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Excessive consumption of alco-
hol and use of psychoactive
substances among patients

with severe mental illness are of in-
creasing concern worldwide. Esti-
mates from surveys of clinic popula-
tions in Britain suggest that as many
as a third of patients with severe
schizophrenia and other psychoses
also abuse alcohol and that 16%–20%
have problems with abuse of or de-
pendency on illicit drugs (1–4). Pa-
tients with these comorbid conditions
experience more severe symptoms of
illness and higher rates of relapse
(5,6), aggressive behavior (7), and sui-
cidal thoughts and actions (8). Health
care costs are among the highest for
any psychiatric disorder (9).

Although there is widespread agree-
ment that people with co-occurring
disorders constitute a very needy pop-
ulation, there is also considerable pes-
simism about the efficacy of treat-
ment. Typical programs that involve
sequential or parallel efforts to man-
age the mental disorder and the sub-
stance use disorder are generally re-
garded as ineffective (10), leading to
calls for integrated approaches in
which management of both types of
disorder is provided by a single service
that brings together some of the tech-
niques and skills of motivational inter-
ventions to reduce substance abuse
with medical and psychological inter-
ventions for the management of psy-
chotic symptoms (11). Some evidence
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tegrated treatment for co-occurring disorders provided by nonspecial-
ist mental health staff produced significant improvements in symptoms
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additional cost. (Psychiatric Services 59:276–282, 2008)
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has been found for the superiority of
such integrated treatment compared
with sequential or parallel approaches.
However, this evidence is drawn from
comparisons with “usual care” rather
than by direct head-to-head compari-
son with either alternative implement-
ed to a quality standard. A meta-analy-
sis concluded that methodological
weaknesses of existing studies mean
that no firm conclusions can be drawn
(12). Since this meta-analysis was pub-
lished, three interventions involving
treatment provided by expert thera-
pists have been reported (13–15), al-
though the generalizability of such in-
tensive interventions to routine set-
tings is yet to be determined.

In summary, there is at least a
prime facie case for integrated treat-
ment approaches, and these are, in-
deed, national policy in England (16).
In the study presented here, we set
out to investigate whether case man-
agers on community mental health
teams could be trained to deliver an
effective intervention for patients
with severe mental illness and a co-
morbid substance use disorder. In a
previous article we reported that the
intervention was no more effective
than conventional community treat-
ment, with both groups showing
some reduction in substance use (17).
This article reports the findings of the
secondary study outcomes of psychi-
atric disorder, social functioning,
quality of life, satisfaction with servic-
es, and service costs.

This study tested the hypotheses
that compared with patients who re-
ceived standard care, patients who re-
ceived the intervention would report
a reduction in the severity of psychi-
atric symptoms and improved social
functioning, quality of life, and satis-
faction with services. We also hypoth-
esized that they would have lower
service costs.

Methods
Study context and design
The study was conducted in communi-
ty mental health services in the Lon-
don boroughs of Southwark, Lewis-
ham, Lambeth, and Croydon. These
boroughs constitute a socially deprived
and ethnically diverse inner-city area
of London, with a population of some
1.5 million adults of working age. All

mental health services for the bor-
oughs are provided by a single organi-
zation, the South London and Mauds-
ley National Health Service Trust.
Community mental health services are
provided through well-established
multidisciplinary teams, each serving a
geographically defined sector and pro-
viding assessment and continuing care
to all adults with severe mental illness
between the ages of 18 and 65 years.
All British community mental health
teams provide clinical care for severe
mental illness through clinical case
managers who come from a variety of
professional backgrounds; most case
managers are from the nursing field,
but the group also includes social
workers and occupational therapists.
The case managers provide counsel-
ing, monitor mental state, supervise
medication, and arrange and coordi-
nate a variety of interventions, such as
assistance with daily living tasks, hous-
ing, and finances. On average, there
were seven case managers on each of
the teams studied; the number varied
according to the size of the patient
population served by that team. All
teams also include psychiatrists and
access to clinical psychologists. Al-
though many case managers have had
some training in substance use disor-
ders as part of their general profes-
sional education, the usual manage-
ment of substance abuse at the time of
the study was by referral to a separate
substance dependency service, and
there were no substance abuse special-
ists on the teams.

Approval for the study was obtained
from the relevant research ethics com-
mittees. The study was carried out be-
tween 1999 and 2003. It employed a
cluster-randomized controlled trial de-
sign with clinical case managers as the
units of randomization. The process of
recruitment was as follows: the clinical
records of all patients known to case
managers were first examined to iden-
tify patients with a clinical diagnosis of
schizophrenia, schizoaffective disor-
der, or other nonaffective psychotic ill-
ness (ICD-10 codes F20–F29) or
bipolar affective disorder with psy-
chotic symptoms (F31). These pa-
tients were then screened for sub-
stance use by using the Clinician Alco-
hol and Drug Use Scales (18). All pa-
tients who met both the ICD-10 diag-

nostic criteria and the screening crite-
ria for abuse of or dependence on at
least one substance were included in
the trial. After research ethics approval
was obtained for the study, case man-
agers from each team were randomly
allocated by an independent statisti-
cian to the experimental or control
condition; patients with co-occurring
disorders were automatically assigned
to their case manager’s group.

The experimental intervention.The
experimental intervention comprised
training and supervision of case man-
agers in the assessment and manage-
ment of co-occurring disorders. The
training was developed from a well-es-
tablished course run at the Institute of
Psychiatry based on a four-stage mod-
el—engagement, building motivation,
active treatment, and relapse preven-
tion—that draws upon elements of
motivational interviewing and cogni-
tive-behavioral strategies (19,20). The
training for case managers covered ba-
sic drug and alcohol awareness (symp-
toms, signs, patterns of use, effects,
and so forth), comprehensive assess-
ment, motivational strategies, manage-
ment of resistance, problem solving,
active treatment options, and relapse
prevention. Using role play, case man-
agers worked through a series of moti-
vational interviewing techniques and
principles, including decisional bal-
ance, readiness to change, goals, and
roadblocks. They were encouraged to
consider the motivational states of
their clients and tailor their therapeu-
tic responses accordingly. These tech-
niques were modified for use with
people with severe mental illness by an
emphasis on providing a simple and
clear introduction to each therapy ses-
sion in the form of an agenda, as well
as an emphasis on the importance of
repetition and paraphrasing, written
records for the service user to keep,
reminders about what had been dis-
cussed, and keeping the pace of thera-
py appropriate to the needs of the per-
son. The trainees presented a current
case in order to link the course content
to practice and unite all the themes.

The training was delivered one day
a week for five weeks. An instruction
manual for therapy was provided that
contained detailed descriptions of the
interventions and further reading on
each topic. After completing the
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course, case managers received an
hour of supervision with the trainer
each week for all 18 months of the
study. Supervision was focused on
each case manager’s patients with co-
occurring disorders and on reviewing
ongoing therapy and rehearsing and
monitoring interventions. The super-
vision provided both “top-up” train-
ing and a check on the implementa-
tion of the intervention.

The comparison intervention. The
intervention group was compared with
a group that received standard care
with no specific support or supervision.
Although case managers in the com-
parison arm of the study did not re-
ceive specialist training or supervision,
they were all experienced clinicians
and were not discouraged from follow-
ing good practice guidelines or from
setting goals involving patients’ sub-
stance misuse. Precautions were taken
to minimize contamination of informa-
tion between experimental and control
staff by asking them not to share details
of the training and by avoiding the
transfer of patients between case man-
agers in the two arms of the trial.

Measures
Research staff who were independent
of the intervention gathered data
from hospital records, interviews with
patients, and interviews with case
managers.

Symptoms of mental illness were
measured by using the extended ver-
sion of the Brief Psychiatric Rating
Scale (BPRS) (21). We report BPRS
total scores and scores for subscales
that were based on a factor analysis of
the BPRS in a homeless dual-diagnosis
population (22).

Drug and alcohol consumption and
associated problems during the past
month were assessed by use of the
Maudsley Addiction Profile (23), the
Alcohol Use Disorders Identification
Test (24), and the Dartmouth Assess-
ment of Lifestyle Instrument (25).
Quality of life was assessed by the
Manchester Short Assessment of Qual-
ity of Life (26). Service satisfaction was
measured by the Client Satisfaction
Questionnaire (27) and the Treatment
Perceptions Questionnaire (28). Social
functioning was measured with the
Life Skills Profile (29). Need for care
was assessed by use of the Camberwell

Assessment of Need Short Assessment
Schedule (30).

These measures were repeated at
the 18-month follow-up. It was not fea-
sible to conceal from research staff the
group allocation of case managers and
their patients.

The Client Service Receipt Invento-
ry (31) was used to collect service use
data for the six months before baseline
and the 18-month follow-up period.
Inpatient data were collected for the
18 months before both interviews. Ser-
vice costs, including costs related to
health care, criminal justice involve-
ment, and incarceration, were calculat-
ed by combining the service use data
with nationally applicable unit cost in-
formation where this was available. To-
tal costs were calculated by multiplying
six-month costs by three and adding
this sum to the inpatient costs.

Analysis
The study design was a cluster-ran-
domized controlled trial. The sample
size was calculated on the basis of min-
imum clinically important changes in
three outcomes using a 5% signifi-
cance level and 80% power: first, a
30% reduction in bed-days based on a
previously determined mean of 45±30
days; second, a reduction from 80% to
60% in the fraction of patients who
were still abusing alcohol or drugs at
follow-up; and third, an increase of
.5±1.3 in the mean compliance score
of patients receiving the intervention.
(Possible scores on the compliance
measure range from 1 to 7, with high-
er scores indicating better compli-
ance.) The pre-post correlation was as-
sumed to be .5, the intraclass correla-
tion within case managers was as-
sumed to be .02 (design effect of 1.08
for five patients per case manager),
and the dropout rate was assumed to
be 20%. On the basis of these meas-
ures, the largest sample size of 44 key
workers and 220 patients was adopted.
In practice, the number of patients re-
cruited was 235, and they were associ-
ated with 79 case managers.

The analysis was carried out using
Stata 8.0 (32). Estimates of interven-
tion effects on all outcome scores
were obtained by linear regression
analyses by using the relevant base-
line score as a covariate and robust
standard errors to adjust for the effect

of clustering on case managers (that
is, to adjust for the fact that patients
were “nested” within the case man-
agers). For total service costs, the dif-
ference between the two groups was
tested for significance with use of a
bootstrapped regression model.

Results
A total of 79 case managers partici-
pated in the study. Two worked part-
time and shared a single position, and
they were randomly assigned to a
condition as a single unit. Forty case
managers were randomly assigned to
the experimental group, and 39 were
assigned to the comparison condition.
Case managers in this study were typ-
ical of those found on most English
community mental health teams.
They came predominantly from a
nursing background (50 of 79, or
63%). A third of the case managers
held a degree-level qualification (that
is, beyond the equivalent of a bache-
lor’s degree). Half were women (39
case managers, or 49%), and 47
(59%) had been qualified for five
years or more. All had experience
working with patients with severe
mental illness, and a third had re-
ceived some previous training in
managing substance use disorders.

Only 72 of the 128 patients in the in-
tervention group (57%) and 72 of the
105 patients in the comparison group
(68%) retained contact with the same
case manager throughout the study.
New case managers who replaced in-
tervention staff were provided with
the same training and joined existing
trainees for ongoing supervision.

There were 1,560 patients on the
case managers’ caseloads, of whom
1,271 had a diagnosis of a psychotic ill-
ness and 236 met criteria for co-occur-
ring disorders. Three patients were ex-
cluded at this stage because their care
was shared by two case managers who
had been randomly assigned to differ-
ent groups, and one patient in the in-
tervention group was excluded be-
cause he had been mistakenly identi-
fied as meeting the inclusion criteria.
Of the remaining 232 patients, 127
were with case managers in the exper-
imental condition and 105 patients
were on the caseloads of case man-
agers in the control group.

At the 18-month follow-up, two pa-
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tients from the experimental group
and one from the control group had
died. Of the remaining patients, 84 in
the experimental group and 75 in the
control group were still in regular
contact with the original team, 12 pa-
tients in the experimental group and
ten in the control group had been
transferred to another team, and 18
in the experimental group and 15 in
the control group had been dis-
charged. We were unable to trace the
whereabouts of 16 patients (nine in
the experimental group and seven in
the control group). Follow-up out-
come information from case notes
was available for 113 patients in the
experimental group (98%) and 98 pa-
tients in the control group (93%). In-
terview-based assessments, which
constituted the bulk of data in this re-
port, were available for 77 patients in
the experimental group (62%) and 77
patients in the control group (74%).

Details of the classification and pat-
terns of substance use have been pub-
lished elsewhere (33). Most patients
were men (110, or 87%, in the exper-
imental group and 85, or 81%, in the
control group). Most patients were
single (109, or 86%, in the experimen-
tal group and 87, or 83%, in the con-
trol group), and most were unem-
ployed (119, or 94%, in the experi-
mental group and 97, or 93%, in the
control group). Self-reported ethnici-
ty of patients in the intervention
group were white (United Kingdom
or Ireland), 55 patients (43%); black
(African, Caribbean, or British), 57
patients (45%); Asian (Indian, Pak-
istani, or Chinese), four patients (3%);
and other, 11 patients (9%). For pa-
tients in the control group the figures
were white, 64 patients (61%); black,
34 patients (32%); Asian, four patients
(4%); and other, three patients (3%).
A majority had a main diagnosis of
schizophrenia, schizoaffective disor-
der, or delusional disorder (113, or
89%, in the experimental group and
95, or 90%, in the control group).
Most also had a lengthy history of con-
tact with mental health services; more
than 70% of all patients had had con-
tact for more than five years.

The two groups of patients were
very closely balanced in terms of
these demographic criteria, with the
exception that fewer participants in

the experimental group were from a
white ethnic background. Among
these 232 patients with co-occurring
disorders, the most commonly used
substances of abuse were alcohol and
cannabis (alcohol only, 77 patients, or
33%; cannabis only, 52 patients, or
22%; both, 29 patients, or 13%; stim-
ulants, 55 patients, or 24%; all other
drugs, 19 patients, or 8%).

Adverse events
Violent and severe threatening be-
havior to others (defined as threaten-
ing with a weapon or making repeat-
ed threats to kill or severely harm)
were reported by a quarter of the pa-
tients. Acts of violence were suffi-
ciently severe for the victims to re-
quire hospital inpatient care in one
case in the control group and two cas-
es in the experimental group.

At the follow-up assessment, four
patients in the control group and three
in the experimental group reported
that they had harmed themselves since
the initial assessment. Two partici-
pants in the control group made an at-
tempt of sufficient severity for them to
require general hospital admission.

Rates of homelessness in each group
were substantial; 23 patients (22%) in
the intervention group and 14 patients
(14%) in the control group had at least
one episode of homelessness lasting a
month or longer.

Clinical outcomes, satisfaction,
and health service costs
Alcohol consumption fell from a
mean±SD of 4.8±7.2 units a day at
baseline to 3.5±5.6 units a day at fol-
low-up in the experimental group and
from 7.2±16.6 to 4.4±7.4 units a day
in the control group. However, the re-
ductions in alcohol use were not sta-
tistically significant. For cannabis and
other drugs, data on amounts con-
sumed were collected and converted
to a total monetary value on the basis
of current street values of each drug
in South London at the time of the
study, as estimated by a local drug
treatment service. Differences be-
tween the two groups in cannabis use
were not statistically significant.
Monthly costs for drugs other than
cannabis fell from £144±1,023 to
£33±154 in the experimental group
and rose from £110±333 to £124±470

in the control group, but these differ-
ences between groups in monthly
costs were not statistically significant.

Although the reduction in sub-
stance use was not significant at fol-
low-up, patients in the experimental
group had significantly lower BPRS
scores at follow-up than did partici-
pants in the comparison group (Table
1). The significant difference was ob-
served for psychotic symptoms and
for symptoms of anxiety and depres-
sion, and the difference remained sta-
tistically significant after the analysis
adjusted for baseline values. As not-
ed, the ethnic background of the two
patient groups differed at baseline;
however, including this as a further
covariate in the regression model
made little difference in the results.
Even in this analysis, the intervention
group continued to have significantly
lower symptom scores than the com-
parison group (β=–3.7, 95% confi-
dence interval [CI]=–6.8 to –.65).

Although patients in the interven-
tion group reported fewer unmet
needs for care at follow-up, no differ-
ences between groups were found in
terms of case managers’ assessments
of social functioning. In both groups
most patients reported moderate sat-
isfaction with care.

No major differences were found in
the proportion of patients in each
group who used specific services
(Table 2). Around four-fifths of pa-
tients had contacts with community
mental heath nurses, and similar pro-
portions were using medication for
their symptoms. More than half the
patients had seen a psychiatrist in the
preceding six months, around a third
had seen a social worker, and a third
had contact with a general practition-
er. A relatively large proportion of pa-
tients in both groups had contact with
police. Inpatient psychiatric care was
used by more than 40% of patients
overall. The 18-month costs, which
were dominated by inpatient care,
did not differ significantly between
the two groups. Per-person costs
were £1,033 higher for the interven-
tion group (bootstrapped 95% CI=
–£5,568 to £6,734).

To explore trends toward greater
effectiveness of the intervention
among those who had received it as
intended, these analyses were repeat-
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ed including only patients who re-
ceived the integrated co-occurring
disorders treatment from the 33 case
managers who had fully completed
training and the 85 persons in the
“true” control group—that is, who re-
mained with the same control group
case manager throughout the study.
However, the results of these analyses
did not change any of the outcomes
discussed in this article.

Discussion
This study investigated the effective-
ness of a pragmatic intervention
aimed at providing an integrated in-
tervention for persons with severe
mental illness who had a co-occurring
substance use disorder. The study was
conducted in a routine clinical setting
typical of inner-city mental health
services in England. It tested an in-
tervention that had the potential to be
widely disseminated, in line with cur-
rent policy recommendations (16).
Although the study did not find that
the intervention had a significant im-

pact on substance use at the 18-
month follow-up, a modest effect was
found on the co-occurring psychiatric
disorder. BPRS scores at follow-up
indicated greater improvement in the
intervention group compared with
the control group. The difference in
improvement in psychiatric symp-
toms among participants in an inter-
vention targeting both mental illness
and substance use was also observed
in the Manchester study (13) and in
an integrated intervention that com-
bined medication monitoring and
cognitive-behavioral treatment for
patients with bipolar disorder (34).

The improvement in symptoms
may well reflect a genuine therapeu-
tic effect; trained case managers re-
ported greater therapeutic optimism
and may have been more persistent in
their efforts, as reflected in the
greater reduction in unmet need for
care. Furthermore, although we did
not find a statistically significant dif-
ference between groups in substance
use, confidence intervals were wide

and thus included the possibility of an
effect in either direction. This obser-
vation echoes the findings of several
other evaluations of integrated treat-
ment for co-occurring disorders that
also failed to demonstrate a consis-
tently clear benefit (35,36). Finally, in
the only other British study to exam-
ine the effectiveness of training an
entire team in an integrated interven-
tion for co-occurring disorders, Gra-
ham and colleagues (37) used a non-
randomized longitudinal design to
compare patient outcomes before
and after team-based training. Train-
ing was provided for three teams im-
mediately and replicated in two other
teams after an 18-month delay. Pa-
tient outcomes were modest, and im-
provements were equal for patients of
the intervention teams and those in
the comparison group in which teams
received delayed training.

Although our study has the advan-
tage of testing an intervention that
could be readily applied in routine
health care settings, a number of limi-
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Clinical characteristics at baseline and 18-month follow-up of patients with severe mental illness and a co-occurring 
substance use disorder, by whether their case manager received training in management of co-occurring disorders 
(intervention) or did not (control)

Baseline Follow-up

Intervention Control Intervention Control
(N=124) (N=104) (N=109) (N=97)

Adjusted
Measure M SD M SD M SD M SD differencea 95% CI p

Symptomsb

Thinking disorder 8.4 4.2 8.7 4.1 7.0 3.3 9.0 4.4 –1.90 –3.1 to –.7 <.001
Hostility-suspicion 5.1 2.6 5.2 2.6 3.9 1.8 4.9 2.3 –.90 –1.3 to –.4 .01
Anxiety-depression 9.6 4.6 10.3 5.3 8.7 4.0 10.8 4.8 –1.80 –3.7 to –.4 .01
Anergia 7.2 3.9 7.2 3.5 7.3 3.8 7.2 3.5 .08 –1.1 to 1.2 .88
Activity 7.4 2.6 7.3 2.7 7.3 2.6 6.8 2.6 .44 –.5 to 1.4 .34
Total score 40.5 11.3 41.1 11.3 37.0 9.8 41.6 11.2 –4.20 –7.3 to –1.2 <.001

Need for carec 8.2 3.1 7.8 2.8 6.8 3.4 7.5 3.1 –.84 –1.6 to –.04 .04
Social functioningd 112.4 17.6 113.5 16.6 121.0 16.3 120.5 15.8 1.31 –2.4 to 4.9 .49
Quality of lifee 53.8 10.9 48.7 13.7 53.4 12.1 50.0 12.8 .62 –3.8 to 2.9 .79
Treatment satisfaction

CSQf 23.5 5.7 22.8 6.5 23.5 6.5 23.4 6.3 –.99 –3.3 to 1.3 .39
TPQg 20.1 8.6 20.1 7.4 21.5 .8 21.1 .75 .68 –2.1 to 3.5 .62

a Difference between the intervention and control groups at follow-up adjusted for baseline scores
b As measured by the Brief Psychiatric Rating Scale. Possible total scores range from 19 to 133, with higher scores indicating more severe symptoms.

Possible scores on the subscales range from 5 to 35, except for the hostility-suspicion subscale, which ranges from 3 to 21.
c As measured by the Camberwell Assessment of Need Short Assessment Schedule. Possible scores range from 0 to 22, with higher scores indicating

more needs.
d As measured by the Life Skills Profile. Possible scores range from 39 to 156, with higher scores indicating better functioning.
e As measured by the Manchester Short Assessment of Quality of Life. Possible scores range from 12 to 84, with higher scores indicating greater sub-

jective quality of life.
f Client Satisfaction Questionnaire. Possible scores range from 1 to 32, with higher scores indicating greater satisfaction with care arrangements.
g Treatment Perceptions Questionnaire. Possible scores range from 0 to 40, with higher scores indicating greater satisfaction with treatment.



tations deserve special mention. First,
although the investigators were inde-
pendent of the training or clinical serv-
ice, they were not blind to patients’ in-
tervention or control group status at
follow-up and thus it is possible that
the positive outcomes that were de-
pendent on observer judgment could
be attributed to bias. Second, there was
substantial attrition of patients at fol-
low-up, although no significant differ-
ences in demographic or baseline
scores were found between completers
and noncompleters. There were sever-
al practical challenges to the delivery of
the intervention. Although training
produced immediate gains in knowl-
edge, some difficulties maintaining the
interventions were encountered. Few-
er than half of the case managers in the
intervention group attended all train-
ing sessions, and supervision was occa-
sionally disrupted by clinical service
demands. By the end of the study, a
third of the patients were no longer
seeing the same case manager with
whom they started. In the absence of
ongoing formal assessments of fidelity,

we cannot be certain that the interven-
tion was consistently delivered. Finally,
we cannot be certain that there was not
some contamination between the in-
tervention and comparison groups be-
cause participants in the comparison
group were working alongside others
who had received training.

These service delivery problems are
not likely to be unique to the area of
London in which the study was carried
out. The high levels of turnover of
qualified staff in inner-city services is
well recognized, as are the pressures of
routine work that often interrupts
training and supervision. Taken togeth-
er with the fact that the intervention
was delivered in the context of routine
work, it seems quite likely that the in-
tervention was simply not an effective
form of substance abuse treatment or
that its duration was insufficient to
achieve changes in substance use; how-
ever, compared with standard care, the
intervention appears to have produced
improvement in symptoms and level of
unmet need at no additional cost.

The problems we encountered de-

livering and maintaining a high-quali-
ty intervention in routine care are not
unique to integrated treatment for
co-occurring disorders. The problems
reflect a core dilemma in regard to
achieving a balance between spread-
ing skills broadly across teams or rely-
ing mostly on a highly skilled (and
costly) dedicated psychological thera-
pist. For example, even though the
evidence for efficacy has been well
established in research trials, the roll-
out to routine care is often unsatisfac-
tory, with patchy effectiveness and
poor maintenance (38). Perhaps the
biggest obstacle to effective imple-
mentation of this intervention is the
assumption that case managers can
take on new roles in addition to the
services that they are already expect-
ed to provide without any adjustment
to caseload or recognition that provi-
sion of a psychological therapy might
require dedicated time built into the
case manager’s schedule. An alterna-
tive strategy might therefore be the
creation on each team of a single po-
sition dedicated to the delivery of psy-
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Service use and costs at 18-month follow-up among patients with severe mental illness and a co-occurring substance use
disorder, by whether their case manager received training in management of co-occurring disorders (intervention) or did
not (control)

Control group (N=98) Intervention group (N=114)

Service Service
N using contacts Cost N using contacts Cost
service (users only) (all users)a service (users only) (all users)a

Service N % M SD M SD N % M SD M SD

Previous 18 months: inpatientb 44 45 155 160 11,986 22,641 47 41 181 184 12,823 25,346
Previous 6 months

Psychiatrist 58 60 3 3 178 352 65 58 3 5 207 490
Other specialist 4 4 5 5 29 233 8 7 2 2 18 87
Community nurse 80 82 13 13 370 907 97 85 13 12 361 458
Social worker 32 33 8 11 147 446 33 30 9 15 115 298
Psychologist 11 12 14 15 89 414 5 5 17 12 39 205
Drug or alcohol worker 13 14 6 7 103 398 6 5 24 37 197 1,755
Counselor 3 3 18 12 15 97 7 6 10 9 15 70
Day care 26 27 38 39 191 544 23 20 47 43 202 644
General practitioner 35 37 4 5 34 79 44 40 4 4 48 171
Court 15 16 1 1 —c — 12 11 2 1 —c —
Police 38 39 2 2 11 22 44 39 2 1 12 20
Police cell 9 10 2 1 17 57 16 15 2 1 24 66
Prison 3 3 128 93 294 1,941 1 1 256 —d 168 1,795
Medication 86 88 na — 621 680 101 89 na — 547 687

Total for 18 months 97 99 na — 17,639 23,266 114 100 na — 18,672 26,449

a The values for cost (2003–2004 GB£) reflect per person costs over the indicated period (18 months or 6 months).
b Values for contacts indicate number of inpatient days.
c Cost data not available
d Not calculated because only one patient was in prison (for 256 days)



chological therapy, with time set aside
to deliver therapy and supervise a
broadly trained workforce. This is
also a reasonable next step for re-
search to pursue, because such stud-
ies could test the efficacy of a more
potent mix of motivational interview-
ing and cognitive-behavioral therapy
in a design in which treatment “dose”
could be more tightly controlled and
fidelity to a treatment model more
easily monitored.

Conclusions
Compared with standard care, inte-
grated treatment for co-occurring
disorders led to significant improve-
ments in psychiatric symptoms and
levels of met need but not in sub-
stance use or quality of life.
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