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Dr Bobby Smyth Co-morbidity and Dual Diagnosis

Overview

Dual diagnosis is also known as “co-morbidity,” which means that a person is suffering from two medical conditions at the same time. The term “Dual Diagnosis” definition is less clear. Narrowly, it can mean the presence of schizophrenia in combination with substance misuse and dependence. Broadly, it means the presence of mental disorders in drug users or substance misuse in the mentally ill.  Co-morbidity in medicine is a common yet important phenomenon. 

Examples of physical co-morbid conditions:

· Depression & Asthma

· Asthma & Pneumonia

· Pneumonia & fractured leg

The links between these conditions can vary from:

· No connection between disorders

· Both disorders having a common cause

· One disorder causing the other

· Treatment of one disorder causing the other

· Second disorder hampering ability to effectively treat the first disorder

· Disorders, although unconnected, having a synergistic effect which greatly increases    handicap and mortality

Psychiatric Disorders

The ICD 10 and DSM IV assessment tools are universally used to establish a psychiatric disorder. With Schizophrenia and the state of psychosis, where a person may experience hallucinations and delusions, they can still be capable of a high level of cognitive functioning. Dr. Smyth used the example of the film ‘A Beautiful Mind’ to illustrate this point. He pointed out that if a person is experiencing hallucinations and delusions, they may still have the cognitive ability to engage in drugs counselling. 

Adult ADHD is a common diagnosis and there are controlled trials taking place in America to test treatments. A lot of the therapy used for ADHD helps with drug use. Adult ADHD is difficult to assess and many psychiatrists aren’t trained in this.

Personality Disorders

Practitioners must separate behaviours which occur independently of drug use or cannot be fully explained by drug use.  People with Antisocial Personality Disorder and Emotionally Unstable Personality Disorder have higher rates of injecting, risk behaviours, depression, social impairment and legal problems. One review of studies concluded that the rate of personality disorders in opiate users could be as high as 79%. However, there is a wide variation in rates due to varying methodologies in research. 

Mental Health Services in Ireland

‘A Vision for Change’ (2006) mental health policy document set out plans to move mental health services from psychiatric hospitals into communities and make services less medical by using cognitive behaviour therapy. The boundaries of catchment areas would be very strict. Unfortunately, the policy document excludes people with substance misuse problems by stating that “The major responsibility for care of people with addiction lies outside the mental health system.” This statement goes against practice and policy throughout the world. 

Psychiatric Services

Referral into psychiatric services is accepted from a medical doctor only, who is usually a local G.P. Emergency access can be gained through hospital emergency departments or through local psychiatric hospitals. The patient is then considered to be under the care of the psychiatrist who assesses them and decides on the treatment that is required. There are two broad treatment options; community or in-patient. 

It is generally accepted that psychiatric services are over reliant on medication treatments and cognitive behaviour therapy is not as available as it should be. Service provision varies from area to area and the funding available for different services is linked to the historical presence of a large hospital in the area. There is often more support in public services but buildings tend to be drab and rundown. 

Becoming an Involuntary Patient 

The Mental Health Act 2001 changed the law in relation to people being treated against their wishes. The criteria for becoming an involuntary psychiatric patient are as follows:

· There must be a mental disorder present (i.e. mental illness, severe dementia, significant intellectual disability).

· Because of the disorder the person is likely to cause immediate and serious harm to themselves or others.

· Or because of the severity of the disorder, the failure to admit the person would lead to serious deterioration and the admission is likely to benefit or alleviate the condition. 

The Mental Health Tribunal

The Mental Health Tribunal is an independent legal entity appointed by the Mental Health Commission to review admission and renewal orders as well as transfers to the Central Mental Hospital. It is made up of a solicitor (chair), a consultant psychiatrist and a person other than a psychiatrist, solicitor, medical doctor or nurse. Each person can be appointed for a maximum of three years.

Mental Illness and Substance Misuse

There is a complex relationship between mental illness and substance misuse which can take the following forms:
· Primary psychiatric disorder with secondary substance misuse

· Primary substance misuse disorder with psychiatric complications

· A concurrent substance misuse and psychiatric disorder

· An underlying traumatic experience resulting in both substance misuse and mood disorders
Using specific substances can cause the following states to be experienced:

	Intoxication mimicking psychosis
	Stimulants, cannabis, XTC,

LSD, solvents.

	Psychotic reactions


	Stimulants, cannabis.

	Flashbacks


	LSD, cannabis, XTC.

	Drug induced relapse


	Stimulants, cannabis.

	Withdrawal states
	Barbiturates, benzos, alcohol.




An audit of treatment attendees on Methadone Maintenance Treatment at the Drug Treatment Centre Board in 2006 found that 43% identified as having a psychiatric disorder at assessment and had been prescribed the following:
• Antipsychotic 15%

• Antidepressant 41%

• Hypnotic 43%

• Benzo 21%
Treatment Models

There are three types of treatment model used when working with clients with a dual diagnosis; Serial, Parallel and Integrated.

Using the Serial model, either the substance misuse or the mental health problem is treated separately and once it is stable, the other is treated. The problem with this model is that it is difficult to identify which issue occurred first.

The Parallel model involves shared care planning between the services treating the mental health problem and the substance misuse. This requires good communication.

The Integrated model proposes that an integrated team of practitioners from mental health and addiction work on the same site with the client. 

Dr Smyth explained that while the integrated model would seem to be the best fit for a client with a dual diagnosis, he feared that this could be end up being a ‘third bunker’ to refer clients into. He told the audience that he believes that the parallel treatment model would be the most effective in the Irish situation and explained that it would be up to practitioners in the two areas to manage this arrangement. 

Conclusions 

There is a lack of resources in mental health services and ‘A Vision for Change’ didn’t help. Some clients with complex needs are difficult to help. In Addiction, services can get better at treating clients with less severe mental health issues. All anyone can do is advocate for their clients but practitioners can make things better for clients in the rest of the spectrum. 
Mental Health disorders increase the risk of substance misuse and vice-versa. Dual diagnosis is very common and the prognosis is poor. There is a need to build up mental health competencies in addiction services. Many psychological approaches used in treating addiction are also used in treating mental illness. There is a need to build up the addiction competencies in mental health services. Good communication between services is the key to treating dual diagnosis but it is not always present.  

Recommended further reading:

Mental Health and Addiction Services and the Management of Dual Diagnosis in Ireland, National Advisory Committee on Drugs

Co-morbidity: Addiction and Other Mental Illnesses, National Institute on Drug Abuse

Guidelines on the Management of Co-Occurring Alcohol and other Drug and Mental Health Conditions in Alcohol and Other Drug Treatment Settings, National Alcohol and Drug Treatment Centre, Sydney, Australia     
Richard Bell

Leads Dual Diagnosis Project: A Multi-Agency Parallel Model

Introduction

In 2002, the first policy on Dual Diagnosis was introduced by the Department of Health. This policy gave responsibility for Dual Diagnosis to mental health services with support from drug and alcohol services. Local implementation of the policy necessitated interagency work which would involve shared definitions and assessment, care co-ordination and the development of local networks. This would lead to convergence in the areas of mental health, substance use, housing and criminal justice and would be linked with the social exclusion agenda. 

Leeds Dual Diagnosis Project

The Leeds Dual Diagnosis Project was set up in 2007 to implement this policy in the Leeds area. Forty services, involved in a broad range of provision from the statutory and voluntary sector began to work together to improve access to treatment and outcomes for people with a dual diagnosis. This multi-agency partnership includes professionals from a range of mental health, drug, alcohol, criminal justice, and housing services.   

Structure

The project involves three main groups:
· The Strategy Group: Senior commissioners from the National Health Service (NHS) and local authority covering mental health and drug & alcohol services. They meet every three months to provide citywide strategic direction for development of dual diagnosis in services across Leeds.
(
· The Working Group: The operational part. Senior managers and senior practitioners meet every two months to implement strategy, project plan and provide consultation. 
(
· Lead Practitioners: All services have at least one lead practitioner whom attends monthly training sessions.
· Other groups include: The wider network, Primary Care Dual Diagnosis Working Group, Regional Group, various link work. 
Definition

As ‘Dual Diagnosis’ can be a confusing term, the first step the project took was to agree on an operational definition of the term; “Dual Diagnosis refers to complex needs arising from concurrent mental health and drug & alcohol problems.” This definition is inclusive of a wide spectrum of mental health problems, ranging from common mental disorders (such as anxiety, depression, PTSD, etc.) through to severe and enduring conditions (such as bipolar affective disorder, schizophrenia, etc.) and is consistent with that proposed by the Department of Health. 
Care Co-ordination Protocol
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Leeds Dual Diagnosis Project developed a joint working protocol agreed by all network partners based on the principle that everyone is responsible to ensure that people with dual diagnosis’ needs are met wherever they present. When a person presents at any of the services, their needs are assessed using common screening tools, the service may support them or use the Pathways Guide (see diagrams below) to engage a service that will better suit the person’s needs. 
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Assertive Outreach

This is a specialist service for people with schizophrenia to help keep them out of hospital by working alongside a harm reduction team. The team works in a supportive environment with people who are motivated to change. 
Network Approaches

A Lead Practitioner is appointed in each service who attends monthly training sessions where cases are discussed; colleagues learn from each other, support each other and network. Events are held for interested parties to meet and network, guest speakers are invited to present on topics of interest, workshops and focus groups are held to solve problems and discuss challenges and issues.  There is a case study framework to identify good practice and ongoing barriers and challenges. These sessions keep dual diagnosis on the agenda. 
There are services involved that deal with children and the Network is trying to bring in teen services because of youth psychosis. Early intervention is best because certain issues can become more severe as children get older. Adult ADHD is an ever increasing problem.
Benefits of Multi-Agency Work

A service evaluation in 2011 identified:

· Improved collaboration between services as well as access to treatment
· An agreed method of working and standardised care reduces gaps between services 
· Improved knowledge of services and referral criteria results in better access to treatment

· Training enhances competencies and skills to support people with a dual diagnosis

· A holistic approach that supports all needs supports recovery
Challenges of Multi-Agency Work

· Changes in national policy, the current economy and spending cuts

· Services restructuring 

· Specific Dual Diagnosis roles are not part of specific job description

· Reluctance to change practice and take on new working practices

· Building trust between services and managing tensions

· Maintaining the network e.g. Staff turnover, services changes, increased work load, ongoing support from managers and commissioners
Essentials for Successful Multi-Agency Work

· Support and buy in from commissioners, services, operational and service managers
· Coherent project plan and strategy with a long term perspective
· Identified lead practitioners
· Formal structures
· Agreed terms of reference for all groups
· Building trust between services and sectors, avoiding a culture of blame.
· Information sharing agreements and care co-ordination
· Identified competencies and support to access training
For more information:  Website: www.dual-diagnosis.org.uk E-mail: richard.bell@st-annes.org.uk  Phone:  0113 2816914

Irish Multi-Agency Work: Tallaght Dual Diagnosis Network

Membership and Objectives

Tallaght Dual Diagnosis network  included staff from; Social Work, Social Care, Probation including the Senior Probation Officer, HSE Outreach, Addiction Services, Community Stabilisation Projects, Mental Health Services and a GP. The objective of the network was to promote good practice and interagency collaboration with a view to supporting people with dual diagnosis.
The network focused on:

· Exploring care pathways through collaborative partnerships between services

· Creating awareness of issues related to dual diagnosis through seminars and workshops

· Exploring protocols which promote information sharing and shared care between services

The purpose of the network was to:

· Raise awareness of dual diagnosis with relevant stakeholders and frontline staff

· Facilitate individual progression and develop sustainable pathways

· Model and practice working in a shared and integrated way with a collaborative view regarding clients’ interest, progression and sustainable independent living

Training

The aim of the network was to work together to deal with chronic recurring clients who had both addiction and mental health problems. The network met and made links with the mental health services and agreed to do a ten week training programme together around dual diagnosis. The Tallaght Local Drugs Task Force invited other workers from the Tallaght area including Gardai and had the training accredited. The training helped build confidence and showed workers how to incorporate mental health and addiction into motivational interviewing with clients. 

Seminars

After the training, many of the frontline practitioners stayed together to manage cases. Presentations were made during seminars to raise awareness of different issues related to dual diagnosis, locally. The network held a seminar on Dual Diagnosis in October 2010 which was well attended by a multi-disciplinary audience including health professionals. The network raised awareness by holding workshops on issues such as housing and addiction for Tier 1 practitioners. The network parted after fulfilling their objectives. Their success was in building good relationships between different services in the Tallaght area, thus making it easier for professionals to contact each other regarding shared clients.

For more information contact: Grainne O’Kane:  E-mail: grainne.okane@doddervalley.ie
Phone:  01 4649300
Irish examples of Multi-Agency Work: NDRIC - Brid Walsh

Overview of NDRIC

The National Drug Rehabilitation Implementation Committee (NDRIC) was established in 2008 to oversee the implementation of the recommendations made in the 2007 report of the Working Group on Drugs Rehabilitation. It consists of multi-disciplinary members from the voluntary, statutory and community sector. NDRIC was established in recognition that no one agency has the range of competencies, expertise of resources to meet the needs of a service user holistically. 

NDRIC are committed to:
· Overseeing and monitoring the implementation of the recommendations in the 2007 Rehabilitation Report
· Development of agreed protocols and Service Level Agreements
· Development of Quality standards framework building on existing standards
· Overseeing case management and care planning processes
· Identifying core competencies and training needs and ensuring that needs are met
Integrated Care Pathway: 5 Steps

1. Screening- Usually conducted in non drug specific services to establish if problem exists and refer on if appropriate
2. Initial Assessment- to establish the nature  and extent of substance use and depending on complexity of case, establish if comprehensive assessment is needed
3. Comprehensive Assessment –if there are more complex needs which may require more than one service (mental health history is part of this assessment) and then match services to the person (ongoing)
4. Development of shared care plan. Usually involving Inter-agency working including the  nomination of key workers in each service supporting the service user and assignment of a Case Manager to co-ordinate the shared care plan in line with the service user’s aspirations
5. Exit – If a service user meets their objectives and wishes to leave service or agency an exit meeting should be planned. If they relapse then the service user should be facilitated to re-engage with the most appropriate service

The range of supports required for an effective, integrated model of rehabilitation: 
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National Rehab Framework Protocols

To support the implementation of National Rehab framework Protocols were developed containing guidelines on:

1. Initial Assessment  (NDTRS) baseline
2. Comprehensive Assessment and developing interagency care plans 
3. Referral between agencies
4. Inter agency Care Plan meetings
5. Gaps & Blocks 
6. Confidentiality and Information Sharing
Gaps & Blocks

The Gaps & Blocks mechanism is a way for projects to report problems within the NDRIC process. It follows the following steps:
(a) The Keyworker/Case Manager will try to resolve the problem 
(b) Rehab Coordinator will meet with the Keyworker/Case Manager 
(c) Treatment and Rehabilitations subgroup will try to solve it
(d) Finally if it cannot be resolved it is escalated to NDRIC for response
Example: A number of Gaps & Blocks came to NDRIC regarding loss of benefits (Lone Parent and Disability) for Special Status CE participants and more recently Gaps & Blocks regarding Dual Diagnosis (Dublin North East Pilot). The Gaps & Blocks mechanism is a good way to resolve issues within multi-agency working and parallel treatment for clients with a dual diagnosis.
Challenges Emerging from 10 Pilots involved in Multi-Agency Work:
1. The HSE clinical teams are not formally engaged in all pilot sites. HSE leadership is seen as critical to successful roll out across Ireland following the pilot evaluation

2. In areas where there has not been a culture of formalised shared care planning this is a considerable change in practice which needs to be supported and may need more capacity building.

a) Pilot  sites report challenges for frontline workers with  aspects of conducting comprehensive assessments (mental health,  child welfare/protection in particular are reported to be problematic) 

b) Monitoring of care planning processes by managers/team leaders through case supervision needs to be supported. 

c) Assignment of case managers when probation or social workers are involved with the client 

3.    There is no standard agreed mechanism of capturing care plan progression in place. The need for nationally endorsed electronic client information systems is seen as a useful approach to helping with this

4.     Sites cite the need for dedicated HSE Rehabilitation Coordinators with authority to facilitate the work in a standardized way as part of an overall governance structure as outlined in the 2007 report as critical to successful national rollout and sustainability

5.     For national agencies such as Probation it may be more appropriate to be inducted into framework from a whole agency approach and have this communicated to all areas from national management team (engaged in some areas and not in others) 

6.     Information sharing between statutory and voluntary services is cited as a problem sometimes.

For more information contact: Brid Walsh E-mail: bridowalsh@hse.ie Phone: 086-8074726
To download NDRIC Framework and Protocols: www.hse.ie/go/ndric
 Dublin North East Drugs Task Force Pilot Site: NDRIC and Dual Diagnosis  - Marie Scally

Overview

In March 2011, seven projects along with the Task Force agreed to pilot NDRIC in Dublin North East. They looked at existing services and incorporate a four-tier model approach, underpinned by an appropriate clinical governance regime. They started with fourteen clients and now work with twenty-one. 

Challenges:

· Problems with the definition of case management
· Identifying the case manager
· Negativity about the process
· Taking on extra workload
Dual Diagnosis

Two clients with a dual diagnosis are stable in recovery. Both had mental health issues in the past, linked in with addiction services but needed more support and had housing difficulties. While key-working did respond to the clients’ needs, it was difficult for key workers to know the boundaries; when and how to link in with other services.  
For more information contact Marie by: E-mail: Mariedne@gmail.com
Comments from the Floor

· Parallel Treatment doesn’t work in this country.

· Methadone users in HSE clinics are not being assessed for dual diagnosis. 
· Psychiatric services are limited and there have been reductions to services. 
· GPs are sympathetic but say there is nowhere to send clients. 
· There is a protocol in some psychiatric services against taking people in if they are on methadone. 
· Some clients have to give false addresses for people to be seen by psychiatric services because of the strict catchment area policies. 
· In the 90’s people weren’t able to access methadone but that changed so this can change as well.
· There is a lot of adult ADHD amongst clients. Trinity Court had a programme for this but clients have to get funding for private assessments. 
· There are cases of eating disorders which are hidden by addiction. There are also instances of self-harm among clients. 

· There are mental health issues with young people who are not using opiates but using other drugs. Adolescent mental health services are lacking. 

· There is education needed around ADHD. Young people are falling through the cracks by leaving education and moving on to drugs.
· There are cases where Pieta House won’t deal with people on methadone because they say that they cannot access the feelings needed to engage in psychoanalysis. 
· People are using benzos to self-medicate but cannot detox because there are so few detox beds. This is a huge block in their progress.      
· There are no services to set up a network. The gap is the HSE at the end, even with inter-agency work.
· It would be helpful to bring people together for up-skilling. Better services need to be provided.
· There is an expectation of the HSE to be a catch all, the HSE are also responsible for homeless services and intellectual disability and are pulled in many directions. 
· Mental health is everyone’s business and it has to be minded. We all have skills and it is about coming together. 

· There is a Mental Health network in the North Inner City.  It is at a local level and they pull in to make connections, share resources and knowledge and to promote good mental health. For more information contact:  Gillian.Smyth1@hse.ie
1

