
PSYCHIATRIC SERVICES ♦ October 1999   Vol. 50   No. 10 11330099

The Cost of Treating Substance 
Abuse Patients With and Without 
Comorbid Psychiatric Disorders
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The clinical and psychosocial
problems associated with co-
morbid psychiatric and sub-

stance use disorders have been well
documented. Patients with both types
of disorders have poorer functioning
and poorer clinical outcomes than
those with only one disorder (1–3), as
well as greater difficulty gaining ac-

cess to health services (4). In addi-
tion, many substance abuse treatment
programs will not admit patients who
have comorbid disorders (5), and pa-
tients in psychiatric treatment pro-
grams who also have substance use
disorders tend to leave treatment ear-
lier than other patients (6,7).

Research on dual diagnosis has typi-
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ated with increased costs of health services over a six-year period and
whether dually diagnosed patients used particular types of services
more frequently. Methods: A national sample of substance abuse pa-
tients being treated in Veterans Affairs (VA) facilities were classified into
two groups—those with a dual diagnosis (N=3,069) and those with a sin-
gle diagnosis of a substance use disorder (N=9,538). The sample was
identified from two sources during a two-week period in 1990: outpa-
tients in specialty substance abuse clinics and inpatients discharged
with a substance-related diagnosis. Administrative data were used to
track VA health care utilization and costs between 1991 and 1996. Re-
sults: Dual diagnosis was associated with a significantly increased total
cost of care over the six years, which was primarily explained by in-
creased utilization of outpatient psychiatric and substance abuse ser-
vices. Costs for both groups decreased over time, but they decreased
faster among dually diagnosed patients. Conclusions: Having a comor-
bid psychiatric diagnosis appears to consistently increase the cost and
utilization of services among patients with a primary diagnosis of a sub-
stance use disorder. These results are consistent with previous findings
for dually diagnosed patients with a primary psychiatric diagnosis. The
increased cost may simply reflect the greater severity of illness among
dually diagnosed patients, but it may also indicate fragmented and in-
efficient service delivery. (Psychiatric Services 50:1309–1315, 1999)

cally centered on the additional effect
of substance abuse and dependence on
the course and cost of psychiatric ill-
ness. However, it is also important to
understand the additional effect of a
psychiatric illness on the course and
cost of care for patients who are receiv-
ing treatment primarily for substance
use disorders. Psychiatric disorders can
affect how substance abuse patients re-
spond to both pharmacological treat-
ment (8) and psychosocial treatment
(9), exacerbating the course of both
substance abuse and psychiatric illness.

As mental health systems find them-
selves operating under increasing fi-
nancial strain, data on patients with
dual diagnoses are particularly impor-
tant to study. In response to this strain,
many systems have reduced or elimi-
nated services, especially inpatient
substance abuse services. However, it
is unclear what effect these shifts may
have on populations such as patients
with dual diagnoses. Some researchers
have found that these changes have a
negative impact on patients with se-
vere mental illness (10), while others
have not (11,12). However, patients
who are dually diagnosed are increas-
ingly faced with a decline in service
availability from already-fragmented
mental health systems.

This study examined the effect of a
comorbid psychiatric disorder on
health care costs in a national sample
of patients being treated for sub-
stance use disorders in the Veterans
Health Administration of the Depart-
ment of Veterans Affairs (VA). The
VA system offers several advantages
for this type of research. First, data
are available on a national level, re-
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ducing the problems of small sample
sizes and variations in programs and
geographic regions. Second, VA men-
tal health and substance abuse pa-
tients are clinically and demographi-
cally similar to patients served by oth-
er public mental health systems such
as state mental health agencies (13),
except that VA primarily serves men
and offers services for war-related
trauma. Third, VA offers a range of
services that closely mirror those of-
fered by state mental health agencies,
thus making it more plausible to gen-
eralize findings to public systems that
offer similar services (14).

Studies that have examined the cost
impact of dual diagnosis have found
conflicting results. Data from VA and
from large state mental health sys-
tems indicate that the cost of care is
substantially higher for dually diag-
nosed outpatients than for other psy-
chiatric outpatients (15,16), that stud-
ies of inpatient samples find fewer
differences between dually diagnosed
patients and other patients (15,17),
and that the differences in cost of
care between dually diagnosed pa-
tients and other psychiatric patients
appear to decrease over time (15).
However, other studies, conducted in
private systems of care such as man-
aged care settings and general hospi-
tals, have found that dually diagnosed
patients with a primary diagnosis of a
substance use disorder have signifi-
cantly lower rates of use of all types of
care, including general medical and
psychiatric care, than patients with a
single diagnosis of substance abuse
disorder (18,19). 

One source of the conflicting re-
sults may be differences in systems of
care. In public systems of care such as
VA and state-funded mental health
programs, access to high levels of in-
tensive mental health and substance
abuse services may be easier to
achieve than in private systems,
where managed care rewards pro-
viders for offering multiple episodes
of crisis-oriented care to dually diag-
nosed patients without addressing the
underlying illnesses (16). In studies of
costs related to mental illness, it has
been estimated that as much as 40
percent of the cost of mental health
services in public systems is for ser-
vices that would not typically be cov-

ered by private insurance plans.
These services include vocational ser-
vices, day treatment, and psychoso-
cial treatment (20).

Several hypotheses could be offered
to predict that the cost of treating pa-
tients with dual diagnoses would be
substantial for patients whose primary
problem is substance abuse. Such pa-
tients typically have higher relapse and
readmission rates than other patients
(6,7), they are more frequently dis-
charged for noncompliance with treat-
ment (9), and because of their mental
illness they are often refused access to
services that might prevent future hos-

pitalization (4).
This study used data from a repre-

sentative national sample of VA pa-
tients who were receiving substance
abuse treatment. Using administra-
tive data, we followed the sample
over a six-year period to examine sev-
eral questions. What characteristics
are associated with being dually diag-
nosed with a primary substance use
disorder and a secondary psychiatric
disorder? Is the cost of care higher for
dually diagnosed patients than for pa-
tients with a substance use disorder
alone? Are differences in the cost of
treating dually diagnosed patients ac-
counted for by certain types of care

(psychiatric, substance abuse, med-
ical, or surgical care) or by care set-
tings (inpatient or outpatient)?

Methods
Study design
The sample consisted of two groups
of patients identified during a two-
week period at the start of fiscal year
1991 (October 15 to 26, 1990). The
two groups were patients being treat-
ed for substance abuse in an outpa-
tient VA setting and patients being
treated in an inpatient substance
abuse program. The total sample
(N=12,607) was divided into those
who had a single diagnosis of a sub-
stance use disorder (N=3,069) and
those who were dually diagnosed with
a substance use disorder and a psy-
chiatric disorder (N=9,538). 

All patients in the sample were fol-
lowed for six years, and their annual
VA utilization and corresponding costs
of care were recorded for each of the
six years. Analyses were conducted to
compare the cost of care between
singly and dually diagnosed patients. 

Sources of data
Data for these analyses came from
four sources. First, a cross-sectional
sample of outpatients was identified
as part of a national survey of all pa-
tients treated in VA mental health
clinics during the two-week period in
October 1990. Mental health clini-
cians in all VA mental health pro-
grams filled out data sheets on each
outpatient clinical encounter that oc-
curred during those weeks. Clinicians
recorded diagnoses, demographic
characteristics, and functional status. 

The cohort used in these analyses
was restricted to those in the cross-
sectional sample whose recorded So-
cial Security number was valid (as de-
termined by a merge with VA adminis-
trative databases), whose clinical diag-
nosis indicated they were substance
abuse patients, and whose primary
source of outpatient care was sub-
stance abuse specialty clinics. A total
of 7,751 outpatients met these criteria.

The second source of data was the
patient treatment file (PTF), a dis-
charge abstract file of all completed
episodes of inpatient care in VA facil-
ities. From the PTF we identified pa-
tients with a diagnosis of a substance
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use disorder who had occupied a VA
substance abuse treatment bed dur-
ing any portion of the same two-week
period as the outpatient survey. A to-
tal of 4,845 inpatients were included
in these analyses. Patients receiving
both inpatient and outpatient treat-
ment (N=1,094) in the two-week pe-
riod were included in the inpatient
group and excluded from the outpa-
tient group.

The third source of data was two
longitudinal service use files—the
PTF for inpatient care and the outpa-
tient care file for outpatient care—
which together record all hospital and
outpatient services provided by VA.
These administrative databases were
used to develop measures of each vet-
eran’s use of VA inpatient and outpa-
tient psychiatric, substance abuse, and
medical-surgical services from the be-
ginning of fiscal year 1991 (October 1,
1990) through the end of fiscal year
1996 (September 30, 1996).

The final source of data was the
cost account from VA’s cost distribu-
tion report (CDR) (21), which was
used to estimate unit costs for VA
health care services. The CDR is a
comprehensive account that identi-
fies total expenditures associated with
all VA inpatient and outpatient health
care services. Through the use of ac-
counting procedures standardized
across the entire VA, both direct and
indirect health care costs are identi-
fied and distributed over each major
type of health care service. (Indirect
costs include construction and main-
tenance costs, depreciation, and so
forth.) When combined with utiliza-
tion data, the CDR provides a single
unit cost for each type of outpatient
visit and each type of inpatient care. 

Independent variables
All independent variables were calcu-
lated from either survey or adminis-
trative data at baseline and were held
constant throughout the six-year fol-
low-up. The primary independent
variable of interest was dual diagnosis
(coded 1 for a dual diagnosis and 0 for
a single diagnosis). Among outpa-
tients this variable was constructed
using the diagnostic checklist filled
out by clinicians. Among inpatients
ICD-9 discharge diagnoses were
used. Patients were categorized as

dually diagnosed if they had concomi-
tant diagnoses of a psychiatric and a
substance use disorder. 

Other independent variables of in-
terest included age, race, gender, and
whether the patient received VA dis-
ability compensation. All of these fac-
tors have been found to be determi-
nants of utilization of VA services both
cross-sectionally and over time (22,23).

Other information on psychiatric
status included the total number of
reported psychiatric diagnoses, as
well as dummy-coded dichotomous
variables indicating the specific sub-
stance use disorder, alcohol or drug.
The total number of psychiatric diag-
noses was used as one indicator of
overall severity of psychiatric illness.
Another indicator of severity of illness
was whether the patient was an inpa-
tient or outpatient when the sample
was identified. 

Dependent variables
The outcome variable of primary in-
terest was the annual cost of VA care.
Costs were also calculated for seven
subtypes of VA care—outpatient psy-
chiatric, substance abuse, and med-
ical and surgical care and inpatient
psychiatric, substance abuse, med-
ical, and surgical care. Outpatient uti-
lization was measured as number of

visits, and inpatient utilization was
measured as the number of bed-days
of care. Service use was measured for
each fiscal year from 1991 to 1996. 

Costs were calculated by multiply-
ing the number of units of service by
the average national unit cost for that
service as derived from the CDR. All
costs were calculated in 1991 dollars
to control for inflation. Outpatient
medical and surgical costs were col-
lapsed because the CDR allocates the
same cost for medical and surgical
outpatient procedures, whereas they
are assigned different costs when de-
livered in an inpatient setting.

Analysis
Data analysis proceeded in several
steps. First, characteristics of dually
diagnosed patients and those with a
single diagnosis were compared. Sec-
ond, total annual health care costs
were determined for each group. Re-
peated-measures analysis of variance
was then used to determine whether
being dually diagnosed was associated
with higher cost over the entire six-
year period (a main effect for dual di-
agnosis), whether cost increased or de-
creased over time (a main effect for
time), and whether the difference in
cost between dually diagnosed pa-
tients and those without a dual diagno-

TTaabbllee  11

Characteristics of 9,538 patients with a single diagnosis of a substance use disor-
der and 3,069 patients with a dual diagnosis in treatment in Veterans Affairs facil-
ities in 1990

Single diagnosis Dual diagnosis 

Characteristic N % N % χ2 df p

Gender .01 1 .997
Male 9,424 98.86 3,028 98.86
Female 109 1.14 35 1.14

Race 100.78 3 .001
White 5,993 63.10 1,979 64.63
Black 2,828 29.78  769 25.11
Hispanic 455 4.79 275 8.98
Other 221 2.33 39 1.27

Service-connected disability 932.69 2 <.001
None 8,786 92.12 2,199 71.65
Partial 646 6.77 623 20.30
100 percent 106 1.11 247 8.05

Substance abuse diagnosis
Alcohol 9,367 98.21 2,259 73.61 1958.13 1 .001
Drug 2,880 30.20 1,206 39.30 87.80 1 .001

Treatment group 119.71 1 .001
Inpatient 3,922 41.12 923 30.07
Outpatient 5,616 58.88 2,146 69.93
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sis changed over time (an interaction
between dual diagnosis and time).

For the third step in the analysis, an
additional set of analyses was con-
ducted to determine which particular
services accounted for differences in
cost between dually diagnosed pa-
tients and those with a single diagno-
sis. Repeated-measures analysis of
variance was again used to examine
the cost of inpatient and outpatient
psychiatric, substance abuse, and
medical care over the six-year follow-
up. Repeated-measures analyses
were conducted in SAS using the
MIXED procedure. The covariance
structure used in these models was
assumed to follow a pattern such that
time 1 was correlated with time 2,
time 2 with time 3, and so forth (24).
Due to the large number of models fit
to the same data, alpha levels for sta-
tistical significance were set at .006.

Results
Table 1 presents cross-sectional dif-
ferences at the beginning of the study
period (October 1990) between the
3,069 patients with a dual diagnosis
and the 9,538 patients with a single di-
agnosis. No gender or age differences
were found in the likelihood of being
dually diagnosed. However, race was
significantly associated with having a
dual diagnosis. White and Hispanic

patients were more likely to be dually
diagnosed, while black patients and
those in the category “other” were less
likely to be dually diagnosed. 

The dually diagnosed patients, all
of whom had a primary diagnosis of a
substance use disorder, were more
likely to have a service-connected dis-
ability. This finding is likely attribut-
able to receipt of disability benefits
for the comorbid psychiatric disorder,
because by statute veterans cannot
receive VA compensation for disabili-
ty associated with substance use dis-
orders. Compared with the patients
with a single diagnosis, the dually di-
agnosed patients were more likely to
be abusing drugs other than alcohol.

Psychiatric comorbidity in this sam-
ple consisted primarily of serious and
persistent mental illness. Among the
3,069 dually diagnosed patients, 24
percent had a diagnosis of schizo-
phrenia or bipolar illness, 24.8 per-
cent had a diagnosis of posttraumatic
stress disorder (PTSD), 12.9 percent
had major depression, and 41.8 per-
cent had another psychiatric disorder.
(Some patients had more than one
comorbid diagnosis.) 

Figure 1 shows the mean unadjust-
ed annual cost of care for patients
with a dual diagnosis and a single di-
agnosis. Two patterns emerged. First,
dually diagnosed patients consistently

had higher costs of care than patients
with a single diagnosis. Second, al-
though the cost for both groups de-
creased over time, the costs for dual-
ly diagnosed patients decreased
slightly more rapidly. 

To statistically test these patterns
while adjusting for other determi-
nants of service utilization and cost,
we fit a series of models to both to-
tal cost and cost associated with in-
dividual types of mental health and
medical services. Table 2 presents
the results of these models. The top
row of the table presents the total
annual cost of care. At each time
point, the cost was significantly
higher for the dually diagnosed pa-
tients. For example, in 1991 the
mean cost for dually diagnosed pa-
tients was $3,000 more, or 31 per-
cent more, than the cost for the pa-
tients with a single diagnosis. 

Also, costs for both groups de-
creased significantly over time. How-
ever, between 1991 and 1996, costs
decreased more rapidly among dually
diagnosed patients than among pa-
tients with a single diagnosis—de-
creases of $6,924 and $5,528, respec-
tively. It should also be noted that
overall costs were significantly higher
(p<.001) for those who were inpa-
tients when the sample was identified
than for those who were outpatients
(data not shown). 

Table 2 also presents data address-
ing the question of whether any partic-
ular type of care accounted for signifi-
cantly increased cost among the pa-
tients with a dual diagnosis. For the
dually diagnosed patients, costs were
significantly higher for inpatient, out-
patient, and substance abuse care.
However, for other types of care, dif-
ferences between the dually and singly
diagnosed groups depended on the
year of follow-up. For example, costs
for outpatient medical-surgical ser-
vices were significantly higher among
dually diagnosed patients in the first
three years of follow-up, but costs for
the two groups were not significantly
different in subsequent years. In addi-
tion, costs associated with inpatient
substance abuse care were similar for
the two groups in the first three years
of follow-up, but they were significant-
ly higher among the dually diagnosed
patients in years 4 through 6.

FFiigguurree  11

Mean annual unadjusted cost (in 1991 dollars) of VA health care services delivered
to 3,069 patients with a dual diagnosis and 9,538 patients with a single diagnosis
of a substance use disorder between 1991 and 1996
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Discussion and conclusions
Overview
In this study we used a national sam-
ple of VA substance abuse patients to
examine differences in the cost of VA
health services between dually diag-
nosed patients with a primary sub-
stance use disorder and patients with
a single diagnosis of a substance use
disorder. Several conclusions are war-
ranted. First, costs of care for the du-
ally diagnosed patients were persis-
tently and substantially higher. Sec-
ond, the increased costs were mostly
attributable to greater use of psychi-
atric and substance abuse care. How-
ever, dually diagnosed patients also
utilized significantly more outpatient
medical and surgical care in the first
three years of follow-up, and signifi-
cantly more inpatient substance
abuse services in the last three years.

These results are similar to those of

previous analyses of the cost of care in
the VA system for psychiatric patients
with a secondary diagnosis of a sub-
stance use disorder (15). That study
found that the dually diagnosed pa-
tients had significantly higher costs of
care than other psychiatric patients,
that costs for both groups decreased
over time, and that costs decreased
faster among the dually diagnosed pa-
tients. Taken together, these studies
suggest that the coexistence of psy-
chiatric and substance use disorders
increases service utilization and cost
regardless of which diagnosis is the
primary disorder. 

Limitations
Before discussing these findings in
more detail, several limitations of the
data should be addressed. First, diag-
nostic data used in this study were de-
rived from a simple diagnostic check-

list among outpatients and from
recorded discharge diagnoses among
inpatients. Classification of patients
as having a substance use disorder
and as having a dual diagnosis was
thus vulnerable to errors related to
both clinical assessment procedures
and compliance with administrative
documentation procedures. Howev-
er, these potential biases are likely to
result in conservative estimates of
cost differences because misclassifi-
cation of diagnoses would likely result
in underidentification of dual diag-
noses. Assuming that dually diag-
nosed patients are likely to be more
severely ill and use more health ser-
vices than other patients, underiden-
tification would lead to underestima-
tion of cost differentials.

A second limitation of these data is
that administrative data from VA do
not account for the use of non-VA

TTaabbllee  22

Adjusted mean annual costs for 3,069 dual diagnosis patients and 9,538 patients with a single diagnosis of a substance use dis-
order, by type of service from 1991 to 19961

p value2

Dual  
Type of service Dual diagnosis
and patient group 1991 1992 1993 1994 1995 1996 diagnosis Time by time    

All services (total cost) .001 <.001 <.001
Single diagnosis $10,285 $6,557 $6,091 $5,612 $5,182 $4,757
Dual diagnosis 13,403 9,282 8,289 7,891 7,246 6,479

Outpatient psychiatric .003 <.001 .001
Single diagnosis 706 570 528 541 541 542
Dual diagnosis 663 592 440 459 449 444

Outpatient substance abuse 
Single diagnosis 890 339 243 272 209 144 <.001 <.001 <.001
Dual diagnosis 1,996 1,116 854 944 872 705

Outpatient medical-surgical .6735 <.001 <.001
Single diagnosis 595 402 381 460 453 448
Dual diagnosis 1,011 644 610 443 427 410

Inpatient psychiatric <.001 <.001 <.001
Single diagnosis 1,901 1,936 1,945 1,908 1,836 1,737
Dual diagnosis 3,002 3,207 2,982 2,863 2,550 2,403 

Inpatient substance abuse .075 <.001 <.001
Single diagnosis 4,227 1,355 1,223 941 867 652
Dual diagnosis 4,018 1,488 1,440 1,297 1,229 1,058

Inpatient medical .122 <.001 .048
Single diagnosis 1,407 1,393 1,298 965 846 791
Dual diagnosis 2,005 1,626 1,412 1,326 1,215 1,096

Inpatient surgical .676 <.001 .188
Single diagnosis 555 559 470 522 427 439
Dual diagnosis 706 606 647 555 500 359

1 All means are adjusted for race, total number of psychiatric diagnoses, service-connected disability, and inpatient or outpatient status. Values for stan-
dard deviations for all means and statistical test results for all comparisons can be obtained from the authors. Costs are reported in 1991 dollars.

2 Repeated-measures analysis of variance determined whether being dually diagnosed was associated with higher cost over the entire six-year period (a
main effect for dual diagnosis), whether cost increased or decreased over time (a main effect for time), and whether the difference in cost between du-
ally diagnosed patients and those without a dual diagnosis changed over time (an interaction between dual diagnosis and time).
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health services. This limitation partic-
ularly restricts our ability to general-
ize findings about the use of inpatient
mental health services, because not
all VA hospitals offer such services. It
is possible that if use of non-VA ser-
vices were included in these models,
a greater difference in inpatient uti-
lization would have been found be-
tween the two groups. However, the
majority of VA facilities offer inpa-
tient mental health services, and re-
cent data indicate that use of non-VA
facilities by VA patients is low (11 to
13 percent) (25), so the effect of this
limitation is probably minimal. 

Finally, dually diagnosed patients
had significantly lower dropout rates
than those with a single diagnosis. Of
the dually diagnosed patients treated
in 1990, 35 percent did not receive
any VA services in 1996, compared
with 48 percent of patients with a sin-
gle diagnosis of a substance use disor-
der. Patients with a single diagnosis of
a substance use disorder may decide
not to receive any mental health ser-
vices or may choose non-VA care, nei-
ther of which can be documented
with these data. The lower dropout
rate among dually diagnosed patients
could be one explanation for their in-
creased costs of care. However, when
data for those who dropped out of
care were removed from the analyses
and the models were replicated, the
dually diagnosed group still incurred
higher total costs than the singly diag-
nosed group. 

Implications for clinical care
Dually diagnosed patients with a pri-
mary substance use disorder incurred
higher overall health care costs than
patients with a single diagnosis of a
substance use disorder. The increased
cost of care is partly a reflection of the
severity of impairment. However, the
increased cost could also be a reflec-
tion of either inefficiency of care or
pressures to provide a certain intensi-
ty of services in order to keep treat-
ment beds or slots funded.

One of the difficulties in treating
dually diagnosed patients is that the
values underlying psychiatric and
substance abuse care have historically
been in conflict. For example, psychi-
atric treatment that addresses psy-
chosocial functioning has been

viewed by some as enabling sub-
stance abuse, while confrontational
methods of substance abuse treat-
ment have been viewed as too desta-
bilizing for seriously mentally ill pa-
tients. Because of these conflicts, du-
ally diagnosed patients tend to find
themselves receiving treatment sepa-
rately for psychiatric illness and sub-
stance abuse, with several potential
results. Similar types of services, such
as medication management, may be
duplicated in both treatment pro-
grams, programs may treat one prob-
lem as if the other did not exist, and
few attempts may be made to inte-
grate services that address underlying

issues common to both problems.
One possible solution for such a

fragmented and potentially inefficient
system would be to develop integrated
service delivery programs for dually
diagnosed patients. The nature of the
most efficient type of program could
differ depending on whether patients
are high users of inpatient services or
more stable outpatients. For example,
a treatment model aimed at high inpa-
tient users with a dual diagnosis has
been developed by Drake and associ-
ates (4). This new treatment model
modifies the assertive community
treatment team approach and is de-
signed to address problems specific to

the risk for relapse to substance abuse,
such as housing and entitlement prob-
lems, medication compliance, and psy-
chosocial support, without enabling
continued substance abuse. The mod-
el has been shown to be effective at
improving functioning and maintain-
ing abstinence for a significant propor-
tion of patients (5); it also has been
shown to have long-term cost-saving
impact (26).

The results presented here reflect
the traditional approach of keeping
outpatient psychiatric treatment sepa-
rate from substance abuse treatment.
However, rather than eliminating
needed services, systems interested in
reducing the cost of treating dually di-
agnosed patients in outpatient settings
have the opportunity to integrate ser-
vices by training primary providers to
treat both problems. Specialized and
integrated services may be more ex-
pensive than traditional mental health
and substance abuse services and may
not necessarily produce better func-
tional outcomes for patients. However,
they may be more cost-effective in the
longer term by reducing replication of
services and the need for expensive
crisis-oriented care.

The data presented here draw atten-
tion to the potential inefficiency of
fragmented mental health and sub-
stance abuse care. However, they also
leave unanswered many research
questions about the best way to pro-
vide effective treatment in an era of
downsizing and cost cutting.

Future research on dual diagnosis
should focus on replicating these re-
sults in other populations (for example,
in state mental health agencies), inves-
tigating whether specialized treatment
programs reduce long-term cost and
increase efficiency over time, and in-
vestigating which treatment approach-
es are most clinically effective. ♦
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