bradshaw (1994) suggests that this
is a structural functionist approach to spiritual-
ity/religion, the nurse being interested in support-
ing the client by putting them in touch with their
religious network and supporting the client in their
religious practice. This is about being actively
involved rather than just asking after the client’s
religion. Perhaps no more is needed, as the client,
their family and religious leaders will then be in a
position to look after the client’s spiritual needs. If it
is apparent, following this brief assessment, that
the client has either lost touch with their religious
network or does not practice a religion, a more 
in-depth assessment can be made that explores the
client’s religious/spiritual beliefs from the point 
of view of the client. Bradshaw (1994) calls this 
the existentialist or sub-division transcendent
approach. The former believes the spiritual dwells
within the individual and the latter believes in a
universal spirit. McSherry (2000) has drawn on
work by a number of writers outlining the spiritual
needs of a client (Table 21.3). Exploration of these
aspects should be conducted by asking open-ended
questions without imposing any personal beliefs
on the client (Koenig et al., 2001).

Addressing ambivalence

Clients with a dual diagnosis may be ambivalent
about change, they may feel demotivated because
of a feeling of spiritual distress. Labun (1988)
identified seven experiences that may trigger this:
spiritual pain, alienation, anxiety, guilt, anger, loss
and despair. McSherry (2000) also adds that when a
client’s values, belief system, and meaning and
purpose they place on life has been challenged then
the client may feel uncertain about their life, alone
and afraid. A nurse who allows a client to talk
about these issues, who values and cares for their
client, and in so doing goes some way to increas-
ing the client’s self-esteem and self-efficacy, may
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increase the client’s motivation to change (Miller &
Rollnick, 1991). Hammond (2003) suggests that one
way the nurse can address ambivalence is by help-
ing the client reflect on such issues as what their ill-
ness means for them, what drug use means for
them, what are their hopes and dreams, and what is
blocking them from achieving them. Developing
discrepancy may nudge the client into changing
and help the client discover the meaning and pur-
pose of their life. Yahne & Miller (2003) suggest that
having hope and faith are important aspects of
change. As the client makes positive changes, their
self-efficacy will increase and they are more likely
to continue making positive changes (Bandura,
1977; 1982).

Spiritual and religious problems

On a religious and spiritual esoteric level there are
more similarities than differences between the
schools of thought. Visions, hallucinations and
other symptoms that may be thought of as psy-
chotic phenomena, such as hearing voices, have
been reported in religious texts and by eminent
writers. The Bible describes the vision St Paul had
on the road to Damascus and writers such as
William James, Carl Jung (Fontana, 2003) and Bill
Wilson, one of the founding fathers of Alcoholics
Anonymous (Miller, 2002), have reported mystical,
spiritual experiences. Some people might find these
experiences rewarding and comforting; some may
find them frightening. From time immemorial
drugs have been used to trigger mystical experi-
ence. Unfortunately, drug use can also trigger a
psychotic episode.

It may be difficult, sometimes, to separate what
might be a normal religious, spiritual or mystical
experience from an abnormal one. Family friends
and health care workers may make a wrong dia-
gnosis of a mental illness (Turner et al., 1995). There
are also other spiritual religious problems that the
nurse or heath care worker might come across, such
as a religious conversion, issues that may challenge
the person’s religious belief system, and bereave-
ment and losses of other kinds. In the past the inter-
pretation of what was normal and abnormal might
have been determined by the subjective opinion of
the doctor or nurse who might be from a different
religious or cultural background and might mis-

interpret the symptoms. To help reduce making a
wrong diagnosis, spiritual and religious problems
have been incorporated into the DSM-1V (Turner et
al., 1995). Greenberg & Witzum (1991) suggest that
psychotic experiences are more intense than reli-
gious experiences; are more terrifying and preoccu-
pying; lead to a deterioration in the client caring for
him or herself; and the client may believe that they
are receiving special messages from religious
figures. Lukoff (1985) suggested that the following
issues should be taken into consideration during
the assessment: good pre-episode functioning;
acute onset of symptoms of three months or less; a
stressful precipitant and a positive exploratory atti-
tude towards symptoms. Austin (1998) has also 
differentiated between a mystical and psychotic
episode (see Table 21.4).

Healing interventions

Research reviewed by Koenig et al. (2001), Fontana
(2003) and Miller & Thoresen (2003) indicates that
practicing religion or having a particular spiritual
belief can have a positive benefit on physical and
mental health, and substance misuse outcomes.
The reasons for the positive relationship are not
clearly understood. Despite this, Koenig et al. (2001)
and Miller & Thoresen (2003) offer some reasons
why this may be so: it provides a powerful source
of comfort and hope for those with a chronic mental
illness by enabling the individual to improve their
functioning, reducing isolation and facilitating
healing; individuals are less likely to have sub-
stance misusing friends; it offers a set of moral 
values; it increases coping skills and reduces the
likelihood of turning to substances during stressful
times. Prayer, meditation, reading religious and
inspirational material and attending religious
meetings has also been reported by Charters (1999)
and Germer (1996), in studies exploring reli-
gious/spirituality in those with a mental illness.
Germer (1996) also reported attending self-help
groups, interacting with children and listening to
inspirational music. Many people today use com-
plementary medicine in conjunction with orthodox
treatment; this is also true for those experiencing
mental health problems. Russinova et al. (2002)
surveyed clients with a history of mental health
problems: those with bipolar affective disorder,
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Table 21.4 Mystical path and psychotic episosdes.

General nature and duration

Hallucinatory phenomena

Ideas of self-reference

A gap is experienced that splits outer 
social reality from inner personal reality

Inhabiting only the inner world 
and being fearful of it

Degree of tolerance for inner experiences

Simplification of lifestyle and 
renunciation of worldliness

Dissolution of social attachments

Re-entry into society, improved by the 
experience

Subsequent ongoing, fruitful, 
well-integrated contacts with society

Sense of unity with the environment

Cravings and aversions

Continued conscious control

0 = none; 5 = maximal.

Source: adapted from Austin (1998).

Mystical path

An ongoing, more orderly
development

In general, more visual; not
threatening

Enlightenment cuts off the 
personal connotations of stimuli

1

0–1

Trained for and well tolerated

More under conscious control

1

The usual goal

2

2 (partially cultivated)

Reduced

Usual

Psychosis in schizophrenia

May be compressed, disorderly and
disorganised

In general, more auditory; can be
threatening

Stimuli generate ideas of self-reference,
especially in paranoid schizophrenia

3

3

May be overwhelmed by them

More under unconscious control

3

Less common

1 or 0

Less commonly perceived

May be enhanced

Less effective

schizophrenia and depression. The majority of
respondents were female, white and employed.
The findings indicated that 86% reported multiple
practices of complementary/alternative therapies.
The most frequently reported were that 50% prac-
tised religious/spiritual practices such as prayer,
worship, spiritual reading, 43% practised medita-
tion, 31% practised massage, 20% practised yoga,
18% used guided imagery, 16% used herbs, 13%
used chiropractic and 13% used nutritional supple-
ments. Other reported practices were aromather-
apy, breath work, reiki, t’ai chi, past-life/regression
therapy, homeopathy, ayurvedic medicine, acu-
puncture, acupressure and reflexology. Subjects
with schizophrenia were less likely to use medita-
tion and guided imagery, yet Marlatt & Kristeller
(2003) have reported a positive experience by a
client with a diagnosis of paranoid schizophrenia.

Complementary therapies, such as acupuncture,
herbal teas and meditation are often available in
substance misuse services. This has implications
for those working with those who have a dual dia-
gnosis who may request such treatments. Ryman
(1996) also suggests that deep relaxation and visu-
alisation is contraindicated in those with a history
of psychosis. Hammond (2003) suggests that if the
client requests such therapy the multidisciplinary
team should be made aware, information needs to
be gathered regarding the contraindication of such
therapy and the client should be given this informa-
tion so that they can make an informed choice. Such
information can be gathered from complementary
therapy registered bodies (see Rankin-Box, 1996). It
is also worth noting that the code of professional
conduct warns nurses about practising outside
their professional competencies (NMC, 2002).
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Art, music, dance and poetry have been an
important part of religious practice, worship and
healing from the earliest of times (Fontana, 2003).
Although pharmacotherapy and cognitive therapy
have revolutionised the treatment of mental illness
and substance misuse, those with a dual diagnosis
may not always respond to such treatments. Less
invasive therapy that increases self-esteem is a 
distraction from problems, improves socialisation,
reduces boredom and perhaps gives the client a
way of self-expression that will improve self-
esteem, confidence and self-efficacy, which may
therefore reduce the rate of relapse. Research by
Carter et al. (1996) reported that playing games 
or musical instruments, focusing on something
other than the voices and listening to songs were
methods rated most highly as being partially 
successful in helping cope with hallucinations.
Alcoholics Anonymous is a spiritual based fellow-
ship self-help group. Some fellowship members
experiencing a dual diagnosis did not feel the fel-
lowship met their specific needs and therefore set
up Double Trouble (Vogel et al., 1998). Groups 
similar to these that offer spiritual fellowship and
support may be worth developing in the UK.

Conclusion

Religion has offered the world spiritual values that
have also been adopted by those who do not prac-
tice their spirituality through religion and by those
who do not believe in a god or a transcendent
dimension. Religion may be described as the out-
ward expression of the subjective spiritual experi-
ence. Spirituality is a subjective experience that has
prompted many definitions, the common elements
being a belief in a god, transcendent dimension 
or higher consciousness; having a meaning and
purpose to life; feeling connected to and inter-
connected with and responsible for others, the
environment and the universe. Some of the spiri-
tual dimensions may be classified as psychological,
but a step back in time shows that there is a bond in
that both the theologian and psychologist have
always been interested in the psychological well-
being of the individual, one drawing on the divine,
the other on the self. As we move into the world of
quantum physics, we have discovered that both 
science and spirituality are compatible, both are

working with the unseen and just because it is
unseen it does not mean phenomena do not exist,
which is what those with a belief in God or the 
universal spirit have always known. Psychologists
and nurses are also realising that the removal of
man-made boundaries allows us to work holist-
ically, accepting the transpersonal and the mystical
experiences of our clients.

The coexistence of substance misuse and mental
health problems is not a new phenomenon and the
dangers of psychosis caused by drug use have long
been recognised. There have always been those that
have turned towards the spiritual for help and
those that have turned towards medicine for help,
and others who have turned to both. In some ways
medicine has replaced the role religion played in
earlier times. The utilisation of a biopsychosocial
approach to the understanding and treatment of
those with a dual diagnosis should include the 
spiritual dimension. It is the spiritual that is the
thread that unites the three fabrics of the biopsy-
chosocial approach.

Spirituality can be integrated into the models 
of care recommended by the National Treatment
Agency (Department of Health, 2002b; 2005).
Building a therapeutic relationship based within
the spiritual values of being non-judgemental,
accepting and offering agape is fundamental to
engaging with a client and generating change. It is
also important to realise the religious and spiritual
values of clients. This chapter suggests a brief
assessment to explore the outward behaviours and
practices, and liaising with the client’s religious
and spiritual leaders if appropriate. A more in-
depth assessment exploring the client’s subjective
experience of the spiritual can be undertaken as the
relationship builds. The in-depth assessment may
include helping the client explore such issues as
what meaning and purpose do they think life 
holds for them. In motivating the client to change,
the chapter has offered Miller & Rollnick’s (1991)
motivational interviewing model and suggests that
helping a client explore what their hopes and
dreams are and what is blocking them from achiev-
ing them may also help motivate change.

Many practitioners, and clients, particularly in
substance misuse, realise the limitations of ortho-
dox medicine and are turning to complementary
therapies as adjuncts to the orthodox. We cannot
ignore this if our work is to be client centred and
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holistic. There are a variety of treatments on offer,
such as cognitive behaviour therapy, family ther-
apy and addressing the client’s social and physical
needs. We should realise that healing can also take
place within less invasive therapies, such as art,
dance, music and writing. Healing takes place as
the nurse helps the client draw on their own inner
resources to find and recognise their full potential.
It is within this atmosphere of change that we can
reduce relapse and help clients maintain any
changes made.

But above all, it must ‘entail renewed evaluation
and understanding of our own spirituality, and our
particular fears and prejudices in relation to spiritu-
ality of others, so that the spiritual care we offer is
as unbiased and as informed as it can be’ (Hollins,
2005). This is a challenge for nurses.
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22 Dual Diagnosis: Interventions 
with Carers

D. Manley & L.M. Rayner

Introduction

Falloon et al. (1996) define a carer as:

‘the non-professional person in the community
who is most involved with the everyday care of
the person, and would be very likely to respond
to any request for special assistance at any time,
if such a request were made by that person.’

In their study Cresswell et al. (1992) stated that
‘patients with severe psychotic disorders typically
have small social networks containing dispropor-
tionately high numbers of relatives’. Other studies
have shown that families have an important role to
play in preventing readmission to hospital (Becker
et al., 1997). Offering supportive social networks to
their relative with psychosis and substance misuse
problems is an important part of the carer’s role.
However, supporting someone who experiences
mental health difficulties and who takes sub-
stances in a problematic way can be a traumatic
process. The social networks that carers provide are
often in marked contrast to other social, often sub-
stance misuse related, networks the dual diagnosis
client experiences. Families may be the only non-
substance misusing people, other than profes-
sionals, that a service user has a relationship with.

In order to contribute this chapter the authors
interviewed two separate families who cared for

dual diagnosis clients and asked them for their
opinions on the difficulties they had experienced
and insights into what they felt had helped them to
cope. Direct quotes from these interviews have
been used throughout this chapter to illustrate the
carers’ experiences and to reinforce the suggested
interventions. The aims of this chapter are to exam-
ine the burdens of the family facing dual diagnosis
and describe the specific interventions and informal
brief interventions with families.

Burden and the Family

‘His aggression and his attitude were the most
difficult things to deal with. He had no concerns
about anything.’ (E. & R.K., December 2004)

‘He gets very distressed (when he takes drugs);
he starts running around, eyes bulging, and I find
dealing with it very difficult at times’. (A.P.,
December 2004)

Living with and caring for someone with substance
misuse and mental health problems can have a 
profound effect on relatives. There is a compre-
hensive body of literature concerning the burden 
faced by families living with a relative who has a 
serious mental health problem (Creer et al., 1982;
Thompson & Doll, 1982; Fadden et al., 1987; Lefley,
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1989; Marsh, 1992) and though there is a lack of
research with families where a person has both 
substance misuse and mental health problems, this
literature is relevant. There is also the emotional
effect. Carers will often feel anxious, fearful of the
future, guilty and generally stressed. In addition,
there will be an impact on family life in general.
There may be constraints on social activities; friends
and other relatives may not visit or be invited, 
due to the difficult behaviour of the service user.
Routine household activities may be disrupted and
there may be effects on relatives’ employment,
which may result in financial hardship. Relation-
ships in the family may become strained and there
may be an adverse effects on relatives’ mental
health. Relatives may have to deal with intolerable
situations when the service user treats them with
anger and disdain, completely disrupts daily life,
denies that there is anything wrong and does things
that are incomprehensible, distressing, illegal and
dangerous.

Friends and families of dual diagnosis clients 
can find it difficult to cope with the complexity 
of providing care for such individuals (Graham,
2004). The interplay of mental health and problem-
atic drug or alcohol use can cause an individual to
be chaotic and unpredictable in their behaviour. A
lack of knowledge and ‘urban mythology’ about
substances of abuse may add to the confusion that
carers feel about the effects that substances have
upon their relative or friend. Under these circum-
stances carers may wish to take control of their 
relative/friend’s substance misuse in a desire to be
supportive. Recognising that the responsibility for
change lies with an individual can be difficult for
carers. Allowing the service user to develop their
own motivation to change their drug-taking may
be viewed by carers as tantamount to condoning
substance misuse. The practitioner can have a cent-
ral role in supporting and educating the family in
supporting their relative to develop and maintain
the motivation to change.

Confidentiality

The issue of confidentiality is often used by prac-
titioners as a reason for not involving families as
much as relatives would like. Clearly all profes-

sionals working in mental health services are
bound by law and professional codes of conduct to
a duty of confidentiality to their service users. The
sensitive nature of mental health problems and
substance misuse means that there can be particular
difficulties in relation to confidentiality and the
sharing of information. However, as current policy
emphasises the importance of close collaboration
between practitioners and families, confidentiality
should not be used as a reason not to listen to 
the views of relatives and other informal carers. 
Also, it cannot be used as an excuse not to discuss
with service users the need for their family to
receive information so they can continue to support
them.

Furlong & Leggatt (1996) suggest that dealing
with the question of confidentiality presents the
opportunity for practitioners to build quality rela-
tionships with both service users and their families.
They report that services and practitioners who
have a positive attitude to families do not generally
experience problems with confidentiality. The Royal
College of Psychiatrists, as part of their Partners in
Care campaign, have produced a leaflet, Carers and
Confidentiality in Mental Health (Royal College of
Psychiatrist, 2004), which describes some specific
examples of confidentiality issues and provides
examples of good practice that may help to address
them.

Background to family intervention

Over the past 30 years considerable research has
been undertaken into interventions that can help
families dealing with the difficult and stressful 
situations that can occur as a result of someone in
the family having a serious mental illness. Initial
studies in the late 1960s and early 1970s focused 
on the effect of family atmosphere on the course of
schizophrenia. The term ‘high expressed emotion’
(high EE) was used to describe the responses of 
criticism and over involvement displayed by some
family members to their relative. It was discovered
that service users living with relatives that dis-
played these characteristics were more likely to
relapse (Brown & Rutter, 1966; Brown et al., 1972).
Various studies have investigated whether a specific
family intervention could reduce these levels of
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expressed emotion in family members that would
then in turn prevent relapse in the service user.
Studies undertaken by Falloon et al. (1982; 1985),
Leff et al. (1982; 1985), Hogarty et al. (1986; 1991),
Tarrier et al. (1988; 1989) showed that specific family
interventions were effective in reducing relapse,
compared to a control group.

However, family interventions of this sort have
been criticised for a number of reasons. The con-
cept of expressed emotion has been criticised for
making families feel blamed. Though family work
researchers have always been keen to emphasise
that in their approach families are not seen as the
cause of the illness, critics suggest that as high EE 
is seen as a factor that maintains mental illness,
families may feel negatively labelled and alienated
(Hatfield et al., 1987). Johnstone (1993) criticises
family intervention for its emphasis on compliance
with medication. More recent family intervention
studies have had less spectacular results in relapse
prevention (Telles et al., 1995; Szmuker et al., 1996).
A recent Cochrane review (Pharoah et al., 2004)
suggests that family intervention is less ‘potent’ in
the hands of the second-generation researchers in
comparison to their predecessors who developed
the approach.

When we look specifically at dual diagnosis,
with the exception of the study by Haddock et al.
(2003), no research has examined families of indi-
viduals with both mental health and substance 
misuse problems. In fact, some studies identify
substance misuse problems as exclusion criteria
(Hogarty et al., 1986; Glynn et al., 1992; Linszen 
et al., 1996; Hogarty et al., 1997; Schooler, 1997). 
In Haddock et al. (2003) service users with dual 
diagnosis were randomised to either a treatment
group of a motivational intervention, individual
cognitive behavioural therapy (CBT) and family inter-
vention, or a control group who received routine 
care. Results from the study demonstrated that
there were significant improvements in service
user functioning in the treatment group over the
control at 18 months. However, there were no
significant differences in the carer groups, though
there was a trend towards a statistically significant
difference on the carer needs measure for the group
who received family intervention. Family inter-
vention consisted of between 10 and 16 sessions,
with a median of 11. The authors suggest that as 
the intervention was relatively short, a more inten-

sive intervention is required to show statistical
significance.

Research into family intervention has been
influential in policy formation, for example The
National Service Framework for Mental Health (NSF)
(Department of Health, 1999). This ensures that 
carers have an assessment of their needs on an
annual basis and they have a written care plan. The
National Institute for Clinical Excellence (NICE)
guidelines for schizophrenia advocate that family
interventions should be available to the relatives of
people with schizophrenia who are living with 
or who have close contact with the service user
(NICE, 2002). The length of the intervention should
normally be six months and include more than ten
sessions. Therefore, as many of the service users
will have substance misuse problems, family inter-
vention will be offered to this group.

Family intervention: what is it?

There are various models of family interven-
tion: Falloon et al. (1982), Hogarty et al. (1986),
Barrowclough & Tarrier (1992), McFarlane et al. (1995),
Kuipers et al. (2002). However, all these models
have a number of key elements in common (World
Schizophrenia Fellowship, 1997; Fadden, 1998).

l Serious mental illness is conceptualised as a
condition with a neurobiological aetiology. 
A stress-vulnerability model is used to explain
how, in a vulnerable person, stresses can bring
on a psychotic illness or a relapse.

l Comprehensive approaches to care and treat-
ment are provided. Family intervention is 
provided as part of a care package.

l An alliance is developed between family 
members, the service user and practitioners.
Relatives are not blamed but viewed as thera-
peutic agents.

l There is a focus on working collaboratively:
families and service users are seen as experts in
dealing with mental illness and information
about the illness is shared.

l Families and service users are seen to have 
both strengths and needs: strengths are used 
to tackle problems that the family is facing. A
behavioural or cognitive behavioural approach
is used to develop goals.
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Which families are suitable for structured
therapeutic approaches?

Though the NICE guidelines (2002) advocate 
that family interventions should be offered to all
families who are living, or who have close contact,
with a relative who has schizophrenia, many ser-
vices will have to prioritise the families with the
greatest needs. Kuipers et al., 2002 advocate the use
of a ‘rule of thumb’:

(1) Relatives living with patients who relapse
more often than once a year despite being
compliant with maintenance neuroleptics

(2) Relatives who frequently contact staff for 
reassurance or help

(3) Families in which there are repeated argu-
ments that lead to verbal or physical violence,
and any family that calls in the police

(4) A single relative, usually the mother, looking
after a person with schizophrenia on her own

By using these criteria, practitioners will identify
families where the service user has mental health
and substance misuse problems.

Getting started – engagement

Families, despite facing difficult stressful situ-
ations, are often reluctant to engage in structured
family work. There are various reasons for this.
Families may have had negative experiences of 
previous contact with mental health professionals.
This may be real or perceived. They may feel they
are to blame for the illness and the situation they
find themselves in. By agreeing to family inter-
ventions, they may also feel that they are admitting
to having failed in some way. Families may have
incorrect perceptions about family interventions.
They may have a fear of being ‘analysed’ and that
the work will entail an analysis of family dynamics
and relationships.

In order to overcome difficulties with engage-
ment, practitioners should approach families, giv-
ing them clear information about what the process
will entail. Meeting with the whole family can be
useful at this point, or meeting individually with
family members, including the service user, may 
be more helpful for some. Whichever approach 
is used, the information given should provide an

overview of what regular ‘family meetings’ would
entail. It can be helpful to use this more informal
term rather than ‘family work’ or ‘therapy’, which
may have more negative connotations. As well as
giving a verbal explanation, a written summary of
the sessions and what they can expect should be left
with the family.

There may be instances where some members of
the family agree to the intervention, whereas others
opt out. In this case, practitioners should go ahead
with the meetings with those who are willing and
leave the invitation open to the others to join at any
stage. In the instance where service users decline,
but other family members are keen, the meetings
can go ahead, but practitioners and the family
should be aware that the service user’s absence will
have an effect on the effectiveness of the inter-
vention. It can be useful if the care coordinator 
discusses the issues concerning family meetings
with the service user. Again the invitation to join
should be left open.

Working in pairs

Advocates of family interventions recommend that
practitioners should work in pairs with families.
Though this may have resource implications, the
advantages outweigh the disadvantages (Gamble
& Brennan, 2000; Kuipers et al., 2002). By working
in pairs practitioners will be able to share the work
in the meetings. Families can be powerful and at
times overwhelming. Working in pairs, practitioners
provide two views of the work and they also model
how two people can work together. During family
meetings it is important for all family members to
feel supported; this can be difficult for one worker
to achieve. In pairs, each practitioner can form
alliances with different family members, to ensure
that their views are heard and taken seriously (Leff
& Gamble, 1995). Sometimes family meetings can
get heated and families can get sidetracked; in these
situations two workers can ensure that the focus is
maintained and emotions are contained.

Assessment of families

Assessment of individual service users is the vital
cornerstone on which all care and interventions are
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based. Similarly, assessment is a vital step in family
intervention. Though practitioners, particularly the
care coordinator, will have some idea of the chal-
lenges that the family is facing, it is important 
that enough information is obtained to develop an
overall picture or case formulation for the family.
Information covering the following areas should 
be obtained:

l Understanding: the family’s level of under-
standing about the illness and the links with
substance misuse

l Coping: how each family member copes with
the stress that they are facing

l Distress: the sources of distress for each family
member

l Dissatisfaction: what areas of family life they
would like to change

l Strengths: what have they got going for them as
a family, what resources have they got now or
have used in the past

Both structured and informal assessment strat-
egies can be used to build up this formulation, 
which can then be used to structure the family
meetings. There are various structured family
assessment tools, two of the most used and well
known are the ‘Relative assessment interview’ and
the ‘Knowledge about schizophrenia interview’
(Barrowclough & Tarrier, 1992).

The ‘Relative assessment interview’ is a semi-
structured interview completed with individual
relatives. It covers the following seven areas:

l Background to the service user and the family
l Background information and contact time
l Current problems/symptoms
l Irritability or quarrels in the household
l Relatives’ relationships with the service user
l Effect of the illness on relatives

‘Knowledge about schizophrenia’ is a structured
interview that covers the following areas:

l Diagnosis
l Symptomatology
l Aetiology
l Medication
l Course and prognosis
l Management
l Drug and alcohol use

Routine assessment that is undertaken as part of
the care programme approach may be sufficient to
ensure that the formulation contains the service
user perspective. However the ‘Knowledge about
schizophrenia interview’ can be adapted to be used
with the service user and practitioners may find it
helpful to use a structured mental state assessment
like the KGV assessment scale (Krawiecka et al.,
1977).

The meetings

Following the assessments and the development 
of the formulation, regular family meetings are
commenced. Meetings are usually held once a fort-
night and last for an hour. Generally, the meetings
are held in the family home. If the service user is 
not living with their family, the practitioners will
need to negotiate with the family the most suit-
able venue. Family intervention uses an outreach
model, so practitioners go out to visit the family,
rather than expecting them to attend a team base
for meetings. Usually, the first few meetings start
with providing a psycho-education component.
This seems to help the engagement process and can
be a less contentious area to start with, rather than
immediately starting with complex issues.

The meetings, regardless of the stage of family
intervention, have a set format, starting with a
review of events since the last meeting, planning
the meeting, reviewing any tasks that the family
may have undertaken since the last meeting, work-
ing through the agenda, setting a task to do before
the next meeting and summarising the session. In
order to ensure that the meeting runs smoothly,
maintains its focus and that all family members are
heard and supported it can be useful to introduce
some ground rules or guidelines. Kuipers et al.
(2002) suggest the following ground rules will help
improve communication in the family:

l Only one person speaks at a time
l Talk to the person, not about them
l Speaking time should be shared out

Practitioners can introduce these ground rules at
the beginning of the work, or they can be intro-
duced when the need arises, that is if the family
tend to all talk at once, or if one person tends to
dominate the meetings. Additional ground rules
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can be established that meet the specific needs of
family members. An example of this is where a ser-
vice user tended to dominate meetings by talking
about their voices; it was agreed that five minutes at
the beginning of the meeting would be allocated to
talk about the voices, but after this he would not
mention them again in the meeting.

Psycho-education

This element of family intervention must be 
delivered flexibly to ensure that the needs for 
information are met for all family members. There
will often be different levels of understanding
about the illness and in particular its relationship
with substance misuse problems. It can be useful 
to go through some education material quite 
formally with the family, but allowing time for
questions and for the service user to relate the 
information to their own experiences. This can be
important, as it can be the first time that family
members have heard about the service user’s own
experience of psychosis. It is vital that at this stage
information is included about substance misuse.
Basic information about current knowledge of the
role of drug-taking in mental health problems, par-
ticularly cannabis use in the cause of schizophrenia,
should be included. Many families believe that
their relative’s mental health problems have been
directly caused by drug misuse.

Psycho-education also provides the opportunity
to discuss treatment and support options not 
only for the mental health problems but also for 
the problems of substance misuse. The meetings
should provide an opportunity for the service 
user to talk about the reasons why they misuse 
substances. Often families are unaware that their
relative is self-medicating against the distressful
effects of psychotic experiences or the side effects of
medication. Practitioners must handle this sensit-
ively, ensuring that the service user does not feel
pressurised into talking about or defending their
substance misuse, and that the family listen care-
fully and are supportive. Practitioners can also
stress that the treatment approach to the substance
misuse is not necessarily one of total abstinence.
The role of the family in supporting their relative
and the treatment package can also be introduced
at this stage.

Problem solving

Following a number of sessions focusing on psycho-
education, family interventions move on to tackle
the specific issues that they have identified. Using a
specific problem-solving framework, the family is
helped to identify specific areas of their family life
that they would like to change. Practitioners guide
them through the problem solving steps (Kuipers 
et al., 2002):

l Specify in detail what the problem is
l Get everyone’s view on the problem, particu-

larly the service user’s
l Elicit possible solutions
l Look at the pros and cons of each possible 

solution
l Compromise and agree on a desirable solution
l Anticipate any obstacles
l Spell out exactly what is to be done, how, by

whom, where and when
l Assign the solution as a task that is to be 

completed before the next meeting

When working with families, where the service
user has substance misuse problems, it is often
these issues that are implicated in the problems that
the family wishes to look at. One family, includ-
ing the service user, identified the service user’s
difficulty in budgeting their benefits as causing
some hardship to the family and causing tension.
On gaining the specific detail of the problem, it 
was found that the service user spent most of his
benefit on buying drugs and this also had a negat-
ive effect on him, as he had no spare cash to buy
other things he needed, or to go out. Working
through the problem-solving framework, the ser-
vice user identified one possible solution: that of
giving his mother some of the money to save in a
building society account for him. When looking at
the pros and cons of this solution, both his mother
and a brother pointed out that there could be an
argument when he pressurised his mother into
withdrawing the money, when he was desperate to
go and buy drugs. This discussion, conducted in an
atmosphere that fostered support as well as chal-
lenge, allowed the service user to become aware of
the impact his behaviour was having on his family.
Later in the meeting family members suggested
that he should try to reduce his drug use, which 
he agreed to do. Between meetings, as part of an
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inter-sessional task, he spoke to his care coordin-
ator about possible strategies to do this. Other family
members also helped in his efforts to reduce his
drug misuse, by going out with him, something
that had not been done for a number of years.

Problem solving can be a difficult and lengthy
process; families can become disheartened when
change is slow and improvement is not obviously
apparent. Practitioners must foster optimism and
hope (Drake et al., 1993), highlighting even small
changes in the client’s attempt to control their 
substance misuse. Family interventions should
complement the service user’s care package and 
the family should be encouraged to support the
staged interventions model, particularly as part of
the problem solving process.

Family/carer support

Families may decline the offer of formal therapeutic
interventions for the reasons outlined above.
Support should still be offered, however, which
though it may be less structured and informal, 
can be provided by mental health practitioners.
This informal support should follow the prin-
ciples inherent in structured family work, and will 
comprise similar interventions such as psycho-
education and problem solving.

‘I felt initially that everybody didn’t want to
know. It was, oh that’s horrible – I don’t want
that to touch my life. Everybody, friends, it was
just a horror situation. You would go to one
agency. They would say, “No, I’m sorry this is a
psychiatric problem”; you would go to another
agency and they would say it was a drug prob-
lem and I’d just be shouting for help when he
was clearly very ill! Suddenly the dual diagnosis
team appeared and it was like . . . yes! Somebody
understands what I am saying here.’ (A.P.,
December 2004).

Johnson (1997) has stated that, traditionally, ser-
vice development in the UK is not structured to
meet the specific needs of the dual diagnosis client
group. The same could be said of the service’s abil-
ity to meet the needs of carers, judging by the above
quotation. The isolation that a carer can feel is illus-
trated by A.P.’s quote above. The carer interviewed
clearly states that she has a need for continued 

support which she eventually received from a prac-
titioner who was operating within an integrated
model. There are, however, a number of important
factors dictating the type of support offered.

Maintaining regular contact

‘I think having somebody that you can ring up
occasionally really helps. I did try one of these
drug helplines, but I found it absolutely hope-
less. You would get another mother like myself
on the other end who was manning the line and
you would just have another person’s problems
and stories. I’d think to myself, this is not what I
want to hear now. What I needed was for some-
body to be positive. Somebody to say, “right this
is what is happening”. Perhaps have some idea
of a plan that you can work to so that you feel
that you are not just wading through a quagmire
as well.’ (A.P., December 2004)

Contact should be provided regularly and consist-
ently and will often include brief interventions,
such as information giving, boundary setting 
and informal feedback. Informal support is not 
necessarily restricted to one-to-one or face-to-face
contact. Access to someone to speak to on the 
telephone can be beneficial, as can email, and may
provide vital support in times of crises. However,
as the quote above illustrates, the service provider
needs to be aware of the particular complex and
distressing problems that caring for an individual
with a dual diagnosis can pose. Mainstream drug
or mental health telephone support/helplines may
be able to offer appropriate help at times to carers of
dual diagnosis clients. However, it is the authors’
experience that in many cases the support offered
does not meet the specific needs of carers whose 
relative/friend experiences substance misuse and
severe mental health problems. The person or clini-
cian who provides support, therefore, needs to be
knowledgeable and empathic of the particular
problems dual diagnosis poses.

Mainstreaming

‘N.’s mental health care coordinator was a “fam-
ily man” and he would come and see us quite
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regularly. He would talk to us and since he was
an artist himself, he and N. had a connection. 
N. enjoyed talking to him about art and he took
him out to art exhibitions and got him more
interested in work. He also kept talking to him
about the effects of cannabis . . . He was fantastic,
really good.’ (E. & R.K., December 2004)

This quote reflects a central tenet of the Depart-
ment of Health MHPIG (2002). The Department of
Health have stated that mental health services
should have the responsibility of supporting clients
with dual diagnosis. They also maintain that integ-
rated care or ‘mainstreaming’ is important. This
means that a single person or team adapts both
mental health and substance misuse approaches to
meet the client’s needs. This approach demands
that the practitioner has a multitude of skills in both
mental health and substance misuse which they can
adapt to meet the needs of their clients. These skills
would also be invaluable when working informally
with carers and families.

Boundary setting

Families may find it difficult to identify and 
maintain strict boundaries in relation to substance
misusing behaviour. These may in turn have con-
comitant effects on any boundaries the family have
set in relation to behaviours associated with mental
health. The altruistic desire to prevent their relative
from getting into trouble, particularly criminal 
justice problems, can lead carers into breaching
their own personal boundaries in order to help
their relative. This help, whilst well meant, can lead
to the steady erosion of previous boundaries and
lead to confusion in the caring role. The practitioner
has a role to play in helping the family establish
boundaries to behaviours.

For example, it is not uncommon in the authors’
experience for a carer to help their relative to pro-
cure drugs, by giving them money or even taking
them to buy substances. This is often justified as a
way to prevent the client from coming into harm
from dealers, the criminal justice system or because
the carer feels that if the client were to withdraw
from drugs they may be at harm. However this
‘help’ is likely to reinforce the client’s lack of
responsibility in taking drugs. If, alternatively, the

carer refuses to accept any responsibility, or help
with acquiring drugs, this reinforces the client’s
responsibility and may eventually lead to positive
changes to their substance misuse. This process of
setting boundaries can be difficult for carers to
adhere to as it may result in the deterioration of the
client’s situation. However, it is important to recog-
nise with the carer that change in substance misuse
is often engendered by a need to change, often
caused by unpleasant experiences (for example
being arrested). An empathic, supportive approach
in helping the carer to explore these issues is most
likely to result in appropriate boundary setting.

Structure and flexibility

The importance of structured family interventions
has already been outlined in this chapter. However,
informal carers’ support does not necessarily need
to be isolated to one-to-one unplanned individual
sessions. Informal groups may also provide wel-
come release and sharing of ideas between peers
and families. By engaging carers in this way prac-
titioners may still leave the option of structured
family intervention open at a later date.

Conclusion

Families provide support to their relatives 24 hours
a day, often without a break; they are rarely given
guidance on how to deal with strange and or prob-
lematic behaviour. The complexities that substance
misuse combined with mental health problems 
can present to carers often further reinforce their
feelings of helplessness and isolation. Practitioners
need to be proactive in offering support and 
information.

‘You do feel actually very alone and you feel as
though you are battling with all of these prob-
lems, health, mental health and drugs. I feel that
it was extremely helpful to have somebody to
talk to’. (A.P., December 2004)

Some families/carers may benefit from a formal
structured intervention, whereas others require
more informal support. Whatever approach is
adopted, a collaborative, integrated approach,
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which is optimistic of positive change, needs to be
maintained over a long period.

The authors would like to extend their thanks to the
relatives who took part in the interviews, which
helped to structure and inform the content of this
chapter.
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23 Psychological Approaches in the
Treatment of Dual Diagnosis

K. Barry

Introduction

It has now been stated that the number of people
who suffer with enduring psychotic illness and
who misuse substances is increasing yearly and
much faster than the increases in the general popu-
lation (Williams & Farrell, 2004). It has also been
reported that as many as six out of ten people 
who misuse psychoactive substances suffer from a
mental illness; also, research suggests between 25
and 60% of people with mental illnesses also have
substance use disorders. The problem of substance
misuse is now in a central position in mental health
services and cannot continue to be the domain of 
a distant specialty (Appleby, 2000). It has been
observed that doctors and other health profes-
sionals are rather poor at taking substance misuse
histories in primary care, general hospital and 
mental health settings (Barnaby et al., 2003).

This chapter aims to give the reader an overview
of current thinking in relation to the treatment of
the dually diagnosed client from a social learning,
cognitive behavioural perspective. In this chapter
dual diagnosis is used to describe people who have
a mental disorder and who also have a problematic
substance use. This use does not need to be at a
dependence level and includes alcohol.

Integrated model

People with dual diagnosis have complex inter-
related needs at varying levels; therefore, assessment
and treatment should be integrated to address
mental disorder, substance use and in some cases
offending behaviour. People with dual diagnosis
also often have complex social needs, such as
unemployment, homelessness, violence and child-
hood trauma (Scottish Advisory Committees on
Drug Misuse and Alcohol Misuse, 2003). Integrated
treatment designed for those with dual diagnosis
must support an approach based on assertive 
community treatment, and specific services must
provide treatment for both disorders without cross
referral to other agencies (Abdulrahim, 2001).

We also need to be sensitive to client experiences
and streamline assessment procedures to avoid
patients repeatedly having to tell their story, and
give the same information to many different people.
Therefore, services should encourage joint assess-
ment and review information sharing procedures.
A holistic approach to care is needed for the 
complexity of the dually diagnosed patient.
Pharmacology and psychotherapeutic interven-
tions need to be delivered hand in hand. Recent
research has shown that clozapine was effective in
reducing alcohol and drug misuse in patients with
schizophrenia (Drake et al., 2000). The introduction
of the care programme approach (CPA) in mental
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health services in the UK should allow for an
improvement in integrated care for the dually 
diagnosed client.

Social learning theory

Although originally formulated by Rotter (1954),
social learning theory is generally associated with
the American psychologist Albert Bandura (Hollin,
1990). This may be considered an interactionist 
theory. That is, the person, environment and
behaviour all interact with each other to exert
influences in all directions. The theory includes
concepts derived from classical and operant con-
ditioning, but it moves beyond these to assign
importance to ‘person factors’, particularly cogni-
tions (McMurran, 1997).

Operant conditioning

This refers to behaviour that is controlled by its
consequences. Those that increase the frequency 
of the behaviour are termed reinforcers, and the
behaviour that was instrumental in producing
these consequences is said to be reinforced (Orford,
1985). For example, a person injecting cocaine
(behaviour) gets an initial rush (reinforcer), be-
cause the rush is pleasant (positive reinforcer) 
the person may inject cocaine again (behaviour
reinforced).

Intermittent reinforcement (non-receipt of rein-
forcer with each performance, but intermittently)
results in stronger associative conditioning, and is
therefore harder to extinguish. For example, some-
one who uses amphetamines (behaviour) receives
reinforcement for this behaviour (getting a rush),
and is likely to buy amphetamines in future. On
subsequent uses, they may not get the same rush;
however, at some point it is probable that use 
will receive reinforcement and the behaviour is
therefore intermittently reinforced; this is similar 
to playing a one-armed bandit. The gradient 
of reinforcement is a phenomenon that helps to
explain the paradox between the repeated use 
of substances that appear to produce harm or 
punishment in the long run. Behaviour may have
both rewarding and punishing consequences, but it
is the immediate consequences that are important

in shaping habitual behaviour (Orford, 1985). For
example, a cigarette smoker enjoys the proximal
consequences of relaxation that outweigh the distal
consequences of potentially developing certain
types of cancers.

Secondary reinforcers help us to explain why
certain people may take substances they do not
enjoy or that act as punishers. For example, a young
man on a stag night may drink whisky, which he
detests, but he does so for the secondary reinforcing
consequences of being part of the party where the
rest of his peers are drinking whisky. The action of
a drug as a primary positive reinforcer or a negative
reinforcer to escape or avoid unpleasant situations
could be responsible for the maintenance of drug-
using behaviour (Orford, 1985).

Classical conditioning

The principles of classical conditioning are based
on the work by Ivan Pavlov (1849–1936) and refer
to learning by association. Pavlov noted in his
experiments with dogs that they had learned to
associate the sound of food bowls with the presen-
tation of food, and would respond by salivating.
The importance of the conditioned response in the
addiction field is that specific stimuli, through
being so often paired with substance use, may
eventually elicit a desire to indulge in substance use
(McMurran, 1997). For example, a cannabis smoker
who regularly smokes whilst playing Mozart,
walks down the high street and passes a shop 
playing the ‘Magic Flute’. This serves as a cue, 
or discriminative stimulus, for cannabis smoking
behaviour. Cue exposure used in relapse preven-
tion is a technique where the therapist exposes the
client to the discriminative stimuli that trigger the
desire to indulge, but prevents the occurrence of
the behaviour by breaking the association between
the two (Table 23.1). These so-called cues can be
known as discriminative stimuli.

The traditional operant and classical theories are
reinforced by the environment; however, social
learning theory uses the concept of motivation.
Motivation can take three forms:

l External reinforcement
l Vicarious reinforcement
l Self reinforcement
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Table 23.1 Coping strategies used in cue-exposure therapy.

l Passive delay: the client waits out the craving; cravings
naturally dissipate over time.

l Imagining negative consequences of substance use:
personally relevant negative outcomes are used as a focus
to extinguish the cues (for example taking amphetamines
has resulted in admission to hospital).

l Imagining positive consequences of not taking substances:
personally relevant positive outcomes of not taking
drugs/alcohol are used as a focus to extinguish the cues 
(for example ‘I would have a better relationship with my
family if I stopped drinking so much’).

l The craving is imagined to be an object, such as a piece 
of paper, which can be screwed up and thrown away.

l Imagining engaging in incompatible activities: instead
of responding to craving by taking the drugs the client
imagines engaging in an incompatible activity, for example
going swimming.

l Mastery: the client employs mastery statements that 
they can initially use verbally in practice but that they
graduate on to using as a thought, for example ‘I can beat
this’ or ‘Jim stopped, so can I’.

Source: after Monti & O’Leary (1999).

External reinforcement is outlined in the section on
operant and classical conditioning. Vicarious rein-
forcement is outlined in social learning theory and
holds that behaviour can also be learned through
observing the behaviour of other people, and 
particularly the consequences of such behaviour.
Consequences that receive social reinforcement
rather than punishment are more likely to lead to
imitation by the observer. For example, a child may
observe the effect that alcohol has on its parent’s
consumption of wine in the evenings at home for
several years. The observed consequence of this
behaviour may be that the parents become giggly.
As a result of these observations, very few people
come to their first drug experience completely in-
experienced. This vicarious reinforcement may be
one of initiation into substance use, as the person
has developed certain expectations about a sub-
stance before actually using it.

Moral reasoning/self regulation

Bandura (1997a) also discusses moral reasoning,
which refers to changes in moral judgements by
changes in criteria for intentions. Moral judgements

involve a complex process of considering and
weighing various criteria in a given social situation.
Thus, moral judgements are expected to be much
more variable from time to time and from situation
to situation (Miller, 1989). Moral judgements may
be influenced by many factors: peers, long-range
consequences, expected punishment or reward,
past learned behaviour, or the environment as a
whole. For example, a teenager may use ampheta-
mines in the company of friends on a Friday night
but does not use them when sitting down to eat
Sunday dinner with grandparents.

Moral reasoning is one factor in a person’s self-
regulation, where people will commit themselves
to a particular goal and evaluate their performance in
relation to the goal. They will reward themselves
with self-satisfaction if they attain their standard,
but be dissatisfied and even punish themselves if
they fail to attain it (Bower & Hilgard, 1981). For
example, a heavy drinker may set a goal of abstin-
ence, but a stressful event leads them to take a drink
one day. They have failed at the goal of abstinence,
and therefore punish themselves by continued
drinking. The result is dissatisfaction with the self
and leads to the development of a belief that they
are useless for failing to maintain the goal. This
phenomenon relates to the work of Marlatt &
Gordon (1985) on the abstinence-violation effect.

Self-reinforcement

Self-reinforcement refers to a sense of pride,
achievement or meeting one’s own behavioural
standards, and motivates the individual to behave
similarly in the future (Hollin, 1990). For example, a
person may have experienced a hard day at work
and reward themselves with a large brandy. This
experience may be rewarded in the future with the
same behaviour.

Another important aspect of observational 
learning within social learning theory is that of
modelling. Modelling is of particular importance in
the initiation of drinking, and to a lesser extent,
drug-taking (Velleman, 1996).

Self-efficacy

Self-efficacy is the strength of a person’s belief in
their effectiveness and ability to control actions 
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in ways that create desired outcomes (Bandura,
1997b). A person’s self-efficacy beliefs can be
dependent on the following three factors:

l Magnitude: the perceived difficulty of the task
l Strength: the confidence of the performer in

their ability to perform the task
l Generality: whether or not success in a given

task is likely to generalise to success in other tasks

Expectations

Modern adaptations of learning theory place a
larger emphasis on cognitive factors, such as 
expectations, than was the case with earlier, more
behavioural learning theories (cited in Orford,
1985). Bandura (1997a) states that three factors
determine a person’s behaviour:

l The expectations the individual holds about the
outcomes of the behaviour

l The value that the individual places on those
outcomes

l The nature of the situation in which the person
is behaving

These three factors underpin the cognitive
behavioural view that man is an active and basic-
ally self-controlling organism, and that indivi-
duals process information and make decisions
about their lives and their behaviour on the basis of
that information (Velleman, 1996). For example,
patients have often said to the author that they 
use cannabis to manage auditory hallucinations
(expectancy), that they cannot function when suf-
fering from voices, that cannabis is the only thing
that helps (importance of outcome) and this usually
happens when they are alone (situation).

As can be seen, these expectancies can lead to the
maintenance of use and, perhaps in the case of the
dually diagnosed, problematic use. Social learning
theory is based on experimental evidence (Rassool,
1998). In this day of evidence based practices, utilis-
ing cognitive behavioural therapy from a social
learning perspective may help the clinician provide
proven methods of treatment.

Assessment

Assessment has been defined as a process designed

to reach a thorough understanding of a person’s
problems in the overall context of their life, with the
object of developing a treatment plan that stands
the best chance of being helpful (WHO, 2002). Assess-
ment is an integral part of treatment; right from the
outset the assessor can use motivational techniques
when assessing the dually diagnosed. Before we
progress any further, the point must be made that
whatever model of assessment or treatment the
clinician uses, it will fail if they do not build a thera-
peutic relationship with the client. Clinicians must
modify their assessments according to the client’s
mental stability. Assessment should be viewed as
an opportunity to engage the patient, thus enabling
a therapeutic relationship to be developed and to
assess and harness motivation to change.

Once an assessment has been completed, a for-
mulation of a hypothesis about the development
and maintenance of substance use and its relation-
ship with the patient’s mental illness disorder 
can be completed; this can be termed as a case 
conceptualisation.

Cognitive behavioural therapy

Social learning theory gave rise to the cognitive 
revolution and in the clinical field has led to the
development of many cognitive behavioural thera-
pies. Cognitive behavioural therapy (CBT) aims 
to modify maladaptive thoughts that contribute 
to inappropriate behaviour or emotional states.
Cognitive behavioural therapy for psychosis has
developed rapidly in the past 25 years. CBT is now
one of the best evidenced psychological treatments
for schizophrenia (NICE, 2002). CBT for psychosis
suggests that although psychosis may have an
underlying biological origin, the symptoms are
determined by environmental, cognitive, somatic
and behavioural factors, which can be modified.

In CBT the clinician and the patient work
together to reach an understanding of:

l The patient’s beliefs and underlying assump-
tions about themselves, others and the world

l How these affect the patient’s current behavi-
ours, feelings and daily functioning

l Goals to be identified
l Agreeing on a shared treatment plan

It is possible to integrate motivational and cogni-
tive behavioural treatment programmes for people
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Table 23.2 Five general principles of motivational
interviewing.

Express empathy:
l Acceptance
l Reflective listening
l Ambivalence is normal
Develop discrepancy:
l Amplification of any 

discrepancies, create 
cognitive dissonance 
between present behaviour 
and set goals of the individual

l Individual should present 
arguments for change

l Awareness of consequences 
is important

Avoid argumentation:
l Arguments can lead to 

reluctance to change
l Resistance is a signal to 

change strategies
l Labelling is unnecessary
Roll with resistance:
l Respect for the individual
l Perceptions can be shifted
l New perspectives are 

welcomed but not imposed
Support self-efficacy:
l Belief in the ability to change
l The individual is responsible for 

choosing and carrying out change
l A range of alternative approaches

Roadblocks

Ordering
Directing
Commanding
Giving advice
Lecturing
Labelling
Arguing
Probing
Judging
Shaming
Aggressiveness

Table 23.3 The pros and cons listed below are from patients
with dual diagnosis.

Pros of taking the substance

Euphoria, it feels good
Feels like I fit in and belong
Have fun with others
Worries go away
Makes me feel better
Gives me confidence

Pros of stopping substance

Healthier both physically 
and mentally
More money
Earn trust and respect of 
family and friends
No need for crime to get 
money for substances
Stay out of prison
Stay out of hospital
Find a partner who cares
Get a place to live
More prospects for 
employment

Cons of taking 
the substance

Lose family and friends
Become ill
No money
Voices and paranoia
Hospital
No job
No home
More fights
Lose respect of others

Cons of stopping
substance

Fun element gone
Have to find different
friends
Need to find different
places to go
Have to face up to
dealing with situations
and feelings without
taking substances
Finding something to
replace the substances

with a dual diagnosis (Table 23.2) Treatment 
programmes should match the individual’s needs, 
to help the client achieve their optimum level of
functioning. This can be on an individual level, or
in groups, or both. Another factor when deciding
upon treatment is whether treatment can be offered
in the community or whether the individual’s needs
warrant treatment within a hospital unit.

The use of motivational strategies, such as
weighing up the pros and cons of using substances
and the pros and cons of not using substances, can
be one method used by the clinician to help the
client look at the cost-to-benefit ratio of their drug
use. Once the client has recognised that there may
be more cost than benefit to their drug use, they
may become motivated to want to make some
change in relation to their substance use (see 

Table 23.3). The use of diaries can be useful, not
only as a means of self-reporting how much of a
substance or substances an individual is using
within a specified time, but they can also be used 
to identify substance related beliefs. In fact both 
of the above methods can be used in identifying
substance related beliefs.

Discussing a person’s substance use expectations
may help in challenging beliefs associated with the
relationship between their mental illness, symp-
tomatology and substance use, thus opening the
door for exploration of alternatives to using sub-
stances. Learning problem solving skills may be
one way in which the individual can increase their
self-efficacy. Problem solving will allow the person
to think through situations and plan steps to take 
in advance of a situation that has caused them
difficulties in the past. Table 23.4 is an example of
problem solving where the clinician has helped a
dually diagnosed client to:
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Table 23.4 An example of some guidelines for problem
solving.

(1) Identify the problem
l Be specific about the problem to address.
l What kind of problem is it?
l Who is involved?
l At what times is it a problem?
l Make sure that the problem you are addressing is not

made up of lots of different problems; if it is then
follow the process for each.

(2) Brainstorm all possible solutions to the problem
l Generate a list of solutions to the problem.
l Do not discard anything the patient may say even if it

is an outrageous solution to the problem.
(3) Evaluate the possibility of using each solution

l Evaluate all possible solutions, weighing up the pros
and cons for each.

l Reject those not suitable.
l Look at the ones that are left.
l Rank the solutions from least helpful to most helpful.

(4) Decide on which solution to use
l Take your first choice solution.

(5) Implement the chosen solution
l In very specific terms decide to implement the

chosen solution.
l Decide upon who is going to do what, where, when

and how?
(6) Review the success of the solution

l If successful, great.
l If not successful, go back to stage 4 and try again.
l In real life situations always have a back-up solution

in case your first choice does not work.

l Identify the problem
l Brainstorm all possible solutions to the problem
l Evaluate the possibility of using each solution
l Decide on which solution to use
l Implement the chosen solution
l Review the success of the solution

Relapse prevention

Relapse prevention for the dually diagnosed client
utilises a cognitive behavioural framework to help
the individual maintain the goal they may have
achieved in relation to changing their substance
use. The interventions used should allow the client
to explore high-risk situations that may lead to
relapse into problematic substance use. Identifying
triggers of mental illness relapse are also explored.
Including partners, carers or others who care for

and who are close to the dually diagnosed client in
the relapse prevention programme can strengthen
a relapse prevention plan. Family engagement 
in targeted treatment plays an important part in
helping people with dual disorders decrease sub-
stance use (Clark, 2001). Kavanagh (1992) stated
that stressful family relationships are connected
with high levels of relapse.

Within the framework the following subjects are
discussed and plans developed on how to manage
them:

l Education about substances and their effects
(especially on mental illness).

l The identification of high risk situations that
may lead to substance use or/and destabilisa-
tion of mental state.

l Becoming aware of the difference between a
lapse and a relapse and ways of learning from a
slip.

l How to recognise urges and cravings; under-
stand the difference between the two and
develop coping strategies to deal with them
(cue exposure).

l Look at and discuss what lifestyle changes may
help in the individual maintaining their desired
goal.

l Learning alternative coping strategies to sub-
stance use, for example distraction techniques,
relaxation techniques, anger management, 
anxiety management, problem solving, manag-
ing auditory hallucinations and other psychotic
symptomatology relevant to the individual.

l Identification of dysfunctional beliefs about
prescribed medication, illness and substance
use.

l Develop a lifestyle balance.
l Identification of people who can help and

where to go for help.

For more in-depth reading on relapse prevention
see Marlatt & Gordon (1985).

Conclusion

Nurses are at the coalface of patient care, and spend
more direct time with the patient than any other
clinical profession. This puts the nurse in a very
powerful position in being able to help patients who
have a mental illness and substance use problems,
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by utilising evidence based practices. It is hoped
that this chapter has allowed the reader to gain an
interest in integrated holistic approaches to care,
using both motivational and CBT. The chapter does
not set out to be a comprehensive piece of work 
on CBT. Instead, the author hopes that by giving
examples of techniques used, the nurse will become
motivated to explore integrated programmes of
care and CBT in more depth.

Social learning theory is one way that helps us to
understand how people may develop problematic
substance use. Whereas motivational interviewing
can help facilitate change in a person’s substance
use, CBT techniques can help to explore underlying
assumptions that a person might have about them-
selves, their mental illness and their substance use,
and substance use in relation to mental illness.

Relapse prevention incorporates cognitive beha-
vioural strategies, such as problem solving and cue
exposure to help the individual maintain their 
goal in relation to their substance use. Relapse 
prevention is also used to help the dually diagnosed
to remain mentally stable. By using an integrated
approach to care for the dually diagnosed patient,
the nurse can help the patient understand all
aspects of the complex interrelated factors that con-
tribute to their presenting problems. Finally, in this
day of evidence based practices, the nurse can now
access cognitive behavioural programmes or tech-
niques that have been proven to help those patients
that fall under the umbrella of dual diagnosis.
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24 A Person Centred Approach 
to Understanding and Helping
People with a Dual Diagnosis

R. Bryant-Jefferies

Introduction

This chapter will set out an overview of a person
centred (sometimes referred to as client centred
within therapeutic settings) perspective on dual
diagnosis and how persons with such experiences
and behaviours might be responded to from this
theoretical perspective. The language of coun-
selling and psychotherapy is used as this is the
author’s professional background; however, the
attitudinal values of the person centred approach
have application within all helping relationships.

The stance is taken that mental health problems
may have biological causation, a life experience
causation or a mixture of both. Human beings 
are complex and diverse products of nature and
nurture, having natural and unique potential.
However, mental disturbance can arise from a 
disturbance in nature or nurture, or both, equat-
ing with what are considered biological causes
(organic, genetic, physical trauma) or life exper-
ience causes (psychological, relational). The natural
and unique potential of the person may become
encouraged, thwarted or distorted by the quality 
or lack of positive relational experience that is
available, or the experience of problems within 
the brain chemistry and functioning that may
significantly impact on the person’s development
and experience of self. Either way, damaging fac-
tors (biological or relational) can leave the person

with a set of intimate experiences and behaviours
that may be difficult to manage, and also difficult
for other people to genuinely understand and
empathise with. Such experience and behaviour
can become diagnosed as mental illness. For the
purpose of this chapter, substance misuse refers to
the problematic use of drugs (prescribed or illicit)
alcohol and/or volatile substances.

What is dual diagnosis?

The term ‘dual diagnosis’, which is also known 
as ‘co-morbidity’, is used with regard to people
who are experiencing mental health and substance 
misuse problems concurrently. (For more elaborate
explanations of the concept of dual diagnosis see
Chapter 1.) It is important to highlight that dual
diagnosis is not in itself a diagnosis, rather it is a
recognition that an individual has a diagnosed
mental health condition and substance misusing
behaviours. It has to be recognised that each person
with a ‘dual diagnosis’ will need to be treated as an
individual, the causes and the resulting effects of
their condition being unique to them, with treat-
ment needing to be matched to their unique needs.

Whilst it is recognised that there will be certain
conditions of mind that will require chemical inter-
ventions because the condition is the result of
chemical imbalance or other biological abnormality,
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Figure 24.1 Severity of dual diagnosis.
Source: Department of Health (2002).

we should not allow this to blind us to the poss-
ibility that there are underlying environmental 
and experiential factors that have had a major con-
tribution to a person’s state of mind and emotion. 
I describe it thus because whilst emphasis is on
mental health it is important to keep visible the fact
that for many people their difficulties and psycho-
logical discomforts are strongly linked to problem-
atic emotional experiences. It is also important to
acknowledge that symptomatology might be better
seen as a kind of experiential flashing neon sign,
drawing attention to the fact that something is
wrong. If our treatment responses are simply con-
cerned with turning off the flashing light because it
is a problem to us, rather than seeking the under-
lying reason for which it is flashing, then we have a
system that goes no further than symptom manage-
ment. Whilst this may well have a part to play in
bringing a client symptom relief, it should not be
confused with actual treatment of the underlying
cause (Bryant-Jefferies, 2005).

The UK Department of Health’s Good Practice
Guide (2002) to dual diagnosis illustrates the scope
of co-existent psychiatric and substance misuse 
disorders by describing four main groups of indi-
viduals, based on the severity of problematic drug
misuse and the mental illness (Figure 24.1) taken
from Minkoff (2002).

However, whilst this provides a framework for
defining degrees of ‘dual diagnosis’ (although it

does not make specific reference to eating dis-
orders), what it does not do is provide a differenti-
ation between the biological and life experience
causation that can inform treatment choices. Each
quadrant might be usefully modified to include this
by adding a definition within each quadrant to dif-
ferentiate those whose dual diagnosis condition is
purely biologically/chemically caused, and those
for whom it has developed in response to life experi-
ences, as well as those for whom both are present as
causative factors. In the context of an increasing
emphasis on what are being termed ‘psychosocial
interventions’ in substance misuse treatment in the
UK (perhaps we should extend this to ‘psycho-
social therapeutic interventions) such differentiation
would be both timely and appropriate.

Figure 24.2 provides an example of such a 
mapping. However, it should be recognised that
biological and life experiences as causal routes for
dual diagnosis conditions are by no means mutu-
ally exclusive; there may be an overlap with both
present and both providing contributing factors.
Widening the diagnostic lens to embrace both
organic and life experience causal factors offers
opportunity for treatment to be as focused on 
addressing the emotional-psychological relational
components as it is on removing or managing
symptoms. The patient with a dual diagnosis wants
help to feel better as would the person with the 
broken leg. But with the person with the broken leg
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Figure 24.2 Biological and life-experience causation on the dual-diagnosis continuum.

we wouldn’t simply medicate to remove the dis-
comfort but offer treatment to heal the break. We 
can medicate to remove the discomfort of the dual
diagnosis client, medicate to redress chemical
imbalance and/or reduce the impact of organic
damage, but we must also offer relational therapy
to encourage the healing of the psychological
breaks that may be present behind the dual diag-
nosis symptomatology.

Person centred approach to personality
development

The person centred approach (PCA) is both a 
theory of personality development and a well
established theory of psychological/therapeutic
intervention. It was formulated by the psychologist
Carl Rogers during the middle part of the twentieth
century, and whilst his publications would be too
numerous to reference in full, key elements of his

developing theory can be found in Rogers (1951;
1957; 1959; 1961). Recently, Kirschenbaum (Carl
Rogers’ biographer) researched the number of
books, papers and journals being produced on 
the person centred approach and it is clear that 
the trend is towards more publications of the
approach. He concluded that the approach is 
experiencing ‘something of a revival, both in 
professional activity and academic respectability’
(Kirschenbaum, 2005). Perhaps this is indicative of
greater recognition of a more relational approach to
therapeutic practice. Joseph & Worsley (2005) have
recently brought together a number of internation-
ally renowned person centred writers and practi-
tioners to demonstrate how the PCA can be applied
to psychopathology, normally considered to be the
remit of psychiatric services, conveying the depth,
relevance and wide-ranging application of person
centred theory and practice.

PCA differs from other approaches and theories
in that fundamentally it is neither diagnostic nor an
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approach that seeks to treat and cure a specific 
disease, condition or dysfunctionality. Also, it is
founded on the therapeutic stance of the client as
expert and that if the right relational experience 
can be created for the client through therapy, then
their potential for self-healing, for seeking more
fulfilling and satisfying ways of being that match
their increasing authenticity within their own psy-
chological processes, will be released.

Rogers (1951)formulated the following proposi-
tional statements:

l Behaviour is caused, and the psychological
cause of behaviour is a certain perception or a
way of perceiving.

l The client is the only one who has the potential-
ity of knowing fully the dynamics of their per-
ceptions and their behaviour.

l In order for behaviour to change, a change 
in perception must be experienced. Intellectual
knowledge cannot substitute for this.

l The constructive forces that bring about altered
perception, reorganisation of self and relearn-
ing, reside primarily in the client and probably
cannot come from outside.

l Therapy is basically the experiencing of the
inadequacies in old ways of perceiving, the
experiencing of new and more accurate and
adequate perceptions, and the recognition of
significant relationships between perceptions.

l In a very meaningful and accurate sense, ther-
apy is diagnosis, and this diagnosis is a process
that goes on in the experience of the client,
rather than in the intellect of the clinician.

He suggested that individuals develop their
emotional and psychological structure of self and
what they create is influenced by the conditioning
effect of significant others. The person learns to
think of themselves in a certain way, or to formu-
late behaviours to match the needs of others and 
to seek approval. This is obviously a significant 
feature of childhood, but patterns established early
in life then become a feature of adulthood as well.
For some people, these ‘conditions of worth’ can 
be first established in adulthood when the person 
is subjected to particularly intense, traumatising
and undermining experiences. These ‘conditions of
worth’ lead the person to symbolise in awareness 
a particular belief about themselves, for instance
‘because no one shows me love, perhaps I am

unlovable’, and they may then instigate a lifestyle
to maintain and reinforce this self-belief. It could 
be that they have been subjected to abuse and, 
for some of them, this is normalised and sought
after, or, if occurring in early years, the person may
develop dissociative states (Warner, 2000) that then
encourage behaviours to enable that distinct sense
of self within the structure of self to be maintained.
Or they may have experienced a lack of empathy or
‘empathic failure’ in childhood, leaving them with
the propensity for what has been termed ‘fragile
process’ (Warner, 2000) where the person finds it
difficult to contain emotions and is in extreme need
to be empathically heard and understood.

These states or ways of processing experience,
with the resulting behaviours that may follow, 
can be particularly significant for our understand-
ing of people with what is often referred to as 
‘personality disorder’. In reality, the personality is
not so much disordered, rather it is ordered but
around a particularly intense and damaging set of
relational experiences. Yes, there may be a chemical
or biological explanation for a particular mental
state, but it is not necessarily the whole picture;
other experiential factors may need recognition,
some of which if focused in dissociative states may
be barely, if at all, present in the awareness of the
client.

At the core of person centred theory is the notion
that there exists what Rogers termed ‘the actualis-
ing tendency’. This is a tendency within the person
towards achieving a way of being that is optimally
satisfying to them, in line with the structure of self
that has been created, which is itself a complex
result of genetic inheritance and reaction to life
experience. The ‘therapist trusts the actualising 
tendency of the client and truly believes that the
client who experiences the freedom of a fostering
psychological climate will resolve his or her own
problems’ (Bozarth, 1998). This is fundamental to
the application of the person centred approach.
Rogers (1986) wrote:

‘The person-centred approach is built on a 
basic trust in the person . . . [It] depends on the
actualising tendency present in every living
organism – the tendency to grow, to develop, to
realize its full potential. This way of being trusts
the constructive directional flow of the human
being towards a more complex and complete
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development. It is this directional flow that we
aim to release.’

Where there are distortions within the person’s
developing self-concept then the actualising ten-
dency will still operate to seek to achieve what is
most satisfying; however, the direction taken will
then be strongly conditioned by the person’s image
of self. So, a person who has felt abandoned and
bereft of emotional warmth, and who has an intro-
jected belief that this is what they can expect, and 
is a key aspect of who they are, may not only seek
an isolated lifestyle, but may also have developed
little capacity to both feel warmth when it is shown,
and also difficulty in expressing it. Having estab-
lished a structure of self and a way of being that is
rooted in a negative set of relational experiences,
the person centred approach argues that it can take
a relational therapeutic encounter to unravel the
damage and help the person to free themselves
from views that they have about themselves and
relationships and the associated behaviours that
have developed.

Where the developed concept of self or self-
concept contains extremely painful elements the
person can find themselves presenting to the out-
side world with behaviours and attitudes that,
when assessed through the lens of mental illness,
become assigned mental health diagnoses and
treatments.

Setting aside those whose dual diagnosis is
driven purely by organic factors requiring 
chemical/organic intervention (and research is
needed to be clear just how many people this refers
to) we then have a group who have been exposed 
to significantly problematic relational/emotional
experiences in their lives, and often in childhood.
For many within this group, mental discomfort will
have preceded substance use, with their early use
of substances bringing a sense of relief, of normal-
ity, of good feeling and perhaps even of well-being
for some. These are profound and powerful experi-
ences and, we might say, an effect of the person
seeking that most satisfying experience of them-
selves that they can achieve. From this perspective,
substance use can be seen as an attempt by the per-
son to create a positive and satisfying experience 
of self. With many adult psychological difficulties
and substance misusing behaviours developing out
of problematic, conditional or abusive relational

experiences (centred in childhood or later in life)
the individual can remain driven to perpetually
maintain a distorted perception of themselves and
of their potential as a person. They will need to
maintain and indeed protect their sense of identity
as it has developed, whether it is a feeling of worth-
lessness, a normalising of anxiety states or depress-
ive moods, coping with dissociated awareness, or
coming to terms with a sense of self that is funda-
mentally fragmented by intensely damaging and
painful experiences. The individual is emotionally
and psychologically driven into thinking, feeling
and acting in ways that enable them to maintain
their self-beliefs and meanings, the condition of
their structure of self. This is then lived out, pos-
sibly throughout life, with the person seeking to 
satisfy what they have come to believe about 
themselves.

A child exposed to difficult relational experi-
ences in, for instance, school settings in the form of
bullying and racial harassment, or at home where
there is direct or indirect exposure to abuse, is likely
to experience a profound sense of feeling flooded
by intense feelings that undermine their sense of
self, or force them to create one based on however
they symbolise in their awareness what is occur-
ring and what it means for and to them. Where their
experience is that there is no one to turn to in order
to stop it, then the negative internalising and sym-
bolising process is deepened, with the effects tak-
ing deeper root in the child’s developing structure
of self. The impact of this can be lasting and can
generate effects that can arguably be a basis for
developing the kind of symptomatologies that 
are commonly associated with mental health dia-
gnoses. This can occur to the point that in adulthood
much work is required in order to recover it.

Some use substances, as mentioned before, to
alleviate distressing mental symptoms. Others find
that their early use seems to trigger symptoms of
mental illness. Taking young people as an example,
substance use and misuse is a growing phenom-
enon in many parts of the world. For some 
there can be a sense of alleviation from mental 
distress or disturbance; for others it can initially
bring relief, but with this may then come added
complications and more intense or wider-ranging
problems and complex sets of symptoms. Then
there are others whose first episode of psychosis,
for instance, may be linked to skunk cannabis use,
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which, when stopped, enables the person’s full
mental health to be restored. Prolonged use, how-
ever, may leave the person more vulnerable to seri-
ous and enduring neurological damage. This is an
area that demands more research.

For some people, their choice to use substances
may be linked to other life experience factors,
which, without the drugs, and whether or not there
is organic impairment to brain function, will also
need to be resolved therapeutically. Where the
cause is linked to poor or abusive relational experi-
ences then a relationship based therapy, such as 
the person centred approach, would be highly
beneficial to help the person restore or recreate a
fresh sense of self. This fresh sense of self would
then develop through the new relational experi-
ence of themselves as they feel warmly accepted
and empathically understood by a therapist who 
is authentically present with them, key elements 
in person centred therapy as we shall now see.

Person centred approach to therapy

Rogers proposed that certain conditions, when 
present within a therapeutic relationship, would
enable the client to develop towards what he
termed ‘fuller functionality’. Over a number of
years he refined these ideas, which he defined as
‘the necessary and sufficient conditions for con-
structive personality change’. These Rogers (1957)
described as:

(1) Two persons are in psychological contact.
(2) The first, who we shall term the client, is in 

a state of incongruence, being vulnerable or
anxious.

(3) The second person, who we shall term the 
therapist, is congruent or integrated in the 
relationship.

(4) The therapist experiences unconditional posi-
tive regard for the client.

(5) The therapist experiences an empathic under-
standing of the client’s internal frame of refer-
ence and endeavours to communicate this
experience to the client.

(6) The communication to the client of the ther-
apist’s empathic understanding and uncondi-
tional positive regard is to a minimal degree
achieved.

There is much to reflect on when considering 
a definition of ‘contact’ or ‘psychological contact’.
Rogers defined contact in the following terms:
‘Two persons are in psychological contact, or have
the minimum essential relationship when each
makes a perceived or subceived difference in the
experiential field of the other’ (Rogers, 1959). This 
is important when we consider dual diagnosis, for
there will be clients with whom the therapist 
may feel they have little or no contact. But is it for
the therapist to judge this? Clients may be being
positively affected even though they are unable 
to indicate that this is occurring. Also, within the
discipline of the person centred approach, the use
of ‘pre-therapy’ has developed, which will be dis-
cussed later in this chapter, but which is concerned
with establishing psychological contact where it
seems there is minimal, if any, impact being made
on the awareness of the client by the presence of,
and communication from, the therapist.

Rogers (1980) defined empathy as meaning:

‘Entering the private perceptual world of the
other . . . being sensitive, moment by moment, to
the changing felt meanings which flow in this
other person . . . It means sensing meanings of
which he or she is scarcely aware, but not trying
to uncover totally unconscious feelings’.

It is a very delicate process, providing a foundation
block to effective working. The person centred
practitioner’s role is primarily to establish empathic
rapport and communicate empathic understanding
to the client. And this may be particularly import-
ant and highly relevant for clients with a dual 
diagnosis.

Within this relationship the counsellor seeks 
to maintain an attitude of unconditional positive
regard towards the client and all that they disclose.
This is not ‘agreeing with’, it is a warm acceptance
of the client’s way of being and perceiving. Rogers
wrote that, ‘when the therapist is experiencing a
positive, acceptant attitude towards whatever the
client is at that moment, therapeutic movement or
change is more likely to occur’ (1980).

Concerning congruence Rogers wrote ‘genuine-
ness, realness or congruence . . . this means that the
therapist is openly being the feelings and attitudes
that are flowing within at the moment . . . the term
transparent catches the flavour of this condition’
(Rogers, 1980). Elsewhere, Mearns & Thorne write
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that ‘congruence is the state of being of the coun-
sellor when her outward responses to her client
consistently match the inner feelings and sensations
which she has in relation to her client’ (Mearns &
Thorne, 1999). Any congruent expression by the
counsellor of their feelings, thoughts or reactions:

‘Has to emerge through the process of being in
therapeutic relationship with the client. It is a
disciplined response and not an open door to
endless self-disclosure. Congruent expression is
perhaps most appropriate and therapeutically
valuable where it is informed by the existence of
an empathic understanding of the client’s inner
world, and is offered in a climate of a genuine
warm acceptance towards the client’.

(Bryant-Jefferies, 2005)

It is interesting to note that in their recent paper,
The Effectiveness of Psychological Therapies on Drug
Misusing Clients, Wanigaratne et al. (2005) identify
the ‘following therapist factors which appear to
contribute to good outcomes for clients. An effect-
ive therapist will:

l Be empathic and authoritative (Truax &
Carkhoff, 1967).

l Be willing to participate in supervision
(Luborsky et al., 1985).

l Take a non-blaming, non-judgemental stance
(Stanton & Shadish, 1997).

l Use motivational dialogue (Raistrick & Tober,
2004).

l Be a good listener.
l Be in good psychological health.
l Develop a helping alliance: a collaborative rela-

tionship between client and therapist.’

Apart from the reference to being authoritative
(the PCA requires the practitioner to be authent-
ically rather than authoritatively present) and the
use of motivational dialogue (the person centred
practitioner trusts the constructive flow and
prompting of the actualising tendency to give the
client direction), the other factors are key features
of the PCA. However, it must be stressed that one
of the core features of person centred therapy is 
that of the practitioner’s non-directiveness and
trust in the constructive influence of the therapeutic 
conditions; that when they are provided by the
counsellor, and are experienced by the client, 

then constructive personality change is the likely 
outcome.

Case example

Mike is 36.

‘I was taken into care when I was five, having
been subjected to neglect and abuse from my
parents. Got bullied at school and abused again
whilst in care. Finally, got away when I was 14.
Hated it, hated them, and hated myself. Tried to
forget. Lived on the streets, drank, used drugs,
anything, try to feel better, different, you know?
The drugs made me forget sometimes, but made
me feel bad too, worthless, hopeless, total failure.
And I could hear their voices.’

Mike is unable to keep regular appointments and
reacts badly to structure or to anyone who tries to
control him or who he doesn’t perceive as under-
standing him. His mood swings violently under the
influence of substances. He has been diagnosed as
having a personality disorder. He hates this, and
part of him feels that it sums up who he is, a failed
human being.

Person centred response

By offering empathy over the long term, and 
consistent warm acceptance whilst being utterly
honest, and through flexibility in contact, which the
client decided on, the person centred practitioner
would offer an opportunity for Mike to experience
himself as a valued human being. His self-concept
contains powerful negative self-beliefs about him-
self and his expectation of how others will relate to
him. At some deep level there may well be a human
being craving for love, but it could be very childlike
and this quiet but desperate voice may not emerge
into awareness. The person centred practitioner
will need to be very sensitive to this.

Mike is likely to push boundaries. There will be a
need for flexibility to get alongside him. The person
centred practitioner has to get alongside the client;
they cannot expect the client to get alongside them.

Medication may suppress feelings, may manage
symptoms and behaviours, but the disturbed and
damaged personality will remain. For genuine
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healing to occur, Mike has to experience, at a 
very human level, the humanity of another human
being. He will feel challenged by being offered
unconditional positive regard. It will go against his
concept of self as a worthless failure; it will threaten
his accepted sense of self. There can be no quick fix
to long-term damage from problematic relational
experiences. Time will be required, and patience.
Mike will need not simply to think differently
about himself and the world around him, but to feel
differently too. He will need a genuine, contrasting
relational experience for this to develop and to have
a chance of becoming a sustainable feature of a
changing self-concept.

Pre-therapy

The development of what is termed ‘pre-therapy’
(Prouty, 2002; Prouty et al., 2002) has provided a
major theoretical development to the practice of
working with clients for whom the nature, depth 
or even existence of psychological contact is under
question. Within Rogers’ system, psychological
contact is the first necessary and sufficient condi-
tion for constructive personality change (Rogers,
1957). Prouty defines pre-therapy as:

‘The development or restoration of the functions
necessary for a therapeutic relationship and
experiencing. Pre-Therapy, described in general
terms, develops the necessary psychological capacit-
ies for psychotherapy. It assists those clients who
are impaired in the psychological functions for
treatment to occur’.

(Prouty, 2002)

Prouty describes a series of contact functions,
which he indicates as representing an expansion 
of Perls’ concept of ‘contact and ego function’, these
contact functions being ‘conceived as awareness
functions and described as reality, affective and
communicative contact’ and it is ‘the development
or restoration of the contact functions’ that is ‘the
necessary pre-condition for psychotherapy’. It is
the development or restoration of the contact func-
tions that is the theoretical goal of pre-therapy
(Prouty, 2002), and at the core of this process lies
the notion of ‘contact reflections’. These have ‘the
theoretical function of developing psychological
contact between therapist and client when the

client is incapable of reality, affective or com-
municative contact. They are applied when there is
not sufficient contact to implement psychotherapy’
(Prouty, 2002). There are five ‘contact reflections’
(Karon & Vanderbos, 1981): ‘situational reflections,
facial reflections, word-for-word reflections, body
reflections and reiterative reflections.’

In the pre-therapy model, a distinction is drawn
between ‘empathy’ and ‘empathic contact’. In a 
situation in which ‘the therapist does not know the
client’s inner frame of reference’, then ‘the empathy
is for the client’s effort at developing coherent 
experience and expression, perhaps a form of con-
solidating the self-formative tendency during these
primitive phases of therapy’. Prouty goes on to sug-
gest a second level of empathy, which he defines as
being for ‘the concrete particularity of behavioural
expression’, in other words, ‘not focussed on the
generalized “essence” of meaning, but on the literal
expressive behaviour’. The third level of empathy
concerns, he suggests, ‘the increase in psychotic
expression as a function of pre-therapy’. It is worth
quoting verbatim what he has to say regarding this
as it is clearly a view that many mental health pro-
fessionals would find challenging:

‘The client needs to get worse before she can 
get better. The therapist needs to be empathic 
to an increase in delusional and hallucinatory
expression, as well as to an increase in bizarre
communication (strange body language, postures,
language disturbance, etc.). This means being
empathic to the lived experience of the psychosis
itself. This is, of course, the opposite of beha-
vioural and chemical management.’

(Prouty, 2002)

A Person centred view of mental illness,
diagnosis and substance use

The person centred perspective may be deemed
quite radical in its attitude towards the validity and
helpfulness of diagnosis as it is an approach that
seeks to help the person rather than treat a specific
condition. Bozarth (2002) refers to his own studies
of particular diagnostic concepts, which he con-
tends do not evidence the clustering of symptoms
in a meaningful way (Bozarth, 1998) and to those 
of others in relation to schizophrenia (Slade &
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Cooper, 1979; Bentall, 1990), depression (Wiener,
1989; Hallett, 1990), agoraphobia (Hallam, 1983),
borderline personality disorder (Kutchins & Kirk,
1997) and panic disorder (Hallam, 1989).

The PCA also recognises the negative impact of
stigma inducing labels, of how they can dehuman-
ise a person and reduce them to a diagnosis, with
the attendant fear that once ‘diagnosed’, they will
carry that diagnosis for life. In this respect, the 
genuine experiencing and offering of unconditional
positive regard to the client, and the experience of
its presence for them by the client, is an important
feature of the PCA and a major contributing factor
to the client developing ‘unconditional positive
self-regard’. Rogers argued that psychological
diagnosis could place the client’s locus of value
firmly outside themselves and definitely within the
diagnosing ‘expert’, leaving the client at risk of
developing tendencies of dependence and expecta-
tion that the ‘expert’ will have the responsibility of
improving the client’s situation (Roger, 1951).
Vincent argues that ‘therapist diagnosis, evaluation
and prognosis clearly do not respect the inner
resources of clients and their potential and capacity
for self-direction, as there is an obvious implication
that actually the therapist, not the client, knows
best’ (2005). Returning to Rogers (1946):

‘If we can provide understanding of the way the
client seems to himself at this moment, he can 
do the rest. The therapist must lay aside his pre-
occupation with diagnosis and his diagnostic
shrewdness, must discard his tendency to make
professional evaluations, must cease his endeav-
ours to formulate an accurate prognosis, must
give up the temptation subtly to guide the indi-
vidual, and must concentrate on one purpose
only; that of providing deep understanding and
acceptance of his attitudes consciously held at
this moment by the client as he explores step by
step into the dangerous areas which he has been
denying to consciousness.’

Also to be recognised as radical is the non-
directive nature of the person centred approach. 
A person centred assessment process is a direct
challenge to the usual medical assessment where
specific questions are asked to elicit specific informa-
tion in order for a diagnosis to be made. The person
centred counsellor will learn about their client as
the client chooses to disclose, encouraging the

client’s autonomy within the relationship. The
client will be assessing their situation and what
they experience their needs as being. Assessment is
an internal process for the client as they assess
themselves, the therapist, their experience, what
they feel they need and what they feel is unhelpful.
We often read or hear of people talking of being
‘patient centred’ or ‘client centred’, but what this
can refer to is a directive process in which the prac-
titioner listens to the client, but forms their own
diagnosis and then works with the client to get
them to agree to a treatment plan essentially formu-
lated by the diagnostician.

Sommerbeck (2003) contends that whilst ‘psychi-
atric diagnosis is of no issue in client centred theory
and therapy’, the client centred therapist working
in a psychiatric setting should not be ignorant
about the diagnoses that are employed by others
within that particular health care setting, or regard
such diagnoses as unnecessary. ‘In the medical
model setting of a psychiatric hospital, for example,
it is necessary for the client centred therapist to
acknowledge the necessity of psychiatric diag-
nostics for other professionals and to know 
about the main psychiatric diagnoses.’ She con-
tinues by stressing that ‘the conditions necessary
and sufficient for facilitation of the client’s most
constructive potentials are trusted to be the same 
for everybody, irrespective of diagnosis’. There 
are going to be diagnoses that are specific and 
measurable conditions: biological, genetic, physical
trauma damage. Within a medical model setting
the diagnostic language facilitates communication,
though it might not necessarily facilitate under-
standing. It is important for the therapist to be 
able to be part of and to understand discussions
with colleagues as part of the multidisciplinary
process. For the person centred therapist, their 
language will be more in terms of the causal life
experiences, and how these relate to symptomatic
effects.

Stevens, in Rogers & Stevens (1973), quotes from
a letter by Gendlin who brings the human and the
relational elements alive to our interpretation 
of the way of being that may be diagnosed as
schizophrenic:

‘I believe that schizophrenia is the absence of (or
greater narrowing of) that felt experiential inter-
action process which we are as people and which
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we feel as our concrete selves. When an indi-
vidual is stuck in a hurtful relationship situation
so that he can neither leave it nor feel and 
relate himself sufficiently to it, then he becomes
deadened and empty inside, reports that he is “not
himself.” The ongoing feeling process on which we
all rely inside becomes muddy, swampy, unreli-
able, or stopped, and feeling contents become
stuck, frozen, unowned, seemingly alien, static
places, rather than fluidly functioning feeling . . .

This definition of schizophrenia as an absence
of a certain type of felt interaction (an absence
rather than an illness or a content) has important
consequences. It seems that we think of our-
selves not so much as working with something ill
in the person, but rather as providing the neces-
sary personal relationship in the context of which
someone can again come alive as a person.’

This is a challenging and yet optimistic perspect-
ive, and fully in line with the person centred view
of the person as a process of being tending towards
fullness, wholeness and complexity, a tendency
that can lean towards fullest functionality within
the context of the relational experience that con-
tains the core conditions of empathy, congruence
and unconditional positive regard. The healing
process that occurs through the constructive rela-
tional experience enables the ‘damaged’ individual
to self-heal, to fill the gaps, the emptiness, the lone-
liness that can lie at the heart of some forms of 
mental disturbance. It is, then, not so much a case 
of there being a specific ‘illness’ to treat, but rather
the need for a relational experience to encourage
greater wholeness.

Interestingly, Mearns & Thorne express the 
opinion that ‘congruence as a therapeutic condition
becomes more critical with psychotic clients’, a
view that they emphasise as being supported 
by the study of person centred therapy with
schizophrenic clients. They draw from Rogers
(Rogers et al., 1967) in pointing out that:

‘Those patients who perceived a high degree of
congruence in their therapist were independ-
ently rated as showing the greatest degree of
change. Furthermore, those patients who were in
relationships where the therapist exhibited low
congruence showed no change or even regressive
change’.

(Mearns & Thorne, 1999)

Elsewhere, I have argued that the therapeutic
condition that is most effective for a given client
will be that which is the opposite to the deficiency
that caused the damage to the client (Bryant-
Jefferies, 2005). The implications of this are, in my
view, far reaching and highly significant for thera-
peutic responses to people with a dual diagnosis. 
It would mean that:

‘The psychotic client who has developed high
levels of incongruence will be most positively
affected by the congruent therapist; the client
who was adversely affected by a lack of warmth
and prizing will require a therapist able to offer
high levels of unconditional positive regard; the
client who was not listened to or heard during
their early development will need high levels 
of accurate empathic understanding within 
their therapeutic experience; and the client who
withdraws into their own reality and away from
external contact will need a therapist who can
work effectively within a relational experience of
minimal psychological contact by staying close
to the client without threatening to invade their
psychological world.’

(Bryant-Jefferies, 2005)

When working with clients who are evidencing
‘psychotic’ symptoms (withdrawal into a reality
that seems alien to the socially accepted ‘norm’), 
or who have a ‘personality disorder’ (where the
personality characteristics, we might say the struc-
ture of self, has developed in such a way due to, for
instance, often traumatic and undermining experi-
ences, that the person’s ability to function without
constant distress or as a social being is greatly
impaired), the counsellor can be greatly challenged.
It can be an intensely demanding, frustrating and
disorientating experience. With regard to working
with the psychotic client, Lambers (1994a) writes of
the challenge to the ‘counsellor’s ability to create
the therapeutic conditions’ and of the ‘fundamental
challenge to the therapist’s understanding and
expression of the conditions’ (1994b). She writes of
how, ‘at the core of the self-concept of the client
with personality disorder’, there is ‘a profound
sense of worthlessness. A central issue in the 
counselling relationship is acceptance. The coun-
sellor is likely to experience challenge of her 
ability to offer acceptance; the client will be chal-
lenged in his ability to experience being accepted’.
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1 This passage is taken from the abridged version that appears
in Rogers, C.R. & Stevens, B. (1973) Person to Person: The Problem of
Being Human. Souvenir Press, London; the full paper having
appeared in Psychotherapy of the Psychoses, edited by A. Burton,
Basic Books Inc., 1961.

Schlien’s (1961) paper A Client Centered Approach to
Schizophrenia: First Approximation1 captures some-
thing extremely valuable when thinking about
‘psychosis’ and ‘paranoia’:

‘That which we call “psychosis” is not a disease.
It is a learned behaviour, exaggerated to a point
of no return, i.e., where control is lost and the
exaggerated behaviour “takes on a life of its
own” temporarily. Because this exaggeration is
so overwhelming, so much beyond our ordinary
capacity to assimilate, it appears to us that we 
are no longer dealing with, for instance, ordin-
ary suspicion, but something quite different – 
“paranoia”. Then it appears that psychosis is not
of the same order, not on the same continuum, 
as “normal” or “neurotic” behaviour. But as 
psychotic behaviour becomes more common it is
seen as a form of maladjustment similar in kind
to lesser degrees of maladjustment, though so
much greater in quantity that it seems different
in quality too.’

He then continues to describe metaphorically how
‘in one sense . . . it is different’:

‘A boulder balanced on the edge of a precipice
can be pressed ounce by measured ounce
towards rolling off. Each ounce is just like the
last, but when the quantity of pressure totals 
to the “breaking point”, the quality of the con-
sequences changes radically. No longer will the
relief or counter-pressure of one ounce recover
the balance. Even if the boulder is not smashed in
the fall, an enormous effort is required to restore
it to its original position. It is because of this
effort (which so few can make, and so many
need) that it is necessary to prevent the “psycho-
tic situation” in life. The “psychotic situation” is
a precondition to the psychotic state, which may
or may not follow.’

Of course, the mental and emotional state of the
client combined with substance use adds to the
complexity of the condition and the nature of treat-
ment responses. The client will need to be helped to
understand their condition, what is happening for
them and feel part of the collaborative decision

making process insofar as what treatment
responses will be most helpful. For many dual
diagnosis clients, their substance use has been their
solution and they may be reluctant to give it up.
The symptoms that it alleviates may sometimes 
be memories of past experiences that invade their
awareness. For others, the substance misuse may
trigger a release into awareness of memories and
feelings that had previously been denied to aware-
ness. Experiences that are not consistent with a 
person’s self-concept may be denied in this way,
particularly painful and distressing ones. Their
release back into awareness can be not only psy-
chologically distressing but also, in extreme cases,
increase the risk of a psychotic breakdown.

Rogers wrote of the process of psychological
breakdown and disorganisation. He expressed 
four stages to this process, the first two stages of
which ‘may be illustrated by anxiety producing
experiences in therapy, or by acute psychotic
breakdowns’.

(1) If the individual has a large or significant
degree of incongruence between self and experi-
ence and if a significant experience demon-
strating this incongruence occurs suddenly, or
with a high degree of obviousness, then the
organism’s process of defense is unable to oper-
ate successfully.

(2) As a result anxiety is experienced, as the incon-
gruence is subceived. The degree of anxiety is
dependent upon the extent of the self-structure
which is threatened.

(Rogers, 1959)

As a result of this process, Rogers then went on to
describe the effect this has on the individual’s self-
structure and subsequent behaviour. He writes:

(3) The process of defence being unsuccessful, the
experience is accurately symbolised in awareness,
and the gestalt of the self-structure is broken by
this experience of the incongruence in awareness.
A state of disorganisation results.

(4) In such a state of disorganisation the organism
behaves at times in ways which are openly
consistent with experiences which have hith-
erto been distorted or denied to awareness. At
other times the self may temporarily regain
regnancy, and the organism may behave in
ways consistent with it. Thus, in such a state 
of disorganisation, the tension between the
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concept of self (with its included distorted 
perceptions) and the experiences which are
not accurately symbolised or included in 
the concept of self, is expressed in a confused
regnancy, first one and then the other sup-
plying the “feedback” by which the organism
regulates behaviour.

(Rogers, 1959)

It then becomes an interesting question to consider
the impact a mood altering substance might have
on this process and which substances (illicit or 
prescribed) will have the tendency to open up an
individual’s awareness to the incongruence within
their self-structure, rooted in those experiences 
that have been denied to awareness, and which
substances will in some way enhance the internal
defences. Could it be that, for some people, the use
of cannabis, particularly skunk cannabis, weakens
the defences and causes incongruence to break into
awareness, thereby precipitating a psychotic event?
Does the disinhibiting effect of alcohol have a 
similar effect, or could its depressive effect drop 
the person into depths of despair already present
within their inner world though outside their 
normal awareness?

Interestingly, Rogers cited sodium pentathol
therapy, under the influence of which the client
could reveal experiences that he had previously
denied to himself, but which were clearly linked 
to ‘incomprehensible elements in his behavior’.
Faced with this material in his normal state of
mind, the individual could no longer deny the
authenticity of what had come into awareness and
his ‘defensive processes could not deny or distort
the experience, and hence the self-structure was
broken, and a psychotic break occurred’ (Rogers,
1959). Given the amount of drug use in society
today, and the numbers of young people present-
ing with forms of mental disturbance, there is scope
here for serious research. Perhaps those whose
structure of self is riddled with incongruence
rooted in early life experience and who use sub-
stances may be more at risk of experiencing symp-
toms associated with mental illness. Certainly, 
the fact that some people use cannabis without
experiencing a problematic mental health reaction,
whilst others do experience psychotic effects (and
similarly with other substances) demands further
investigation in terms of the formative relational
experiencing of the individuals concerned.

Conclusion

The person centred approach offers a relational the-
ory for the development of mental disturbance and
symptomatology, together with a therapeutic sys-
tem for responding to the whole person so affected.
The use of substances to alleviate mental distress by
clients can bring relief, but it can also complicate
the condition and, in some instances, rather than
suppress experiences it may actually disinhibit the
person in such a way that awareness can become
flooded by material that has been denied to aware-
ness and that can actually threaten the person’s
structure of self. The approach emphasises the need
for a therapeutic relational response so that the per-
son can be offered the opportunity to feel under-
stood and understandable, to feel that as a person
they can be and are warmly accepted and may
begin to feel warmly accepting of themselves, and
that they can be treated respectfully and with gen-
uine authenticity, with the likelihood that greater
authenticity may become possible within the client.
Results or outcomes may be very subjective, not
necessarily outwardly measurable and yet highly
significant for the client in terms of their internal
relationship with themselves, and with their symp-
toms, should they persist.

None of this is to suggest that working with
clients who have experiences, perceptions and
behaviours that come within the medical definition
of dual diagnosis is easy. The need for patience is
vital. Often these are the most complex individuals,
badly damaged by life experience and whose sub-
stance use or misuse has been their best attempt to
cope, alleviate symptoms or make the best of their
lives. They deserve and require society’s compas-
sion and the very best that therapy and other forms
of treatment can offer.
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25 Motivational Interviewing

P.G. Mason

Introduction

As nurses we can do much to assist our clients who
have coexisting mental health and substance use
disorders. However, for us to help we usually need
the clients to take some action on their own behalf
or at least to cooperate with our efforts. One of the
big frustrations is the client who will not do so; who
repeatedly fails to keep appointments, does not
attend support services, takes medication only 
sporadically or even refuses to acknowledge that
there is a problem to be addressed in the first place.
These people are sometimes considered to be
‘unmotivated’ or ‘in denial’ and nurses become 
discouraged in their attempts to help them.

Motivational interviewing (Miller & Rollnick,
2002) is a counselling approach that helps clients to
explore what they really want and direct their
energy into taking action that will help them to
achieve it. It was originally developed in the spe-
cialist addictions field but has since been found to
have wider application. It can be used to help
clients who are considering a specific behaviour
change such as:

l Committing themselves to a particular treat-
ment programme

l Taking long-term medication
l Changing their alcohol or drug use

It is not possible to do justice to the complexity of

motivational interviewing in a few hundred words.
This chapter merely outlines the key principles of
this approach and looks at how it can be used in 
the context of dual diagnosis. You can find further
explanations of motivational interviewing in Miller
& Rollnick (2002) or Rollnick et al. (1999). Specific
ideas on integrating motivational interviewing into
work with clients with a dual diagnosis can be
found in Sciacca (1997), Martino et al. (2002) and
Graham (2003).

The spirit of motivational interviewing

The spirit of this approach is very important. It is
not a set of tricks to make clients take advice. It 
certainly carries no guarantees that everyone who
receives such an intervention will come round to
the health professional’s point of view and become
compliant. Motivational interviewing has its roots
in person centred approaches to counselling and
therapy, and enables people to make their own
decisions. As a way of working it doesn’t suit all
health professionals. To see if you would be com-
fortable using this approach consider the following
statements. If you mostly agree with them, or think
they are interesting, challenging and worth consid-
ering, you might be comfortable with it. If you find
them at odds with your own views, motivational
interviewing is probably not for you.



254 Dual Diagnosis Nursing

Table 25.1 Pros/cons of current behaviour: pros/cons of
change.

Pros of current behaviour Cons of current behaviour

Pros of change Cons of change

l People have the right to live their lives in their
own way (provided they do not infringe others’
rights, in which case society imposes sanctions).

l It is rarely clear-cut what someone ought, or
ought not to do.

l Responsibility for change lies with the client.
l Health (either physical or mental) is not every-

one’s top priority.
l Health professionals do not always know what

is best for their patients.
l Patients often do know what would be best for

them.
l Health professionals are not failures just

because they cannot persuade people to change.
l Motivation is not an ‘all or nothing’ concept. It is

a continuum and subject to change.
l Change is a process, not an event.
l Successful change occurs only when the person

has made up their own mind that it is what they
really want.

Motivational interviewing invites people to look at
their lives differently and consider new options. It
supports them through the inner conflicts and
uncertainties of the change process. It does not seek
to impose new perspectives.

Ambivalence – a key concept

It is important to our understanding of motivation
that we recognise how often we are torn two ways
about making changes. We can see advantages of
change but also disadvantages. There are some
good things about the current situation that we do
not want to lose. Maintaining long-term changes
can be a constant internal battle. Consider the client
who is expected to attend a day centre twice a week
to get support from peers and engage in some pur-
poseful and rewarding activity. He wakes up and
lies in bed thinking about going.

‘I should get up and go. They are expecting me
and I’ll have to come up with a good excuse if I
don’t. I know it’s helping me too. I’ve been feel-
ing more confident since I’ve been going.

It’s raining. I hate waiting for the bus. I always
feel really awkward, as if everyone is looking at
me and knows where I’m going. The bus always
seems more crowded when it’s raining too. I hate
that.

I know I’ll feel better when I get there though.
It’s good to have company and something to do.

I don’t like that new woman though. She’s a bit
too pushy for me. If she’s there today it’ll get on
my nerves.

It’s lovely and warm in bed. I’d really like to
stay here and not have to bother getting up and
getting dressed. It’s too much like hard work get-
ting out and getting organised. I don’t even
know if I’ve got a clean shirt to wear.

I’d get bored if I stayed here all day though. 
I want to get better and they do say this place 
will help me.

But there are some people there who’ve been
going for months and they don’t seem to be 
getting very well. Maybe it won’t work for me
after all.’

And so it continues. This is not pathology. It is nor-
mal ambivalence. It is probably not much different
to the internal dialogue all nurses have when they
have to get up for an early shift. He wants to go to
the day centre and he wants to stay in bed. He is
motivated to get better but he doesn’t, just now,
want to engage in this particular activity that might
help him do so. He also has some doubts about
whether it really will help if he does go.

Sometimes the ambivalence goes deeper. The
client described above wants to get better. Some-
times there is even ambivalence about this. There
can be both good and bad things about recovering
from long-term problems and rejoining life as a
healthy, responsible adult. Motivational interview-
ing is an approach that accepts ambivalence and
helps the client to explore and resolve it. Change is
the responsibility of the client and is unlikely to
take place unless he or she really wants it. One way
of helping someone express this ambivalence is to
complete a ‘decisional balance’ matrix, discussing
with them what would go in each of the boxes 
and how important each item is to them (see 
Table 25.1).
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Seeing the ambivalence mapped out in black and
white can help clients weigh up what is most
important to them and begin to problem-solve to
overcome the obstacles to change. It is important to
remember that this exercise is a highly individual
and subjective process and is only meaningful
when counsellors seek to understand how clients
see things in the context of their own lives and
value systems. What the counsellor sees as a major
advantage of change may be of little interest to the
client.

The principles of motivational
interviewing

The four principles of motivational interviewing
are:

(1) Express empathy
(2) Develop discrepancy
(3) Roll with resistance
(4) Support self-efficacy

Various tools and strategies have been devel-
oped to help apply these principles. These include
pencil and paper exercises, structured questions
and focused reflections.

Principle 1: express empathy

This is a principle that motivational interview-
ing upholds in common with other counselling
approaches. The counsellor tries to understand the
client’s position as well as possible and to convey
this understanding to them. Core counselling skills
such as open questions and reflection are essential,
and nurses may have learned these skills from
other approaches. In particular, the counsellor
expresses empathy with the clients’ ambivalence,
being willing to listen to and understand why they
are reluctant to change, as well as why they are
keen to do so. When clients know they are being 
listened to they are encouraged to explore more
deeply their readiness to change. One of the chal-
lenges this approach often poses for nurses is the
need for the counsellor to listen attentively to the
client’s point of view, resisting the temptation to try
to talk the client into accepting the health profes-
sionals’ view. Advanced reflective listening skills

are an important prerequisite for motivational
interviewing.

Principle 2: develop discrepancy

This principle is related to the concept of cognitive
dissonance. In motivational interviewing, coun-
sellors seek to encourage clients to explore the
conflicts between their beliefs and their behaviours.
The importance of change increases as people
become more aware of discrepancies between
where they are and where they would like to be.
The woman in the example above wants to be able
to cope and to feel in charge of her life. She realises
that she doesn’t feel able to cope at present and
although she drinks to try to help herself she can
see that the drinking is making things worse, not
better. The more people become unsettled by this
awareness the more they will think seriously about
change. The task of developing discrepancy is a
delicate one as will be seen when we look at resist-
ance below.

Principle 3: roll with resistance

Resistance refers to the common experience of 
people opposing others’ efforts to impose change.
When people are ambivalent about something they
are, in effect, in conflict with themselves. I want to 
do it and I don’t want to do it. If another person comes
in and takes one side of this argument there is a 
tendency to take the opposite side. For example,
someone is being encouraged to try a new medi-
cation and their decisional balance looks like 
Table 25.2.

If the health professional tries to talk the client
into changing, the conversation might go like this.

I don’t know whether I want to take this new
medication or not.
You should give it a try. It helps a lot of people
with problems like yours and you only have to
take it once a day, so you won’t forget so often.
But I’ve got used to the old tablets and I don’t
want a whole lot of side effects. I don’t forget
them that often anyway.
You might not get any side effects. Not every-
one does.
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Table 25.2 Pros and cons of staying on drug A/B.

Pros of staying on drug A
Familiarity
Better the devil you know . . .
The side effects are manageable

Pros of drug B
Only needs to be taken once a day; 
easier to remember
It’s a new drug and seems to be 
helping other people who were not 
doing well on drug A

Cons of drug A
Needs to be taken
several times a day
Doesn’t seem to be
working as well as it
might, perhaps because
of poor compliance
Some side effects

Cons of drug B
Untried on this
particular client
Some people get
troublesome side
effects

But I did with the stuff you gave me a couple of
years ago. They were horrible. I didn’t feel like
myself at all.
But you’re really not all that well at the moment.
Surely it’s worth a try. They might make you
feel better.
I’m OK really. Just because I had a bit of a bad
spell the other week. Everyone has good days
and bad days.

The internal argument has become externalised
and the more the health professional promotes
drug B the more the client resists change, support-
ing the pros of drug A and the cons of drug B.
‘Denial’ about the recent relapse is looming on the
horizon.

Rolling with resistance is a metaphor taken from
the ‘soft’ martial arts, where rolling out of the way
of an attack is more effective than fighting back. An
important aspect is listening to and actively reflect-
ing the resistance, giving the client the opportunity
to put both sides of the argument themselves. Here
is how the conversation might go.

How do you feel about trying this new drug?
Well, I’m not sure really.
It sounds as if you think it might be worth a try
but you’ve got some reservations.
I’ve got used to the tablets I’m on and I’m 
worried about a whole new set of side effects.
You feel its better the devil you know than the
devil you don’t!
I suppose so.

But in some ways you’re tempted to give the
new ones a try . . .
Well, they might work better than the ones I’m
on now.
So, you’re not totally happy with the ones
you’re on at the moment.
Well it’s hard to remember to take them regu-
larly and if I miss too many they don’t work
properly. The other week is an example. That
was horrible.
So a tablet you only have to take once a day
might be a better option for you as long as it
doesn’t have bad side effects.
Perhaps. What do you think I should do?
Well, I can’t guarantee how they’ll work for
you. All I can tell you is we’ve got a few patients
on them now and all except one have found
them helpful. But it’s your decision. If you gave
them a go you’d need to give it a couple of
weeks for them to start working and to know if
they’re going to agree with you. Is there any-
thing else I can tell you to help you make your
mind up?

The counsellor has listened to the client’s ambival-
ence and reflected the reservations. This has facilit-
ated the contemplation of change and the client has
begun to express some positive views about the
change in medication.

Principle 4: support self-efficacy

People are only motivated to attempt change if they
have faith in the possibility of achieving it. There
are two types of self-efficacy (Bandura, 1977): belief
that they can achieve the behaviour change and
belief that if they do so there will be a beneficial 
outcome. The client above needs to have sufficient
confidence that:

l I could take this drug regularly.
l If I took it regularly it would help me.

The client described earlier, who is thinking about
stopping drinking needs to have confidence that:

l She can do without a drink.
l Changing her drinking would have a beneficial

effect on her mental health and her social 
circumstances.

Counsellors aim to support what self-efficacy



Motivational Interviewing 257

clients have, encouraging them to talk about past
successes, their strengths and the support they can
enlist. So, in the example of the woman who drinks,
the counsellor might encourage her to talk about
the possibility of success and to think about things
that would help.

What is the longest you have been without a
drink recently? What sort of things have you
found help you cope when you haven’t got a
drink?

You say you used to cope better than you do at
the moment. What were you like at that time?
What sort of things did you do to help yourself
then? Could you do any of them now if you were
to give up the drinking?

You say that some of your friends and family
have been keeping their distance a bit since
you’ve been drinking so much. I wonder if any of
them would renew their support if you told them
you were going to stop drinking? What would
that be like?

What would be the good things for you about
drinking less?

Exploring importance and confidence

Motivation arises out of a combination of beliefs. 
I am motivated to change when I believe that:

l The way I am now is unsatisfactory to me.
(importance)

l I will be better off if I change. (importance)
l If I decide to change I can do it. (confidence)

For example, the client who has been drinking in an
attempt to cope with anxiety and depression might
be ready to change when she believes that:

The drinking doesn’t really help me after the first
hour or so. In fact it tends to make me worse. 
I feel dreadful in the mornings. It’s causing me
more problems because I run out of money, don’t
eat properly, forget to take my tablets and my
family are losing patience with me because I’m
always drunk.

If I stopped drinking I would have to face up to
my problems, which would be hard, but I would
get more support from my family, would be able
to look after myself more and get some of my

self-esteem back. I’d feel more in control and if 
I took my pills regularly maybe they would work
better.

I know I can get by without a drink. Often I run
out of money and have to go a couple of days
without and I cope with that. I get by because I
have to. That means I could get by all the time if 
I wanted to. Five years ago I hardly drank at all
and with the help of the counsellors at the centre
I do believe I could get back to being the person 
I was then.

People who are not motivated may lack one or
more of these beliefs. It is very important to some
people to change, but they really do not believe
they can do it. They will only become motivated
when their self-efficacy or confidence increases. A
sense of hopelessness is common in clients with
dual diagnosis (Kofoed, 1997). Others believe that
they could make a particular change any time they
choose but are not convinced that they would
benefit from doing so. These will only be motivated
when the disadvantages of their current behaviour
become important to them or the advantages of
change seem really attractive. Motivational inter-
viewing helps people to clarify how motivated they
are, using the dimensions of importance and
confidence. It then enables them to explore what it
will take to resolve the ambivalence and find the
courage to move forward.

One way of helping people to understand their
own position is to ask scaling questions similar to
those used in solution focused therapy (De Shazer
et al., 1986). These use the concept of a continuum 
to assess importance and confidence and then ask
questions that encourage people to talk positively
about their interest in change. When enquiring
about importance the counsellor might ask ques-
tions like this:

Do you mind if I ask you a bit about how you feel
about making this change? If I was to ask, on a
scale of 1–10 where 1 is ‘It’s not at all important to
me’ and 10 is ‘It’s the most important thing in my
life right now’ what number would you give it?
Why would you give it that number rather than a
0 or 1?

What puts it as far up as that?
What would it take to move it up a step?
What number would it need to be before you’d

have a go at making this change?
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Figure 25.1 A model of the process of change.
Source: Prochaska & DiClemente (1986).

Then similar questions about confidence:

If I was to ask a similar question about how
confident you feel about being able to do it, on a
scale of 1–10, where 1 is ‘I really don’t think it’s
possible’ and 10 is ‘I could definitely do it if 
I really wanted to’ what number would you 
give it?

Why would you give it that number rather
than a 0 or 1?

What puts it as far up as that?
What would it take to move your confidence

up a step?
What number would you need to be on before

you’d have a go at making this change?

People are ready to change when both import-
ance and confidence are high. These questions can
be brought together in summary by asking:

‘So, where does this leave you now? How ready
are you to do it?’

And if the client found the scaling idea useful
they can be asked to put a number on this readiness
too. Prochaska & DiClemente (1986) have devel-
oped a model that explains readiness to change in
terms of stages through which people move. From
precontemplation, when the person is not interested
in change there is a move through contemplation,
determination (or preparation), action and mainten-
ance. Sometimes the change attempt leads to a 
long-term termination of the behaviour and some-
times it ends in relapse and recycling back through
the earlier stages. Figure 25.1 shows a model of the
process of change. Motivational interviewing can
be seen as a counselling style that supports the
client through these stages.

Some guidelines

Be clear about the agenda

It is important to set the agenda clearly at the begin-
ning. There may need to be a negotiation about
which of several possible behaviour changes to 
discuss. Some dual diagnosis clients will be most
ready to discuss behaviour change around their
substance use and others will want to talk about
how they can help their mental health problem. The
client will be in a different stage of change about

each of the behaviour changes that are on the table
and the ambivalence issues will vary, so both
should be clear what the current topic of discussion
is. All things being equal, it is most productive to
follow the client’s interest and energy and let them
choose the agenda. Distressed and anxious clients
can feel so overwhelmed by their problems that
they find it hard to keep focused on one thing at a
time. The nurse may then need to take respons-
ibility for keeping to the chosen agenda.

Remain client centred

Skilled motivational interviewers do not follow a
set routine for employing the strategies described
above. The first principle is empathy and client 
centeredness, and techniques should support this
principle, not impede it. For example, having a 
discussion with a client around joining a day 
programme focused on mental health issues, the
counsellor might use scaling questions on import-
ance and confidence. On discovering that the client
is perfectly confident that he could enrol and take
part but does not consider it important to do so the
counsellor might move to looking at the pros and
cons of being on the programme, being careful to
roll with resistance.
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In a discussion with another client around
cannabis use the counsellor rapidly discovers that
the client knows the cannabis is contributing to
their mental health problems and wants to stop but
has a circle of friends who use regularly and cannot
imagine how she could get out of the pattern of
using. The focus shifts to supporting self-efficacy
and exploring options for avoiding or resisting peer
pressure.

Avoid rushing into action

It is important not to push clients prematurely into
action. It can be tempting to move rapidly into 
discussion about how to change before the person
has decided whether or not they want to change.
When this happens the ambivalence has not been
resolved and the client either begins to resist, or
complies half-heartedly only to relapse.

The evidence for using motivational
interviewing with dual diagnosis clients

Motivational interviewing has been evaluated in 
a range of settings and a full description of the
research findings can be found in Miller & Rollnick
(2002). Three key areas of behaviour change have
been examined in the context of work with dual
diagnosed clients:

l Taking medication as prescribed
l Attending and participating in treatment 

programmes
l Engaging with outpatient services after an in-

patient stay

So far, many of the studies in this area have been
pilots with small numbers of clients involved.
Handmaker et al. (2002) reviewed the evidence.
Motivational interviewing, when integrated into
treatment services, shows potential for increas-
ing client involvement with treatment both as in-
patients and outpatients. Interestingly, Steinberg et
al. (2004) found motivational interviewing effective
in motivating schizophrenic patients to seek help to
give up smoking. The evidence for it improving
medication adherence is less clear, although UK
studies (Kemp et al., 1996; 1998) have shown that an
adaptation of motivational interviewing improved

compliance rates. Research in this specialist area
has not, then, been into the evaluation of motiva-
tional interviewing as a treatment per se, but as 
an adjunct, to enhance client engagement with the
actual treatment process. In other contexts it has
shown its worth as a treatment in its own right. 
One concern expressed about the use of decisional
balance techniques with mentally disordered indi-
viduals is that there may be such severe deficits 
in their thinking processes that they cannot be 
realistic about the pros and cons of their behavi-
our. However Carey et al. (1999) found that schizo-
phrenics with substance abuse problems were able
to engage usefully with this process. Martino et al.
(2002) found that their dually-diagnosed patients
found the 2 × 2 matrix ‘confusing and redundant’
and responded better when the matrix was reduced
to just the pros and cons of the anticipated change.
Coming at this from a different angle, an Italian
study (Solomon & Fioretti, 2002) applied the prin-
ciples of the stages of change and motivational
interviewing to facilitate change in a psychiatric
system of health care delivery, with the aim of
incorporating substance use treatment into existing
mental health services.

Conclusion

Motivational interviewing has been found to be a
useful approach to counselling clients with concur-
rent mental health and substance use problems. 
It provides a way of engaging with clients who do
not share the health professional’s view of what 
the problem is or who are reluctant to engage in
treatment. It is not magic and does not guarantee
compliance, but encourages the client to make an
informed and considered decision, reducing the
risk of eliciting resistance and denial.
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26 Relapse Prevention in Dual
Diagnosis

D. Manley & J. McGregor

Introduction

Of all the possible outcomes of treatment for sub-
stance misuse problems, relapse is often the most
common. If someone with mental health problems
relapses into substance misuse it is often associated
with deterioration in their mental health. Poor con-
cordance with treatment and a reluctance to take
prescribed medication can result from the chaos
associated with substance misuse and severe men-
tal health problems (Drake et al., 1989). Conversely,
poor concordance may also be at the root of mental
health crises and may compel the client to take 
substances. The risk of relapse may be increased for
individuals with substance misuse and psychosis 
if they choose to take substances in an attempt 
to self-medicate for their symptoms. This would
suggest that control of their substance misuse is
dependent upon the stability of their mental health.
Furthermore, psychoactive substances can have 
a significant impact upon an individual’s mental
health and may be a destabilising factor for some
people. Clearly, substance misuse and mental health
problems have complex interdependencies for 
people who are regarded as having a dual diag-
nosis. Ongoing relapse prevention for these indivi-
duals should therefore address both their substance
misuse and their mental health, holistically.

The consequences for relapse into substance 
misuse are highly significant for this client group,
given that it may also lead to, or compound, mental

health crises. These crises may in turn result in
compulsory admission to hospital. Intoxication 
can have a significant effect on an individual’s
behaviour, which may also be interpreted as 
deteriorating mental health. Evidently the picture
is complex.

Traditionally, there has been an onus on people
with psychiatric problems to become completely
abstinent from substances that may negatively
affect their mental health. Abstinence, it is sug-
gested, is the only safe, sensible and risk free course
for psychiatric clients. However, whilst being abstin-
ent may be good advice it is not always the most
pragmatic. Clients who engage in drug and alcohol
taking often become disillusioned with service
providers when they try to impose abstinence as
the only choice. Clients may regard professionals
who pressure them to be abstinent as lacking 
in empathy and the client may subsequently dis-
engage from services. It is perhaps better to see
abstinence as part of the continuum of possibilities
for individuals. Any attempt at control of substance
intake can be viewed as a positive progression to a
less problematic state, which requires the client to
adopt new skills and motivation to maintain stable
mental health. These new skills are the bread and
butter of relapse prevention work. This chapter will
examine the interventions that nurses can employ
with their clients to help minimise the risk and
impact of relapse into substance taking and the
associated mental health issues.
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As already noted in this book, psychiatric service
users experience a number of factors that may affect
their desire to engage with services. Continued
support is an essential factor in addressing relapse
of both the client’s mental health and their sub-
stance misuse. The next part of this chapter will
examine some of the potential barriers to continued
engagement with services to prevent relapse.

Negative experiences of services/
treatment

Dually diagnosed clients can have negative percep-
tions of services and treatment. Often this is a result
of repetitive episodes of psychiatric treatment and
a resulting loss of self-efficacy. Clients who are 
pessimistic about the outcome of treatment are
likely to be resistant to change and unlikely to fully
engage in the change process. It may therefore be
helpful to gauge from the client their fears and con-
cerns when engaging in dialogue about changing
any behaviour that is significant to them.

Social isolation

Dually diagnosed clients have often had the 
invalidating experience of combined social stigma
associated with their substance use and psychotic
disorders (Evans & Sullivan, 1989). Service users
are often confused by service arrangements and
this results in a ‘misfit’ to treatment systems that do
not have integrated dual diagnosis care (Ridgely 
et al., 1990). Many clients sense acutely a social
exclusion at some level, be it derived from the
stigma of having a mental health diagnosis, from
heightened vulnerability to abuse from others, or
from environmental and social factors, such as
unemployment or criminal offending as a result of
drug-taking behaviour. Problematic drug use tends
to create marginalisation for the user, but coupled
with mental health problems the individual can often
find themselves cut off from mainstream society.

Empathy

It is important in these circumstances to under-
stand clients’ difficulties within the context of their
mental health problems. As previously noted, if a

client feels that the practitioner is not empathic
about both their mental health problems and their
drug-taking then that may be a barrier to establish-
ing a therapeutic alliance.

Dealing with cognitive impairment

Cognitive impairments among dually diagnosed
clients may include problems with attention and
concentration, short-term and working memory,
organising and abstracting information, and men-
tal flexibility (Seidman et al., 1993; Bell et al., 1994;
Lysaker et al., 1995; Green, 1996). Disordered think-
ing may include thought blocking or other psy-
chotic symptoms, such as paranoia or grandiosity,
that may impede the motivational enhancement
process. Interviews that have insufficient structure
or that excessively delve into emotionally laden
material or psychotic belief systems may heighten
the client’s psychotic symptoms and reduce the
effectiveness of the health practitioner to motivate
the client for change. Trying to follow the client’s
conversational lead when the client continues to
veer from a logical pathway may be very difficult
for the health practitioner and client, and result in
the health practitioner becoming confused about
which part of the client’s conversation to reflect.

Recognising fluctuations in motivation

Motivation is not a static phenomenon for any of
us, and in dually diagnosed clients motivation may
fluctuate, especially in relation to changes in their
mental health. Interventions designed to enhance
motivation, whilst aiming to strengthen confidence
in the change process, should undoubtedly play a
vital role in the therapeutic process. The process of
motivational interviewing, which forms a central
part of helping a client maintain control of their
substance abuse, is examined later in this chapter.

Concepts of relapse prevention in 
dual diagnosis

Graham (2004) proposes a modified cognitive
model of problem substance misuse after Beck et al.
(1993). In this model (see Figure 26.1) triggers or
stimuli are cues that become associated with drug
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Figure 26. 1 Cognitive model of problem substance use.
Source: Graham (2004).

or alcohol taking (Coombs et al., 2001). Through 
the process of classical conditioning these cues,
associated with drug-taking and withdrawal, come 
to elicit a conditioned desire or craving in long-
term drug users (Modesto-Lowe & Kranzler, 1999).
Triggers activate alcohol or drug-related beliefs,
usually positive, which in turn will induce involun-
tary thoughts and usually lead to cravings or urges
to take their drug of choice. (Interventions to help
the client deal with these cues are examined later 
in the chapter.)

In the above model these urges lead on to facilit-
ating beliefs, where the client gives themselves the
permission to take drugs/alcohol. At this stage the
client is also likely to minimise the negative conse-
quences of indulging their craving. Following this
part of the process a likely lapse or relapse becomes
inevitable as the individual becomes completely
focused on obtaining their substance. The possib-
ility of relapse avoidance is lost. Continued lapse 
or relapse is then only a step away as the client
gives themselves the ‘permission’ to continue (see
rule violation experience below). The great advant-
age of this model is that it allows the clinician and
client an opportunity to evaluate the process that
may lead to a lapse. Once these risk areas are estab-
lished the possibility for intervention at all stages to
prevent the ‘inevitability’ of relapse can be planned
with the client. This chapter will explore interven-
tions used to support relapse planning and preven-
tion in greater depth.

The rule violation experience

Marlatt & Gordon (1985) put forward the idea that
there is a strong cognitive link to behaviour in mis-
use of drugs and alcohol. They have suggested that

when a client relapses in their endeavour to become
abstinent or control their substance misuse there is
a strong cognitive basis in their belief that they have
failed. In other words they have violated the rule
that they originally set for themselves, which is
‘once stopped I must stay stopped’. In this case the
client may go on to link the idea of failure with
worthlessness, inability and meaninglessness. In
the face of these feelings it is easy for an individual
to convince themselves that their attempt at control
or abstinence has completely failed and is always
doomed to fail. At this juncture it is natural for the
individual to extend this belief to reinforce con-
tinued use of substances, leading them into a full
blown relapse.

Marlatt & Gordon (1985) argued that if the client
is led to believe that rather than experiencing a full
relapse they are merely lapsing then this may be
less catastrophic to the client. This in turn offers 
the client the opportunity, facilitated by the practi-
tioner, to learn from their experiences and employ
their understanding of previous lapses to avoid
future risks. A simple intervention with a client is to
explain this process to them and to examine their
beliefs and previous experiences of relapse. This
process often helps to break down the ‘catastrophisa-
tion’ of lapse and begin the process of learning how
to cope with the risk of relapse for the client.

Relapse prevention in practice

By the time you begin to address the potential for
relapse with your client you should have already
thoroughly examined their positive reasons for 
taking substances. Individuals with mental health
problems often begin taking substances problem-
atically for similar reasons to those drug/alcohol
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users who do not experience mental health prob-
lems. However, some individuals with mental
health problems have a preference for specific sub-
stances that they believe help them cope with their
individual circumstances, in particular their mental
health problems. Clients may self-medicate in an
attempt to cope with the negative symptoms of
their illness. Alternatively, clients may choose to
self-medicate in an attempt to deal with extrapyra-
midal side effects of drugs that they have been pre-
scribed. An example of this is illustrated by the case
vignette below.

Jason is a 22-year-old-man who has a diagnosis
of schizophrenia. At the age of 18 he started 
injecting amphetamines (‘speed’) and occasionally
smoking cannabis. With the help of his care co-
ordinator, Ian, Jason identified numerous positive 
factors he associated with taking drugs. One factor
he identified was that when he took ‘speed’ he felt
less stressed by the voices that he hears. In addition
to this, Jason also completed drug diaries and he
noted, when evaluating these with the help of Ian,
that he was injecting more amphetamines in the
three or four days immediately prior to his depot
injection. When he explored this further it came 
to light that at times he felt over sedated by his
monthly depot and he resorted to the amphetamines
to cope with the sedation. Jason decided to stop 
taking amphetamines for a week. However, after a
while he began to feel that his prescribed medica-
tion made him feel so stupefied that he craved the
lift that the stimulants gave him. In addition to this,
Jason struggled to cope with the voices he heard
and his desire for the confidence to deal with his
hallucinations that amphetamines had previously
given him, increased his craving. Within a few days
Jason began injecting stimulants once more.

The next part of this chapter will examine specific
skills and therapeutic approaches that can be
employed to help your client maximise their ability
to maintain control of their substance misuse and
avoid relapse.

Relapse prevention planning

Relapse prevention is a term used to refer to a wide
range of eclectic interventions, which include cog-
nitive behavioural strategies. In the substance mis-
use field, much relapse prevention work is based

on the theoretical model of the relapse process 
proposed by Marlatt & Gordon (1985). In dual diag-
nosis it can be helpful to view relapse not in terms
of a recurrence of old behaviour after a period 
of changed behaviour, but in terms of a failure 
to reach targets/goals set by the individual over 
a given period of time. Cognitive behavioural
approaches tend to assume that it is largely psy-
chological factors, such as thinking processes and
mood following a relapse, that determine whether
the individual returns to previous behaviours.

One of the most important interventions with
clients at this stage is to help them assess risks that
may be associated with relapse. A useful tool that
can be employed in this assessment is the Inventory
of Drug-Taking Situations (IDTS) (Annis et al., 1997).
The IDTS is a 50-item self-assessment clinical tool
that is used to identify situations that may pose
risks to the client. The IDTS is primarily aimed at
those individuals who experience substance mis-
use rather than a dual diagnosis, but as with other
interventions in this book it can be adapted to meet
the needs of this specific client group. Clients may
need support to identify risks associated with their
substance misuse and the clinician should ensure
that mental health related risks are included in the
evaluation. Once these risks are identified the client
and clinician should negotiate an appropriate
relapse prevention plan. The plan should be owned
by the client as this will help to empower them and
increase their self-efficacy. An important part of
any plan should include social skills training, for
example assertiveness work, and social inclusion,
such as attending college and peer support. The
plan can also include specific interventions to help
motivate the client to deal with their substance 
misuse.

Motivational interviewing (MI)

MI is a brief psychotherapeutic intervention for
helping clients change addictive behaviours. Con-
ceptually, it is a blend of principles drawn from
motivational psychology, Rogerian therapy (1951),
and the stages of change model (Prochaska &
DiClemente, 1986). MI aims to facilitate and
enhance the client’s intrinsic motivation to change
problem behaviours by engaging the client in an
empathically supportive, but strategically directed,
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conversation about the client’s use of substances
and related life events. MI is a skill that is used
throughout interactions with the dually diagnosed
client, but is particularly important in maintaining
motivation in relapse prevention. Typically, the 
MI practitioner uses a variety of techniques to 
help increase intrinsic motivation for change. These
techniques can be divided into two categories:
micro-skills and strategies (Rollnick et al., 1992).

Motivational interviewing micro-skills serve 
to facilitate an open discussion with the client 
about problems they may be experiencing. These
skills include the use of open-ended questioning,
reflective listening, using affirmations and sum-
marising the patient’s comments in a balanced
manner. The MI practitioner uses these skills to
accurately understand the client’s perceptions
about a problem, heighten the client’s recognition
of their problems and resolve their ambivalence
about changing it. The MI practitioner’s competent
use of micro-skills is essential in the creation of 
MI’s highly empathic and collaborative style. In 
a subsequent section of this chapter we highlight 
an adapted motivational approach (Martino et al.,
2002). This places more emphasis on the strategic
nature of guiding the conversation with the client
in a manner that promotes the client’s logical
organisation and reality testing, without sacrificing
the collaborative and respectful nature of MI.

Towards a model of intervention

Motivational interviewing modifications

Martino et al. (2002) describe an adapted motiva-
tional approach, which they name dual diagnosis
motivational interviewing (DDMI). The following
section outlines suggested modifications to MI to
meet the needs of people who experience mental
health problems. Asking open-ended questions, 
listening reflectively (including summarising), and
affirming the client care are MI micro-skills. These
micro-skills are also fundamental to the DDMI
approach, so the practitioner may consider first
providing the client with a brief and simple intro-
duction to DDMI before asking open-ended ques-
tions and beginning the reflective listening process.
The collaborative MI style of interaction estab-
lished by the MI practitioner’s use of micro-skills

often is unfamiliar to clients with dual disorders,
who may have become accustomed to a more direct-
ive and authoritarian style of interviewing from
mental health services.

Simplifying open-ended questions

After the opening remarks, the MI practitioner 
typically begins with an open-ended question (for
example ‘What brings you here today?’). Asking
open-ended questions is a primary MI strategy,
particularly at the early stages of the interview
when a practitioner encourages the client to talk
about their perception of specific problem areas
(Miller & Rollnick, 2002). Open-ended questions
are questions that result in more than a yes/no
response and that encourage the patient to elabor-
ate on a topic rather than to provide very specific
information. These types of questions generally
provide the client with opportunities to express
their viewpoint, uninterrupted by the practitioner.
Whilst fairly straightforward, open-ended ques-
tions are most effective when the practitioner asks
them in very clear terms and avoids compound
questions that may be difficult for psychotic
patients to follow. For example, the question: ‘What
types of psychiatric symptoms do you experience
and how does your use of cocaine affect your symp-
toms in the short and long term?’ is overly complex
and may overwhelm the client’s organisational
capacity to respond. DDMI practitioners try to
avoid these types of open-ended questions and aim
to simplify them where possible (Martino et al.,
2002).

Refining reflective listening skills

To listen reflectively means that the practitioner
takes time to carefully understand what the client
has said and confirms this understanding with them
by repeating it back to them in similar (simple reflec-
tion) or somewhat transformed ways (restatement,
paraphrasing, double-sided reflection). The practi-
tioner uses this structure as a foundation from
which to identify and resolve ambivalence towards
change. In MI, competent reflective listening is a
difficult task that requires keen practitioner atten-
tion and ability to organise and rephrase what the
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client has said. Clients with psychotic disorders
may exhibit some degree of disordered thinking
and poor reality testing that might unravel further
in the absence of a sufficiently structured interview.
To address this, DDMI incorporates strategies of
repetition, use of simple and concrete verbal and
visual materials, and breaks within sessions. To
emphasise this point, the following recommenda-
tions are considered important:

(1) Use simple and concise language.
(2) Reflect often.
(3) Use metaphors where possible.
(4) Avoid excessive focus on despairing client

statements and negative life events.
(5) Logically organise clients’ statements with

summaries.
(6) Give clients enough time to respond to

reflections.

Heightening emphasis on affirmations

Another MI micro-skill is affirming the client. 
The health practitioner affirms the client by
acknowledging their personal qualities and efforts.
In DDMI heightened emphasis is placed upon
affirming clients during the interview process
(Martino et al., 2002). For example, a practitioner
might express appreciation to a client who has had
a history of treatment non-compliance for attend-
ing a session or taking medications as prescribed.
Reflecting such achievements reinforces progres-
sion and positive change.

Providing feedback that addresses dual
diagnosis concerns

DDMI incorporates many of the commonly used
MI strategies, including a variety of techniques 
for skilfully handling resistance. Dually dia-
gnosed clients often express resistance in reaction
to perceived coercion compelling them to make
changes (from case managers, psychiatrists, proba-
tion officers, etc.). The practitioner, it is suggested,
places great effort in developing discrepancy in 
the client’s perceptions of his or her problems and
provides personalised feedback as a means to alter
the client’s view that substance use or psychiatric

issues are not problematic. Feedback typically
involves a practitioner providing a structured re-
view of objective assessment results in an empath-
etic and collaborative style (for example showing
the client and talking through urine screen results).
The health practitioner explores with clients their
reaction to the feedback and the possible relation-
ships between the client’s use of substances, their
problems or concerns, and their intention to change
their behaviour. The feedback needs to be simple 
in presentation and capable of compelling clients 
to look at their long-standing problem areas in a
renewed light (Martino et al., 2002).

Other clinical considerations

The modifications described above help practi-
tioners use MI more effectively in relapse preven-
tion with dually diagnosed clients. However, clients
must have sufficient psychiatric stability to benefit
from MI’s ample use of verbal persuasion and logi-
cal reasoning. When clients are too psychotically
disorganised to remain based in reality, it is not
appropriate to use DDMI and they may require
other types of intervention (for example crisis 
intervention, pharmacotherapy) first. In addition 
to psychotic exacerbation, dually diagnosed clients
have higher rates of suicide (Drake et al., 1989;
Lyons & McGovern, 1989; Turner & Tsuang, 1990)
than substance abusing clients without co-
occurring psychiatric conditions. Therefore, DDMI
requires that practitioners are capable of perform-
ing risk assessments of clients’ dangerousness to
self and others, and are knowledgeable about the
policies and procedures for handling clients who
are at imminent risk.

Motivational interviewing is a promising treat-
ment approach to use with dually diagnosed clients
although it requires modifications to accommod-
ate the special needs of substance using clients 
who have psychotic disorders. The complex and
severe problems experienced by dually diagnosed
clients may limit the ultimate capacity of a brief
intervention like DDMI to render beneficial 
impact. Nonetheless, studies of brief motivational
interventions have shown the intervention’s 
effectiveness in reducing substance use outcomes
with high average effect sizes comparable to more
extensive treatments (Bien et al., 1993), particularly
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when they are used to enhance engagement in
intensive treatment as usual (Dunn et al., 2001).

Cue exposure therapy (CET)

CET is a cognitive behavioural intervention that
endeavours to equip the client with skills that 
they can employ to resist drug-related stimuli. Cue
exposure treatment, based on a Pavlovian extinc-
tion paradigm, involves exposure of the patient to
cues that induce drug craving whilst preventing
actual drug use and, therefore, the experience of
drug-related reinforcement (Niaura et al., 1988). In
contrast to counselling, which often encourages
clients to avoid drug-related cues, CET involves the
client in inducing triggers (or cues) under con-
trolled, supported circumstances. The client is then
encouraged to develop a variety of coping strateg-
ies that they can use to extinguish their craving. 
In essence the client is encouraged to engage and
work through their cravings instead of avoiding
and fearing such stimuli.

Some clinicians have concerns that CET, which is
designed to elicit cravings, might provoke relapse
before any therapeutic benefit is achieved (Coombs
et al., 2001). However, avoidance of all substance
related cues is nearly impossible, as not only can
ordinary everyday items be used as drug-taking
paraphernalia but cues may also be negative emo-
tional states. It is the author’s experience that 
CET can be particularly useful in helping the client
break the link between substance misuse and negat-
ive emotional states associated with their mental
health problems. Cue exposure has been used as
part of relapse prevention therapy with clients who
use a variety of substances: stimulants, alcohol, 
opiates and nicotine (O’Brien et al., 1990).

The process of CET is usually conducted over
several (eight or ten) 45-minute individual ses-
sions. Initially, the client is taught to measure their
level of craving and their ability to cope with the
cravings (self-efficacy). The client is introduced to a
10-point rating scale for craving (0 = no craving, 
10 = the worst craving they have ever experienced)
and a similar 10-point scale for measurement of
self-efficacy (0 = I couldn’t resist the desire at this
time, 10 = I could easily resist the craving). A ‘base-
line’ rating is taken at the start of every session. The
client and clinician use this baseline as a point to

which the client is returned at the end of every ses-
sion. This essentially acts as a safety net, ensuring
that the client’s cravings and ability to cope with
them is always at a level that they experience nat-
urally on a day-to-day basis.

Initial sessions of CET involve an in depth assess-
ment of paraphernalia that the client uses to take
substances, and related emotions and situations
that act as cues. The process of conducting this
assessment may induce craving for the client so
a baseline needs to be taken before commencing
such an assessment. The assessment should be as
detailed as possible as it is important that cues
are meaningful to each individual. For example, the
difference between one type of syringe and another
is likely to be highly significant to the injecting
drug-taker. The client is taught a variety of coping
mechanisms (outlined in Table 26.1 below) before
the actual exposure to cues begins. Once the client
has a good understanding and can practice these
coping strategies exposure sessions can commence.
Sessions typically involve two or three cue expo-
sure episodes, repeating the same cues or adding
new ones. Clients are asked to monitor their craving

Table 26.1 Coping strategies used in CET.

l Passive delay: the client waits out the craving; cravings
naturally dissipate over time.

l Imagining negative consequences of substance use:
personally relevant negative outcomes are used as a focus
to extinguish the cues (for example taking amphetamines
has resulted in admission to hospital).

l Imagining positive consequences of not taking
substances: personally relevant positive outcomes of not
taking drugs/alcohol are used as a focus to extinguish the
cues (for example ‘I would have a better relationship with
my family if I stopped drinking so much’).

l The craving is imagined to be an object, such as a piece of
paper, which can be screwed up and thrown away.

l Imagining engaging in incompatible activities: instead 
of responding to craving by taking the drugs the client
imagines engaging in an incompatible activity for example
going swimming.

l Mastery: the client employs mastery statements that they
can initially use verbally in practice, but that they graduate
on to using as a thought. For example ‘I can beat this’ or
‘Jim stopped, so can I’.

Source: after Monti & O’Leary (1999).
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and self-efficacy at regular points throughout ses-
sions (every two or three minutes is preferable,
every five minutes may be more practical). This self-
assessment allows for evaluation of ongoing crav-
ing and it also gives the client and clinician insight
into strategies that work best. The first one or two
sessions usually comprise exposure to photos of
substances being taken, photos of paraphernalia or
drugs which act as stimuli. Once the client is com-
fortable that they have mastered photos they can
move on to exposure to actual paraphernalia (for
example injecting/smoking equipment or ‘mocked
up’ drugs). The final stages of cue exposure involve
the strongest stimuli, using imagined cues.

Important factors when conducting CET

l Cues must be as realistic and meaningful to the
client as possible.

l Practising mastery of cues in a clinical setting
can lead to the client being able to generalise
their new skills to less supported settings.
Trying to ‘generalise’ skills should be avoided
in the initial stages until the client has gained
greater self-efficacy. As the sessions progress
the client may be asked to practice outside
structured sessions in order to enhance their
level of confidence.

l Throughout CET sessions the client should be
asked not to expose themselves to strong cues.

l CET can be initiated on in-patient units to posi-
tive effect. The additional support that a client
receives outside CET sessions may be very
beneficial in the short term. However, clients
will need to be ‘psychiatrically stable’ to engage
in this therapy.

l Evaluation is an important part of CET. Clini-
cians should keep copious and specific notes on
sessions so that progress can be reflected to the
client as part of a supportive intervention.

l Clinicians may prefer to work in pairs when
conducting sessions in order to aid observations
and feedback to the client.

Conclusion

Clinicians can employ a number of effective inter-
ventions to help reduce the risk of relapse for their

clients. Effective relapse prevention should be
based upon thorough assessment of associated
risks related to drug/alcohol taking and risks of
relapse in mental illness. The interdependency 
of these factors should not be ignored as they 
affect each other significantly. Positive outcomes of
relapse prevention are likely to be related to an 
integrated approach that encourages the client to
take ownership of their drug/alcohol and mental
health problems. A client centred approach is the
best way to encourage self-efficacy for the client
and is likely to raise self-esteem and the belief that
being substance free is achievable and sustainable.
Ultimately though, the success of relapse preven-
tion in this client group is intrinsically linked to the
stability of their mental health.
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27 Educational Development 
and Clinical Supervision

G.H. Rassool

Introduction

The issue of dual diagnosis is one of the most press-
ing concerns facing the substance misuse and men-
tal health fields at the current time. The care and
management of individuals with dual diagnosis
are being poorly addressed and there is reluctance
and resistance from practitioners to become more
involved. One of the aims of the equality frame-
work for the NHS The Vital Connection – An Equality
Framework for the NHS (Department of Health, 2000)
is to recruit, develop and retain a workforce that 
is able to deliver high quality services that are 
fair, accessible, appropriate and responsive to the
diverse needs of different groups and individuals.
This has implications and relevance for workforce
development on ethnicity, mental health and sub-
stance misuse. The challenge is therefore how to
enable existing services to address dual diagnosis
more effectively through capacity and competency
building. Education and training are central to the
long-term strategy to overcome the problems, but
the organisational culture needs to be re-examined.
Resistance by individuals needs to be addressed
through training and clinical supervision. The cen-
tral themes that guide the professional develop-
ment of mental health and addiction nurses, as
specialist practitioners, are based upon their educa-
tional preparation, continuing professional develop-
ment and clinical supervision.

The aims of this chapter are to examine issues for
professional development in relation to education
and training and clinical supervision. In addition,
the types of education and training and those who
need training will be examined. Finally, a frame-
work for dual diagnosis courses at foundation and
advanced level will be presented.

Education and training

Since substance misuse is more likely to be the norm
than exception amongst individuals with mental
health problems, there is a pressing need for mental
health practitioners to develop their knowledge
and clinical expertise in substance misuse in order
to respond effectively to the needs of this group of
patients. It is also acknowledged that addiction
nurses and other professionals need to update their
knowledge on mental health aspects relevant to
working with individuals with dual diagnosis.

Many reports have recommended that profes-
sional bodies in health and social work continue to
design training in the early identification of drug
and alcohol misuse and appropriate referral skills
for professionals working in health, social care 
and the criminal justice system (Rassool, 2002). 
The Department of Health report Working in Part-
nership (Department of Health, 1994) emphasises
that mental health nurses encounter substance use
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problems as part of their workload and recom-
mends that all mental health nurses should be
capable of prevention, recognition and early inter-
vention. The report also states that there is an
urgent need to prepare mental health nurses and
others in the primary health care teams in dealing
with substance misusers.

In the National Alcohol Training Strategy report
(Alcohol Concern, 1994), it is stated:

‘The basic training which is provided for pro-
fessional staff such as doctors, nurses, social
workers and probation officers ensures that 
they are competent in the performance of their
professional role. It does not, however, always
include the competencies required for the early
identification of alcohol misuse, for offering
appropriate response, and for making appropri-
ate referrals where indicated. Professional staff
also need opportunities for post-basic training to
enable them to specialise in work with alcohol
misusers.’

The report on Alcohol Harm Reduction Strategy
(Prime Minister’s Strategy Unit, 2004) stated that at
present there is little training on alcohol issues for
health professionals. Many health professionals
acknowledge that they need more training, and
studies indicate that some do not feel adequately
trained to deal with alcohol-related problems.

The All Party Parliamentary Drugs Misuse Group
report (2000) recommended that 

‘Better training in substance misuse and dual
diagnosis for doctors, nurses, social workers,
probation officers, police and prison officers and
voluntary sector personnel would assist in the
early recognition of the condition and better
accessibility to appropriate treatment provision.’

The recent report of the working party of the
Royal College of Psychiatrists and Royal College of
Physicians (2000) suggested that both addiction
and psychiatric services serve dual diagnosis
poorly and consider that ‘the management of prob-
lem drug and alcohol misuse must become more
central to the training of all mental health profes-
sionals, particularly those working in community
psychiatric services’. There is an urgent need to
increase the availability of training courses on dual
diagnosis at all levels and to ensure access for pro-
fessionals working in both rural and urban settings.

There are recent recommendations from the Health
Advisory Service (2001) and the Department of
Health (2002) Dual Diagnosis Good Practice Guide for
the training and ongoing professional develop-
ment of staff to be prepared adequately to work
with individuals with coexistence of mental health
and substance misuse problems. Furthermore, it is
recommended that each local area should develop
a training strategy to identify the training needs of
all staff and professional groups working in stat-
utory and non-statutory organisations. It has been
argued that a substance misuse component should
be integrated far more extensively into the under-
graduate and postgraduate training programmes
of mental health professionals (Rassool, 1993;
1997a; 1999; Crome, 1999).

However, education and training in substance
use and dual diagnosis have been largely patchy
and limited, and have lagged behind the growth in
service provision. There is evidence to suggest that
mental health service workers lacked the know-
ledge and skills for assessment and treatment of
substance misuse and were insufficiently aware of
the available resources and how to access substance
misuse services (Maslin et al., 2001). Dual diagnosis
is often not picked up by substance misuse or men-
tal health services, indicating needs for improve-
ment in staff training and routine assessment and
recording (Weaver et al., 2002).

Identifying and meeting training needs

Education and training in dual diagnosis, at a local
level, should not be ad hoc but based upon system-
atic planning. Initially, purchasers should develop
an educational strategy with local authorities, edu-
cationalists and providers of services to identify the
target needs and the planning of an educational
programme. It is acknowledged that although 
this process is complex and time consuming, it is
invaluable in the delivery of high quality training
and is service driven. A training needs analysis of
each team or service is of paramount importance
and should be part of a coherent strategy. This 
analysis should focus on the mapping of skills,
experience and attitudes.

The targeted audience for training should be
staff working in community mental health teams,
in-patient services, assertive outreach teams, early
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intervention teams, crisis resolution teams, prim-
ary care, mental health services for older people,
independent mental health projects, accommoda-
tion services, day care services, statutory drug and
alcohol services and independent drug and alcohol
service providers (Department of Health, 2002) and
those working in hostel accommodation, housing,
prisons, health care, probation and others in the
criminal justice system. In effect, all those who
come into contact with dual diagnosis patients,
generic and specialist staff, in both hospital and
community settings. The question here is not who
needs training in dual diagnosis but what kind and
levels of training are required?

Theoretical and skills based training

The needs analysis, including attitude analysis,
would provide an adequate mapping of the the-
oretical content and skills development in each 
team in either substance misuse or mental health
services. Issues raised by individuals, service users
and carers can also form the basis of learning and
teaching activities. Thus, training can be tailored to
meet the individual needs of each part of the ser-
vice, depending on the context and nature of the
staffs’ roles and responsibilities. If effective collabor-
ative working is to take place it will also be import-
ant to learn about the roles of other agencies and the
framework of their assessment and interventions. 
It is important to acknowledge and build upon 
the existing knowledge and competencies of each
team. There is bound to be a mix of skills and experi-
ence in teams, as individual levels of knowledge of
mental health or substance misuse may be variable
within teams. It has been suggested that, where
possible, whole teams should be trained together to
ensure a cohesive approach is adopted and that
team members share an understanding of the the-
oretical basis of the approach so that they can sup-
port each other in their daily work (Department of
Health, 2002).

Core competencies

The goal of education and training in substance use
and mental health problems (Rassool, 2002) would
be to:

(1) Provide an increased awareness and recogni-
tion of the needs of the patients

(2) Enhance the shared care and collaborative
approaches between the different disciplines

(3) Improve the evidenced based intervention
strategies required in dealing with such com-
plex problems

(4) Provide high quality care for those with dual
diagnosis

Training will need to adopt a two-tiered
approach as individuals working within mental
health services will, by definition, need a higher
emphasis on training around substance misuse and
vice versa for individuals working in substance
misuse services (Department of Health, 2002).
Individuals working in mental health services will
need a broad programme, based on needs analysis,
that will include knowledge of dual diagnosis,
drug and alcohol, assessment skills for substance
misuse, risk assessment and management, manage-
ment of substance misuse problems, detoxification
procedures, motivational interviewing, relapse pre-
vention, self-help groups, shared care approach
and care coordination. Individuals working in 
substance misuse services will need training on
knowledge of mental health, assessment skills 
for mental health problems, psychosocial inter-
ventions, pharmacological treatments, medication
management, early warning sign monitoring and
relapse prevention for mental health problems and
mental health legislation.

The following core competencies that are relev-
ant to all staff in all settings have been suggested 
by the Department of Health’s Dual Diagnosis Good
Practice Guide (2002). The core competencies for train-
ing in dual diagnosis are presented in Table 27.1.

The core competencies for staff would need to 
be modified, based on training needs, according to
which part of the service they work in. For example,
staff working in assertive outreach teams will
require intensive training on the assessment,
engagement and management of individuals with
a dual diagnosis, whereas training for in-patient
staff may focus on the detection and assessment of
substance misuse, with less emphasis on longer-
term treatment options.

Inter-agency training has also been suggested to
provide the foundation of the training strategy
(Department of Health, 2002). The aim is to foster
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Table 27.1 Core competencies for training in dual diagnosis.

l Knowledge of dual diagnosis
l Drug and alcohol awareness
l Assessment skills for substance misuse
l Assessment skills for mental health problems
l Risk assessment and management
l Knowledge of the management of substance misuse

problems
l Knowledge of the management of mental health problems
l Engagement skills
l Care coordination
l Motivational enhancement strategies including

motivational interviewing
l Relapse prevention for substance misuse
l Early warning sign monitoring and relapse prevention for

mental health problems
l Mental health legislation

Source: Department of Health (2002).

Table 27.2 Inter-agency training agenda to meet the
following training needs.

l Raise awareness of mental health issues and therapeutic
responses

l Raise awareness of drug-related issues and therapeutic
responses

l Raise awareness of the relationship between substance
misuse and mental health problems

l Challenge negative attitudes and prejudices around both
mental health problems and substance misuse

l Increase staff confidence and reduce fear and anxiety in
relation to working with people with complex needs

l Joint/shared training on assessment and referral
l Knowledge of other relevant services and referral criteria
l Cross-cultural and gender issues
l Accessing users’ views
l Scope and limitations of compulsory powers under mental

health legislation

Source: Department of Health (2002).

closer working alliances between teams, services,
prisons and all agencies, whether statutory or 
independent sector, for mental health and sub-
stance misuse. Considerable effort may be required
in some services to ensure all professional groups
are involved with the training strategy and key rep-
resentatives of each profession need to be involved
with strategy development. This may be done
through a journal club or forum to share informa-
tion about capacity development and to discuss
current working practice and professional bound-
aries. The inter-agency training agenda (Depart-
ment of Health, 2002) is presented in Table 27.2.

Ongoing supervision, continuing professional
development and peer support is vital if training is
to be effective in developing a competent practitioner.

New problem, new danger

One of the training agenda of inter-agency training
is to challenge negative attitudes and prejudices
around both mental health problems and substance
misuse. Despite the magnitude of the problem, and
even when substance use problems are identified,
health care professionals may be reluctant to respond
appropriately due to the lack of adequate pre-
paration and negative attitudes towards substance 
misusers. Social prejudice, negative attitudes and
stereotyped perceptions of substance misusers
(Hanna, 1991; Carroll, 1996; Rassool, 1998; Selleck

& Redding, 1998) and dual diagnosis patients
(Williams, 1999) are widely held amongst health
care professionals and this may lead to minimal
care being given to this population. Overtly self-
abusive behaviour, particularly when it involves
illicit drugs, is dealt with in a suppressive and
moralistic way by many health care workers not
least of all nurses, probably out of a sense of frustra-
tion or inadequacy about their ability to effect any
change (Gafoor, 1985).

Studies support the development of a more posi-
tive and non-judgemental attitude, and confidence
and skills in identifying and working with substance
misuse and related problems may be partly related
to the provision of education and training (Cartwright,
1980; Hagemaster et al., 1993; Rassool, 1993).
However, much professional education and train-
ing reinforces the view that dealing with substance
misuse is the job of a specialist (Rassool, 1993; 2000).
In the case of dual diagnosis patients, the respons-
ibility for health and social care provision is being
shifted from one discipline to another and the ‘dif-
fusion of responsibility’ is all too apparent.

Practice development and clinical
supervision

For the application of theory derived from train-
ing programmes to clinical practices, staff from
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mental health or substance misuse services need 
to be supported by ongoing clinical supervision.
This is an essential element for new ideas to be
embedded in clinical applications and in the devel-
opment of professional competence in clinical 
practice. Addiction and mental health nurses, like
any other nurse specialists, are envisaged to be
autonomous practitioners with professional com-
petence in the delivery of care and accountable to
the clients and the profession. Generally, health
and social care professionals (non-substance mis-
use specialists) feel overwhelmed and deskilled 
in working with substance misusers. It is through
both the process of training and supervision that
the barriers to practice can be eliminated and
confidence in existing skills can be enhanced. 
This is part of the component in transforming the
‘culture and context’ of care for individuals with
coexisting substance misuse and mental health
problems.

Several reports have highlighted the import-
ance of clinical supervision and recommended 
that nurses, midwives and health visitors should
embrace the concept of clinical supervision and
incorporate it as an integral part of their practice
(Department of Health, 1993; UKCC, 1995). Faugier
(1994) argues that, despite increasing recognition of
the importance of clinical supervision, few mental
health nurses have access to skilled, sensitive and
formal supervision. Those who work in a develop-
mental nursing specialty, such as addiction nurs-
ing, have derived a need for clinical supervision
because of the nature of their work within a multi-
disciplinary framework and the multiple roles they
operate (Rassool, 1997b). The reality of clinical
supervision is that it is seldom clear-cut in the con-
text of addiction nursing and substance misuse.
Staff (1997) states that:

‘The opportunity for independent autonomous
working practices in a specialism where the
patient or client group is frequently operating 
in an illegal underworld or subculture is a dan-
ger, and becoming over involved stretches the
boundaries of professional conduct’.

Clinical supervision as a priority for nurses
working with individuals with coexisting sub-
stance misuse and mental health problems can no
longer be ignored.

What is clinical supervision?

The definitions of supervision are many, and are
sometimes based on the nature of the professional
discipline. These definitions are often conflicting
and contradictory and this is augmented by the
negative connotations attached to the concept. 
In its simplest form clinical supervision refers to 
a process of practising, experiencing and reflect-
ing upon clinical practice (Rassool, 1997b; 1998).
Clinical supervision can be seen as a formal process
whereby a worker and an experienced practitioner
meet to examine and reflect on the management of
clients and the refinement of therapeutic skills.

In the context of clinical supervision in nursing,
Butterworth & Faugier (1992) describe supervision
as ‘an exchange between practising professionals 
to enable the development of professional skills’.
This seems to suggest that there must be a formal
way and a logical approach to reviewing one’s pro-
fessional work with a more experienced colleague. 
It has also been described as a formal process 
of professional support and learning that enables
practitioners to develop knowledge and compet-
ence, assume responsibility for their own practice
and enhance consumer protection and safety of
care in complex situations (Department of Health,
1993). Bond & Holland (1998) describe clinical
supervision as regular, protected time for facilit-
ated, in-depth reflection on clinical practice aimed
to enable the supervisee to achieve, sustain and cre-
atively develop a high quality of practice through
the means of focused support and development.
Although the above definitions adequately stress
the importance of personal support, they omit the
wider functions of educative, supportive and 
managerial relationships in clinical supervision as
described by Kadushin (1976).

Purpose of supervision

An important and central focus of clinical supervi-
sion is to enhance the quality of services to clients 
or patients and it is generally acknowledged that
introducing clinical supervision in clinical practice
would provide benefits for both practitioners and
the client.

Barker (1992) argued that clinical supervision is
needed ‘to protect patients from nurses and nurses
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Table 27.3 Approaches to (models of) clinical supervision.

Individual Meeting one to one with a more experienced
clinician acting as supervisor

Peer Meeting one to one with an equally
experienced clinician

Group (led) Meeting as a group with a more experienced
clinician acting as supervisor

Group (peer) Meeting as a group of similar level experience 
with no designated supervisor or group leader

Team Meeting as multidisciplinary clinical team to
address clinical issues, either with or without
designated supervisor

from themselves’. Nurse practitioners, with the
help of clinical supervision, would be able to
develop professional competencies in specific areas
of their work, and with adequate supervision and
support, stress and burnout are reduced. It is
argued that practitioners who are well supported,
up-to-date and professionally aware, as a result of
having access to effective clinical supervision, will
benefit the organisation (UKCC, 1995). Moreover, 
it is stated that supervision has the potential to
reduce litigation and complaint levels (Tingle, 1995)
and supervision correlates with job satisfaction
(Cherniss & Egnatios, 1978). The task of supervi-
sion is not only to develop the skills, understanding
and reflective practices of the supervisee, but may
have other functions depending on the settings.
Kadushin (1976) describes three main roles of
supervision: educative, supportive and managerial.

In the nursing profession it is common to have a
combination of these three roles in dealing with a
supervisee. This may be achieved through the sys-
tem of personal tutorial (educative and supportive)
and clinical supervision (educative, managerial
and supportive). There is also the assertion that 
a good deal of supervision takes place in the 
areas where managerial (quality control function),
supportive and educative considerations all inter-
mingle (Hawkins & Shohet, 1989). In summary, 
the purpose of clinical supervision includes the
maintenance of clinical standards, development 
of professional competence, reducing stress and
burnout and provides support and job satisfaction.

Approaches to clinical supervision

There are many forms of clinical supervision: 
self-supervision, one-to-one, co-supervision, group
supervision and peer supervision. The one-to-one
supervision and group supervision are common 
in mental health nursing and addiction nursing. 
A summary of approaches to clinical supervision 
is presented in Table 27.3.

Self-supervision

This is a form of ‘self-reflecting in action’ that is
important in personal and professional develop-
ment, and can occur in a variety of different 

contexts. This form of self-supervision is valid to
the individual; and the ability to explore our own
thoughts, feelings and actions with self-evaluation
is seen as therapeutic. Self-supervision should
always be accompanied by one or other forms of
supervisory practices. What is essential for all
forms of self-supervision is giving oneself enough
time and also being willing to confront one’s own
ways of working with a healthy ‘internal super-
visor’ (Kagan, 1980; Hawkins & Shohet, 1989).

One-to-one supervision

This is the most common form of supervision that 
is given and received on an informal basis by prac-
titioners in the helping profession. It is acknow-
ledged that one-to-one clinical supervision will
become a model in most branches of nursing, but
on a formal and regular basis. For example, a stu-
dent receives clinical and academic supervision by
one or more supervisors. A clinical nurse specialist
provides clinical supervision to a drug and alcohol
worker.

Co-supervision

As in co-counselling, co-supervision involves two
practitioners. Both practitioners alternate the role
of supervisor and supervisee in providing clinical
supervision for each other. This form of supervi-
sion usually occurs on an informal basis amongst
practitioners working in the community.
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Group supervision

Group supervision is common in mental health
nursing, whereby a supervisor or consultant ex-
ternal to the agency or with a different orientation
is responsible for the facilitation of the group. The
group facilitator negotiates the allotted time with
the supervisee for the presentation of casework.
The consultation group can arrive at formulations
and strategies that provide the group members
with new understanding and action plans.

Geller (1994) asserts that group supervision aug-
ments traditional supervision and is an effective
tool for teaching students about group work; thus,
students are sensitised to group processes as a
medium for growth and change. The advantages 
of group supervision over one-to-one supervision
include: cost effectiveness in terms of time and
money; supportive environment; opportunity to
test out or check emotional and intuitive responses
with other members of the group; receiving feed-
back and input from group members and the 
facilitator; provision of a wider range of life ex-
periences; and use of group and action techniques.
However, group supervision is less likely to mirror
the dynamics of the individual session, and the
dynamics of the group could become a preoccupa-
tion to members, with less time for individual mem-
bers to have supervision (Hawkins & Shohet, 1989).

Peer supervision

Peer supervision is common in substance misuse
agencies in an informal context, where the multi-
disciplinary team shares the responsibility for pro-
viding clinical supervision within a group context.
The potential problems of using only peer super-
vision are that current norms of practice may be 
perpetuated, and the exploration of innovative or
alternative practices is less likely to occur (Devine
& Baxter, 1995). It is argued that peer supervision 
is not recommended for the novice, the newly
qualified practitioner or those who lack adequate
skills and professional competence. In a study by
Benshoff (1993) on peer supervision in counsellor
training, it was found that 70 subjects out of a total
sample of 81 students reported that peer super-
vision had been very helpful in developing their
skills and the understanding of counselling con-

cepts. However, it was also found that subjects who
received peer supervision did not rate themselves
higher on counselling effectiveness than those who
received traditional supervision.

Models of clinical supervision: a review

The model of supervision and supervisory prac-
tices used by supervisors is largely dependent on
their orientation to a particular school of coun-
selling and psychotherapy. Some supervisors
would use an integrated or eclectic model of clin-
ical supervision based on the humanistic, psycho-
analytical, transpersonal and behavioural schools
of psychology. Others would base their super-
visory practices upon the framework and philo-
sophical underpinnings of one particular school 
of psychology.

A number of models of supervision can be
identified in the literature: growth and support
model (Faugier, 1992); interactive model (Proctor,
1991); triadic model (Milne, 1986); multicultural
model (Ramirez, 1991); and integrative model
(Hawkins & Shohet, 1989). Some of the nursing
based literature includes descriptions of clinical
supervision in the psychotherapy mode. Dombeck
& Brody (1995) describe the principles and process
of a model of clinical supervision for psychother-
apy, drawing heavily on Peplau’s (1952) theory of
interpersonal relations and Bowen’s (1978) family
systems theory.

Rich (1993) describes an integrated model of
supervision that identifies basic requirements. In
the organisational context in which it is embedded,
clinical supervision fulfils four functions:

l Facilitating a supportive learning and work
environment

l Fostering staff development
l Providing a means for the professional socialisa-

tion of staff
l Ensuring the delivery of effective client services

The UKCC’s statement on clinical supervision 
also argues that there is no single model that can 
be used in every clinical setting and that local prac-
titioners will need to develop an approach that
suits their particular needs. Powell & Brodsky
(1993) argue that the substance misuse field
requires a model of supervision that synthesises 
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all the (developmental, psychodynamic, skills and
family therapy) traditions into a coherent whole
that reflects the principles and practices specific 
to alcohol and drug abuse counselling. They have
designed a comprehensive, ‘blended’ model, and
offer guidelines for its use with substance abuse
workers and counsellors.

Choosing a supervisor

It is acknowledged that a novice practitioner should
always be accommodated with an advanced 
practitioner, that is, the less experienced should 
be supervised by an experienced and competent
practitioner. Supervisors in nursing and other
health care professions should possess a first 
level registration with the recommended requisite
of attending formal educational preparation in 
clinical supervision. The process of supervision
depends very much on the supervisor and super-
visee’s levels of motivation, development and past
experiences of supervision.

Watkins (1995) reviewed four models of super-
visor development and found that all supervisors
begin in a state of uncertainty, insecurity, anxi-
ety and inexperience. They wrestle with various
issues; progress by means of time, experience and
struggle; and ultimately forge a supervisory iden-
tity and become competent. According to Devine &
Baxter (1995) the nurse supervisor should meet 
the following criteria:

l Receive supervision
l Have some form of preparation
l Be trained or have identifiable skills/qualifications
l Demonstrate facilitation skills
l Be a reflective and proactive practitioner
l Be chosen by the supervisee
l Be willing to give supervision
l Understand the privilege of the position
l Be worthy of respect
l Respect confidentiality
l Utilise research findings

However, it is the supervisor’s skills and the rele-
vance of his/her experience and expertise to the
supervisee that are of prime importance (Kohner,
1994). There are, however, organisational factors
and inherent ambiguities in this managerial rela-
tionship and supervisory situation where conflicts

may inhibit the learning process. The contem-
porary clinical supervision in nursing and allied
professions has focused heavily on the manage-
ment accountability and quality control, with other
aspects in teaching and consultation. The UKCC
(1995) has stated that clinical supervision should
not be an exercise of managerial responsibility 
and managerial supervision, or a system of formal
individual performance review procedures, or
hierarchical. The choice of having a line manager as
supervisor can lead to difficulties, since a conflict 
of interests may arise between the needs of the sub-
stance misuse agencies and the needs of the super-
visee. The UKCC’s position statement on clinical
supervision states that practitioners should have a
say in who acts as their clinical supervisor, and
although the supervisor will normally be a regis-
tered nurse, they may be a clinician from another
profession in exceptional cases. This is applic-
able for addiction nurses as in many community
oriented substance misuse teams, where there may
be only one nurse as a full member of the team.

Perception of addiction nurses

There is an assumption that nurses are generally
inclined to embrace and to receive clinical super-
vision. Hawkins & Shohet (1989) identified inter-
personal, organisational and professional factors
that may cause reluctance to give and receive
supervision. These barriers may be applicable to
addiction nurses and include:

l Previous experience of supervision
l Personal inhibitions
l Difficulties in the supervisory relationship
l Organisational blocks
l Practical block
l Culture of the organisation
l The professions’ being antithetical to supervision

Nurses’ beliefs and attitudes are highly signi-
ficant towards the positive acceptance of clinical
supervision as an integral part of professional prac-
tice. There is a paucity of literature on the attitudes
of nurses towards clinical supervision, and few
studies on the nature of clinical supervision in 
mental health nursing. Pesut & Williams (1990)
administered the Nursing Clinical Supervision
Questionnaire to 61 clinical nurse specialists and
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found that supervision seemed to be highly valued,
although many did not feel well prepared to
assume the role of the clinical supervisor. There
were disagreements on such items as structuring
the supervisory session.

A study was undertaken to explore and examine
the perception of addiction nurses towards clinical
supervision (Rassool & Lind, 2000). An opportun-
istic sample of 40 addiction nurses completed a self-
reported questionnaire: the Clinical Supervision
Perception Questionnaire (CSPQ). A focus group
was also used to elicit further content and themes
regarding clinical supervision. The sample con-
sisted of 22 females (55%) and 18 males (45%); 75%
of the subjects had worked in the field of addictions
for less than five years; 25% of the sample had six or
more years’ experience in addiction services.

The findings showed that 92.5% of the subjects
had a clear understanding of the concept of super-
vision and perceived clinical supervision as distinct
from other support systems. The subjects viewed
supervision as something more than an informal
chat and different from counselling in both its nature
and its process. The type of clinical supervision pre-
ferred by addiction nurses in combined services
(drug and alcohol agencies) and those more experi-
enced in addictions, was found to be the non-
managerial role as described by Kadushin (1976)
and Proctor (1991). This finding is similar to that 
of Bishop (1994) who, in a study of clinical super-
vision with a sample of 534 nurses, also revealed 
a clear preference for the non-managerial type 
of supervision. However, as to the question of
whether managerial supervision was more appro-
priate in addiction nursing the group as a whole
was split evenly, indicating that there may be a
place for ‘managerial’ supervision in both types 
of agencies. It would also appear that one-to-one
clinical supervision was a popular choice with
practitioners. This approach to supervision offers
the potential to meet individual clinical practice
developmental needs without the apprehension of
formal assessment of work performance.

The findings also show that 44% of subjects
working in a single substance agency were satisfied
with the level of supervision they received, com-
pared with only 37.5% of those working in com-
bined services. This raises the question as to whether
addiction nurses in combined agencies required
additional supervision in order to address the more

varied nature of their work. The complexities of
working with those with a dual diagnosis of alco-
hol and drug misuse presented more challenges in
meeting the needs of the client group. In addition,
56% of subjects working in a single substance ser-
vice (drug or alcohol agencies) found managerial
supervision appropriate to their type of work, com-
pared with only 25% of those working in combined
agencies. This may also indicate that addiction
nurses working in combined agencies have differ-
ent supervisory needs compared with those work-
ing in single drug or alcohol agencies. This study
also confirms that the value of clinical supervision
was highly regarded by addiction nurses working
in combined agencies. Supervision was perceived
as an integral part of their nursing practice by 71%
of those working in combined agencies, compared
with only 37% of subjects working in a single sub-
stance agency.

Addiction nurses with more experience in the
field have less preference for their senior manager
to be their supervisor; 70% of subjects compared
with 30% with less than five years’ experience. This
may indicate that the nurses with more experience
require a different style or form of supervision and
also that those experienced nurses who are more
autonomous in their delivery of care require a 
more educative and supportive role from their
supervisor. The focus here is that more experienced
addiction nurses require less monitoring in relation
to balancing the workload, administrative proced-
ures, audit activity and meetings, compared with
less experienced addiction nurses.

In summary, this exploratory study does indicate
that some addiction nurses are receiving clinical
supervision on a regular basis; however, less than
half the subjects were satisfied with the style and
form of that supervision. The study also reveals
different supervision requirements amongst the
different subgroups, for example nurses working
in combined drug and alcohol services, and nurses
who have worked in the field for longer, having
different needs and perceptions of supervision.

Conclusion

In this chapter the emphasis has been on the 
importance of professional development in rela-
tion to training and clinical supervision. If clinical
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supervision is to remain an integral part of the 
lifelong learning process, there is a need to develop
standardised training and clinical standards in
practice. There are few studies that directly exam-
ine the relationships of the supervisee performance
to patient outcomes. There is a need for a shared
understanding of the tasks and purposes of clin-
ical supervision in nursing, especially for those 
undertaking undergraduate professional courses.
Although some form of supervision is grounded in
mental health nursing, it remains underdeveloped
in addiction nursing. Existing models of supervi-
sion, either integrated or developmental models of
clinical supervision, could be adapted to fill the gap
in supervision framework and delivery. It is hoped
that clinical supervision as a developmental activ-
ity, in the substance misuse field, will generate
more research. The focus should be based not only
on the effectiveness of educational programmes
but also on whether improvement of professional
competence, as a result of supervision, has a direct
benefit for the client in the delivery of quality care.

Professional development will always be most
effective when it is part of a strategic plan to create
an organisational learning culture (Rassool, 1997a).
The consequences of lack of adequate education
and training in substance use and misuse, at all
levels, are a self-perpetuating cycle. Where a low
priority is accorded to both policy and educational
development in this area, there is no opportunity
for health and social care professionals to develop
role adequacy. This results in reinforcing the
negative attitudes and the reluctance of health care
professionals to respond effectively to substance
misusers (Rassool, 1993; 2000). It is argued that the
dual development and integration of a substance
misuse curriculum at pre-registration and post-
registration levels should be part of a parallel
process of change (Rassool, 1993). If education and
training in addiction for all health care professionals
is to become a reality, policy-makers, professional
associations, educationalists and clinicians need to
capitalise on the current political climate to focus
on an effective strategy for enhancing substance
misuse education on the professional agenda.
Health and social care professionals have a dis-
sonance between their personal belief (therapeutic
pessimism), and their professional roles. That is,
they think that there is nothing that can be done
or should be done, and feel de-skilled and lacking

in confidence (Rassool, 2000). This statement is
highly significant in working with individuals
with coexisting substance misuse and mental
health problems.

Due to the nature and extent of dual diagnosis, 
a cultural shift is required in many of the para-
digms that have traditionally guided the work of 
health and social care professionals. This cultural
paradigm needs to focus on equality of access to
services, diversity issues, social inclusion, ‘beyond
professional boundaries’, cultural competence and
above all to have therapeutic optimism in dealing
with the complexities of dual diagnosis.
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28
The Role and Competencies 
of Staff in the Treatment of
Coexisting Problems of Mental
Health and Substance Misuse

R. Edwards

Introduction

There is a high prevalence of dual disorder clients
within in-patient mental health services and there
is poor detection, liaison between services and
treatment for this client group. Overall, it is sug-
gested that 50% of individuals with mental health
disorders also have drug and alcohol difficulties 
at some point in their lives, and between a quarter
to a third are currently experiencing difficulties
(Menezes et al., 1996; Graham et al., 2004). The
screening, detection and treatment of dual disorder
are very much ‘core business’ for mental health 
services. It is the single most common complication
of mental illness (Drake et al., 1993), and yet staff
can feel they do not have the skills or confidence to
offer effective treatment. It is acknowledged that
mental health services need to be far more proac-
tive in placing dual disorder treatment central to
the mainstream of mental health service provision
(Department of Health, 2002).

There are two reasons why this area of patient
care delivery needs urgent attention. The quality of
in-patient care generally is poor (Sainsbury Centre
for Mental Health, 2004). There are a number of
contributing factors to this: busy ward environ-
ments, staff shortages, a lack of training and devel-
opment opportunities, poor quality supervision,
uncertainty as to the most effective dual disorder
interventions, and ward structures and routines

that militate against regular one-to-one interven-
tions (Health Advisory Service, 2003).

The aim of this chapter is to highlight the need
for a fundamental shift in the provision of treat-
ment for clients who have a dual disorder in the 
in-patient setting, and to provide a framework to
support change. In addition, an examination of the
organisational barriers that may impact on effect-
ive in-patient dual disorder treatment is presented.
A set of core competencies will be described, which
complement the minimum treatment require-
ments of detection and assessment, engagement,
basic care planning and an appropriate liaison on
discharge. Second, a set of more advanced com-
petencies are described that include psychosocial
interventions. Staff can integrate these into their
treatment provision and use them as a frame-
work for continuing professional development.
Finally, the training implications for delivering 
the above skills and competencies for in-patient
staff are examined and a number of recommenda-
tions are made regarding staff training and 
development.

Barriers to effective care delivery

There are a number of barriers that may impede
effective treatment for clients with dual disorder
within acute in-patient settings: the characteristics
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of the client group, staff skills and attitudes, and the
way that care is organised.

Client characteristics

Patients with a dual disorder can present various
challenges to an in-patient staff team. As a group,
dual disorder clients are often more difficult to
treat, as they have higher levels of physical, social
and psychological impairment than those with 
a single diagnosis. They also present challenges
when engaging in illicit drug use on the ward,
which can be viewed as harmful to both them-
selves and other patients. Studies have shown
higher rates of hospitalisation (Cuffel & Chase,
1994), increased treatment non-compliance (Owen
et al., 1996), increased aggression (Scott et al., 1998),
increased exacerbation of mental health symp-
toms (Shumay, 1994), increased psychotic relapse
(Linszen et al., 1994) and overall an increase in the
use of services (Hipwell et al., 2000). Staff can
become frustrated by the perceived ‘self-inflicted’
nature of the person’s drug and alcohol use and the
negative consequences on the individual’s mental
health.

Some studies have shown a high correlation
between substance use and personality disorder.
The co-morbidity of substance misuse and mental
illness collaborative study, a study of co-morbidity
amongst adult substance misuse and mental health
treatment populations, reported a prevalence of
personality disorder of 37% in the drug treatment
population and 53% in alcohol treatment (Weaver
et al., 2003). There is a risk, however, of diagnosing
individuals as suffering from personality disorder
as a result of behaviours that can be seen as difficult
to manage. Patients often present in crisis, with
behaviours that staff can find frustrating. If ward
based behaviour from a particular client is prob-
lematic, a culture of negativism can develop.

Staff skills and attitudes

The two key barriers that staff report as impacting
upon the delivery of effective treatment to this
client group are a reported lack of knowledge and a
negative attitude towards dual disorder. A training

needs analysis carried out by the Royal College 
of Psychiatrists (Clancy et al., 2001) included staff
from four professional groups (psychiatric nurses,
psychiatrists, social workers and GPs) and found
that ‘55% of the sample reported feeling inad-
equately prepared to work with this client group’.
Staff may feel that they have inadequate know-
ledge when discussing drug use with a person 
who can appear to have a greater understanding of 
jargon, use, effects and consequences of their drug
use. This can be further compounded by an uncer-
tainty as to the most effective treatment response
for this client group. In-patient staff often ques-
tion the legitimacy of their role in the provision of
comprehensive substance use interventions. They
see the stabilisation of mental health symptoms as 
the ‘key task’, and see substance use services as
‘specialist’. This perception that substance misuse
services have greater expertise, coupled with con-
cerns about their own knowledge deficit presents 
a real barrier to treatment.

The ability of staff to demonstrate optimism for
change and the possibility of positive improve-
ments in an individual’s mental and physical health
is fundamental to effectively evaluated treatment
programmes (Drake et al., 1998). Carers report that
it is possible to quickly gauge staff negativity in
dealing with this client population. The stereo-
typical statement from staff is: ‘They get well on
the ward and then use drugs when discharged,
what can you do?’ This can decrease self-efficacy
and, possibly on an unconscious level, result in
withdrawal of the full range of treatment options
available.

Finally, there have been found to be variations 
in attitudes between different professional groups
(Williams, 1999) towards the importance of the role
of drugs and alcohol in causation of mental illness.
This can create tensions within staff teams and 
may facilitate different treatment. If these attitudes
are not recognised and challenged it may impact 
on the ability of the staff team to build a genuine
therapeutic relationship with the individual and
carry optimism for positive change in the future.
Staff support and supervision must allow staff 
the opportunity to present and examine complex 
or difficult case studies; it should be multidiscip-
linary, working within agreed treatment frame-
works and individual client goals.
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Organisational barriers

Organisational barriers often compound the 
barriers experienced by both staff and clients, and
include the under resourcing of in-patient care, 
the structure of in-patient care delivery and poor
organisational policy frameworks (Sainsbury
Centre for Mental Health, 2004). The reduction 
in bed capacity within acute in-patient services 
has increased levels of activity, increasing the in-
patient workload. Within some in-patient services
there is poor support and supervision, an unclear
career structure, and limited opportunities for in-
patient focused training.

The nature of an acute care environment militates
against the sessional nature of many integrated
treatment interventions. The nature and routine 
of acute care, and the need to respond quickly 
and effectively to psychiatric emergencies can
make regular planned care difficult. Therefore, the
challenge facing in-patient staff is how to adapt 
the ward structure and routines to accommodate
sessional treatments. Alternatively, sessional inter-
ventions should be adopted to fit the brief, multiple
contacts of in-patient client interactions. Multiple,
daily interactions could be underpinned by harm
reduction, motivational interviewing and relapse
prevention interventions, within a framework of
specific, planned outcomes. For example, if sub-
stance using social networks have been identified
as a problem for an individual client, this could be
the continued focus of any opportunistic interac-
tions during the course of one or two shifts.

Some in-patient units, recognising the difficulties
of having time for care planning, primary nurse
sessions and effective liaison have implemented
protected engagement time with clients. Wards
have ringfenced two or three blocks of time each
week, when no visitors are permitted, (including
professional workers and carers), no telephone
calls are taken and time is set aside solely for client
centred activities. Another solution is to manage
daily workload planning in a way that protects
one-to-one client work. Effective and innovative
time management can free staff to provide client
centred planned treatment interventions.

The way that mental health services and sub-
stance misuse services have been structured has
also been problematic. Historically, mental health

and substance misuse services have had differing
commissioning demands and treatment philo-
sophies. Substance misuse services have focused 
on opiate treatment in clients who demonstrate a
degree of motivation, whilst mental health services
see clients with alcohol and cannabis related prob-
lems, with a higher degree of ambivalence, requir-
ing a more assertive approach. This can lead to
inter-service frustrations, and a reduction in collab-
orative client work. This has, at best, resulted in
duplication of services and poor communication
between mental health and substance misuse ser-
vices, and at worst, access to services being denied
altogether because of exclusion criteria.

Mental health and substance misuse service 
liaison and integrated treatment planning can 
be improved by developing agreed clear protocols
that highlight service roles and responsibilities,
shared care planning for clients with complex
needs, inter-agency teaching and placements and
nominated link workers. The organisation and
structure of services should be informed by the 
presenting needs of the client group.

Basic core competencies

Dual disorder treatment models have predomin-
ately focused on community programmes. The core
components of approaches that have delivered 
positive outcomes include assertive community
outreach, family interventions, supported em-
ployment, skills training, illness self-management
and cognitive interventions within an integrated 
treatment approach (Drake et al., 2001). These
approaches now need to be adapted for the in-
patient setting.

Engaging with the patient

There is substantial evidence to support the import-
ance of forming an effective therapeutic relation-
ship with clients. The basis of treatment is the 
formation of a collaborative relationship, in which
the clinician, on occasions, has to carry ‘hope’ of
change for the client. As stabilisation with this
client group can be slow, with 10–20% gaining 
stability from their substance use per year, clinicians
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need to take a longitudinal view of treatment. 
As both mental health and substance use are relaps-
ing conditions, the clinician/practitioner needs to
accept that there may be setbacks and be prepared
for them in order to maintain clinical optimism.

The qualities that service users wish to find in
staff are respect, understanding, kindness and 
professionalism in a collaborative framework
(McCann, 2004). These qualities are also identified
in Acute In-patient Mental Health Care (Clarke, 2004),
and include working in partnership, practising eth-
ically, promoting safety and positive risk taking,
and promoting recovery. These are core interper-
sonal characteristics and skills and they underpin
the remaining competencies.

Brief assessment and risk assessment

The quality of full drug and alcohol history taking
for clients with a dual disorder is poor across a
range of clinical settings (Farrell & David, 1988). The
detection of drug and alcohol problems is a vital
step in delivering appropriate treatment. There
should be a high index of suspicion for all indi-
viduals, but particularly those who are young,
male, homeless, have poor family relationships and
repeated hospitalisation, or have a history of dis-
ruptive behaviour (Mueser et al., 1992). Functional
assessment and analysis (Mueser et al., 2003) is
recommended as a framework for the identifica-
tion and treatment planning for clients with a dual
disorder, providing an understanding of the inter-
actions between substance use, mental health and
physical, psychological and social functioning. The
framework for assessment is provided in Chapter 18.

Physical health care

General health screening has been overlooked as
part of the assessment process (Health Advisory
Service, 2003). Drug users often neglect health care
and dental needs, and many are not registered with
a GP. An in-patient assessment is an ideal opportun-
ity to address basic health care needs. The follow-
ing areas could be considered:

l Nutritional needs and possible self-neglect
l Infections due to intravenous drug use

l Blood tests: liver function tests and full blood
count

l Hepatitis B and C, and HIV screening (with
appropriate counselling)

l Hepatitis B vaccinations
l Dental check-up
l Blood pressure

Mental health symptom stabilisation

Historically this is the primary role of in-patient
care, and comprehensive coverage of the inter-
ventions associated with this treatment phase is
available elsewhere. However, it is important for
staff to be aware of the impact of drug and alcohol
use on symptom stabilisation and medication com-
pliance, and therefore staff need to be aware of the
following:

l Possible interactions of prescribed and non-
prescribed drugs, and possible symptom confu-
sion with drug and alcohol withdrawal profiles

l The importance of minimising the prescription
of drugs with a high dependency potential

l The impact of potential side effects of prescribed
medication on medication compliance

l The possibility of ‘self-medication’ to reduce
symptomatology or unwanted side effects of
the medication

l The necessity for the provision of psycho-
educational information to clients and families
in a collaborative approach in order to max-
imise medication compliance

Having the conversation

After the detection of a dual disorder, the clinician
needs to have the skills and confidence to have a
discussion about the person’s substance use and 
its impact on their mental and physical health. At
its most basic, this may be no more than a brief
intervention, the components of which focus on 
the feedback of main issues or difficulties, health
education, harm reduction advice and a menu of
options, with a clear recommendation for change.
Studies have shown that brief interventions in the
in-patient setting can reduce the level of harmful
drinking (Hulse & Tait, 2002).
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To engage the client in care planning regarding
their drug and alcohol use, the following skills and
knowledge are required as outlined in the sections
below.

An awareness of the common drugs used 
by patients

This would include alcohol, cannabis, benzodia-
zepines, heroin, cocaine and crack cocaine, LSD
(lysergic acid diethylamide), hallucinogenic mush-
rooms, amphetamines, ecstasy, anabolic steroids,
khat and nicotine. Staff may feel the patient knows
considerably more about drugs and their effects.
The provision of basic drug information to people
with many years’ experience of using substances
can feel meaninglessness and highlight their own
lack of knowledge; this can result in reluctance by
staff to widen discussions further than ‘drugs have
not been good for your mental health’. It is import-
ant to have access to good quality drug and alcohol
information that presents a balanced view on the
benefits and disadvantages of drug use, if possible
written by service users themselves.

An awareness of the common reasons for drug use

There are many reasons why people use drugs,
and, particularly, why people with mental illness
may use them. A range of factors may need to be
considered:

l The alleviation of unpleasant feelings associated
with their illness, to counteract sedative or side
effects of prescribed antipsychotic medication

l The provision of a social network (to reduce
stigma or increase personal acceptance)

l A vulnerability to use substances, either psy-
chological or social predisposition

l A ‘supersensivity’ to substances, because of a
greatly reduced biochemical tolerance

l An understanding of the relationship between
substance use and mental health

Mueser et al. (2003) suggest that there may be a
common factor that has linked both substance 
use and mental health problems, such as a major
trauma. The mental health problem may be 
followed by substance use problems, or substance
use may trigger mental health problems. Finally, 
a bi-directional model is described in which the

substance use and mental health problems main-
tain each other. Attempting to ‘fit’ the person into a
particular model can detract from understanding
individual need; therefore, it is suggested that a
flexible hypothesis may be more helpful.

An understanding of how substance use impacts
on mental health symptoms

It is important for staff to have basic physiological
knowledge of drug actions, and how they impact
on mood, thoughts and behaviour of the indi-
vidual. Common examples are alcohol acting as a
depressant and cannabis inducing anxiety.

Raising self-awareness in clients

The conversation is a process to help facilitate the
client in the identification of problems associated
with their substance use. One technique for assist-
ing that process is the identification of the person’s
‘relapse signature’, that is, the chain of events that
have led to their hospitalisation, including the role
of their substance use in this. The exploration of
‘early warning signs of psychotic relapse’ can assist
in identifying early changes to thoughts, feelings
and behaviours, and also in isolating events that
may have triggered illness. The pattern of alcohol
and drug use during the relapse process should be
explored. As their mental health deteriorated, what
impact did their drug and alcohol use have on 
their relapse? Why did they use substances? The
identification of the potential benefits, and negative
effects of this, plus the person’s beliefs about their
substance use as part of the process is also useful. It
is important to acknowledge the benefits of some
substance use, and to help identify healthier ways
of meeting those needs. Finally, it is necessary to
explore their use of prescribed medication during
this period of relapse, the perceived effectiveness of
this, compliance and the impact on their relapse.

The setting of treatment goals on discharge

The clinicians agree realistic goals with the clients,
which are underpinned by the principles of harm
reduction. Some clients may wish to attempt ab-
stinence; others may identify ‘controlled’ use as
their goal. Agreed goals can be tested with day or
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overnight leave. Developing an increased know-
ledge base in the following areas will increase 
staff confidence in their exploration of the patient’s
drug and alcohol use; it can often be a shared learn-
ing experience. The clinician is unlikely to be an
‘expert’ in all aspects of the drug lifestyle.

Family and carer involvement

There are several reasons why there should be 
the provision of services to families and carers 
of people with mental health problems. Psycho-
education has been found to be effective (Dixon 
et al., 2001); service users often live with family
members who can play an active role in ongoing
support. Having a carer’s role can be stressful for
family members and this may have a negative
impact on all family members and increase vulner-
ability to relapse (Butzlaff & Hooley, 1998).

Staff need to be able to:

l Invite supportive family members to the ward
and engage them in the treatment process.

l Provide psycho-educational information about
the specific nature of mental health, and drug
and alcohol problems, the principles of man-
agement and how family members can help.

l Assist the family in their ability to solve prob-
lems and develop coping skills, by setting
boundaries, encouraging open communication,
learning early signs of relapse and getting sup-
port for the whole family.

Aftercare, awareness of post-discharge
referral and support

A key role for staff is the preparation, facilitation
and development of a discharge plan that will pro-
vide structure and support to enable the individual
to maintain the stability achieved in the in-patient
setting, and build on the foundations of self-
management. Ideally, meeting new community
workers, making first appointments and begin-
ning new activities should be commenced prior 
to discharge. Providing a comprehensive aftercare
package requires effective liaison with a range of
community based services. The early identification
and referral to community service treatment may

minimise the difficulties of providing a seamless
service. It is important to ensure that both sub-
stance use and mental health needs have been
assessed and provided for. If the allocated care
coordinator is within the mental health domain, it
is important to ensure that the individual’s sub-
stance use needs will be met. Likewise, if substance
use is viewed as the main problem, it is important
to ensure that mental health needs are being met. 
A named worker should be identified, and contact
should be established prior to discharge. This may
require accompanying the individual to the relev-
ant service, or the community worker attending 
the in-patient unit to engage with the client, prior to
discharge. Self-help organisations and groups could
be considered, such as Alcoholics Anonymous/
Narcotics Anonymous. Again, attendance is encour-
aged prior to discharge, so that support mechanisms
are already in place. A crisis plan, with emergency
contacts, should also be part of the discharge plan.

Advanced competencies

An awareness of the transtheoretical model
of change

It is important to assess whether the client views
their drug and alcohol use as problematic, and
whether they wish to change their behaviour.
Developing the necessary level of motivation
required to achieve behaviour change that we may
feel ambiguous about can be difficult. The ‘assess-
ment of the readiness to change measure’ (Heather
et al., 1999) may be helpful in identifying the person
perspective at that moment, but the process of
change is fluid and it should be viewed as a pos-
sible guide only. It may be helpful to view a dual
cycle of change, one relating to substance use and
the other to mental health. Each can operate inde-
pendently, but will often be linked; staff should
assess and facilitate awareness as to where in each
part of the cycle of change the patient may be, and
its potential impact on behaviour change (Law et al.,
2002). In-patient staff should create space for clients
to feel comfortable talking about and exploring
their drug use. It is important that clients feel that
previous lapses and relapses are not going to be
judged negatively, but will be seen as opportunities
to learn and revise future attempts. Developing
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motivational change is enhanced by the clients
themselves highlighting drug and alcohol related
difficulties and staff supporting realistic harm
related goals, building on previous small successes
and making links between poorer mental health
and their substance use. Below is an example of a
more detailed approach in enhancing motivation.

Enhancing motivation: MI and MET skills

Motivational enhancement therapy (MET) is a
more practical application of the client centred
motivational interviewing (MI) approach (Miller &
Rollnick, 1991) that can be used as part of an integ-
rated treatment approach. Its strength is that it can
be used as a three-session, brief intervention that
can be utilised within the in-patient setting. A word
of caution is needed. Although studies broadly
support MI in the population with a dual disorder
(Martino et al., 2000; Baker et al., 2002), the clinician
needs to be aware of the possible implications that
individuals presenting with mental health disorder
may have, when applying both MI and MET inter-
ventions. The underlying principle of increasing
internal dissonance to facilitate change may be con-
traindicated in such individuals. For those who are
vulnerable to stress it may exacerbate psychotic or
neurotic symptomatology.

Therefore, elements of an adapted approach
have been shown to be helpful. Martino et al. (2002)
recommend the following modifications to primary
MI skills: simplifying open-ended questions, refin-
ing reflective listening skills, heightening emphasis
on affirmations, integrating psychiatric issues 
into personalised feedback and decisional balance
matrices (the pros and cons of substance use).
Outlined below is an example of a three-session
MET approach that could be used in an in-patient
setting (Squires & Moyers, 2002). It comprises 
feedback, a decision balance exercise, which links
identified drug and alcohol related problems to an
exploration of client values, and an agreed change
plan.

Session 1: feedback about drink or drug use
behaviour

Levels of use, consequences of use, and risk factors,
such as level of tolerance, age of onset or HIV risk

behaviour might be included. Standardised tools
can provide more objective evidence, for example
liver function tests, the AUDIT or the addiction
severity index (ASI). The feedback can be difficult
for the client, and there is a risk of the individual
denying or minimising the consequences of their
substance use. The MI principle of ‘rolling with
resistance’ can minimise confrontation. The object
of the first session is to increase the client’s aware-
ness of the degree to which substance use is affect-
ing their lives. If possible, a supportive carer should
be present, as studies have shown an increase in
treatment efficacy with such involvement. A sum-
mary should cover the main points raised, reflect
the seriousness of the problem, highlight the per-
son’s strengths and demonstrate optimism for the
possibility of positive change.

Session 2: exploration of personal values and
decisional balance

This exercise is to help the client ‘define’ their true
self-values, which can feel lost or unobtainable. 
The client is asked to list, in as concrete terms as
possible, things that they value for themselves in
everyday life. Values should be placed in order of
importance and then discussed individually. Areas
that might be discussed could include why they are
important, the impact of substance use on values,
raising awareness as to the impact of short-term
behaviour on longer-term value driven goals, and 
a refocusing away from ‘problematic’ behaviour
towards a more rewarding lifestyle.

The second part of the session is the completion
of the ‘good’ and ‘not so good’ aspects of an 
individual’s substance use. The individual lists all
the positive aspects of their substance use first; 
this may include physical, psychological and social
aspects of their lifestyle. This can then facilitate the
identification of disadvantages from the client, so
that they are providing the negative consequences
themselves. The clinician can facilitate an expan-
sion and more in-depth exploration of the ‘not so
good’ things. For example, ‘You said your partner
doesn’t like you when you are drunk; can you tell
me about a time when that might have happened?’
The clinician can help develop discrepancies between
the ‘good’ and the ‘not so good’, and the values and
goals that have been identified. For example, ‘On
one hand, you say that you enjoy drinking because
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it gives you confidence and helps you socialise;
however, on the other you have said you have had
arguments with friends after drinking, which has
upset you and stopped you going out.’ This intro-
duces a discrepancy for the client to consider.

Session 3: developing a change plan

This is the development of an agreed change plan
that is based on an intervention outlined by Miller
et al. (1995). It highlights areas of change and breaks
them down into specific goals.

The following areas are covered:

l The changes I want to make are . . .
l The most important reasons I want to make

these changes are . . .
l The steps I plan to take in changing are . . .
l The ways that people can help me are . . .
l I will know if my plan is working if . . .
l Some things that could interfere with my plan

are . . .

To try to minimise a premature focus on the action
stage in the model of change, this form could record
a number of different agreed actions. It might
simply be to think more about a particular aspect
of use, or in the community, maintaining diaries
that record levels of use and their consequences.
Commitment to the change plan is asked for and the
client should then sign and date their copy.

An awareness of the relapse prevention model

The in-patient environment, away from the usual
daily routine, pressures and substance availability,
is an ideal opportunity to raise awareness of the
cognitive model of substance use, identifying the
person’s own pattern of use and formulating an 
initial relapse plan (Marlatt & Gordon, 1985). The
clinician can explain the events that a person 
may go through that contribute to potential lapse 
or relapse. Linking the thoughts, feelings and
behaviour can be summarised in the following 
five stages and then a plan developed to support
abstinence (Beck et al., 1993; Liese & Franz, 1996):
triggers and high-risk situations, drug and alcohol
related beliefs, automatic thoughts, urges and 
cravings, actively seeking drugs and alcohol. See
Chapter 26 on relapse prevention.

Developing social networks

It is common for clients to feel that their entire 
social network is comprised of friends and acquaint-
ances who use alcohol and drugs. Without some
form of supportive or non-using network clients
are going to find it difficult to reduce their use. 
It is helpful to identify everyone in the client’s
social network and map this out. Then discuss 
the significance of the individuals, their role in the
client’s life, and drug and alcohol use. Individuals
who are identified as being supportive of change
can be highlighted, and, if appropriate, they can be
included in discharge planning. A similar mapping
exercise could be completed for how the person is
going to manage their time. A list of interests and
activities, personal goals, training and occupational
goals can be identified. The ward should have a
comprehensive list of ideas and contact details to
support an agreed plan. A proactive supportive
approach to assist initial contact is important; staff
should assist in telephoning or form filling to facil-
itate engagement. Attending first appointments
before discharge in order to have support in place
can increase social stability.

Skills training for this client group

The cognitive behavioural integrated treatment 
(C-BIT) model (Graham et al., 2004) highlights six
areas where specific skill building strategies could
be introduced. These could include:

l Communication
l Refusing alcohol and drugs
l Strengthening alternative activities/networks
l Money management
l Mood management
l Goal planning and problem solving

Staff need to develop the necessary skills and
knowledge to be aware of the treatment models,
identify particular deficits and teach strategies to
improve them.

Addressing in-patient training needs

The development of knowledge and skills in the
treatment of dual diagnosis needs to have greater
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prominence in pre-registration training. It should
also be part of continuing professional develop-
ment (CPD). Drug and alcohol knowledge and, by
association, dual diagnosis knowledge has been
viewed as a specialism for clinicians to develop 
an interest in if they wish, rather than the major
contributory presentation associated with mental
disorder. There is an urgent need for education-
alists to provide practical, skills based interventions
that newly qualified clinicians can feel confident in
applying within the clinical setting. Two of the
main barriers to training are a lack of availability,
and a lack of time. In-patient staff, and in particular
non-qualified staff, have lower attendance at CPD
training than community based or substance mis-
use staff. Short training packages have been found
to be effective at raising awareness and knowledge,
but poorer at facilitating changes to clinical practice.
Training needs that were identified in the Training
Needs Analysis by the Mears et al. (2001) included
psychological interventions, issues of diagnosis/
classification/recognition, and treatment/manage-
ment issues in general.

Training approaches need to be innovative 
and employ a variety of approaches and styles to
accommodate differing levels of staff knowledge
and needs. Medical staff that are completing the
admission process will have different training
needs from occupational therapists or health care
assistants working with this client group. Ideally,
the whole staff team should undergo a training
module, which would then be supported by ward
based instruction, practice and supervision that
will facilitate actual change to clinical practice. The
development of lead clinicians and link workers,
inter-agency and interdisciplinary teaching, the use
of structured work books to assist practice and 
e-learning could all be considered in the develop-
ment of the workforce.

Conclusion

This chapter is an attempt to highlight core and
advanced competencies and skills for in-patient
staff to consider in the development of providing
more meaningful, focused interactions for indi-
viduals with a dual diagnosis. The list of compet-
encies does not profess to be exhaustive, and some
readers may have different views or preferences. 

It is, however, an attempt to highlight an area that
requires a more comprehensive package of teach-
ing and support, in developing in-patient specific
adaptations of evidence based dual disorder treat-
ments, within ward regimes that enable staff pro-
tected time to deliver these interventions.
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