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Co-Occurring Severe Mental Illness 
and Substance Use Disorders: 
A Review of Recent Research
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For the past 20 years, clinicians
and researchers alike have
tried to understand the com-

plex diagnostic and treatment issues
posed by the co-occurrence of severe
mental illnesses and substance use
disorders. About 50 percent of indi-
viduals with severe mental illnesses
will develop a substance use disorder

at some point during their lives, and
about half will exhibit current sub-
stance abuse or dependence (1,2). It is
now well established that the abuse of
drugs and alcohol by persons with se-
vere mental illnesses has a wide range
of adverse impacts on the course of
mental illness and psychosocial func-
tioning, resulting in poor compliance
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with treatment, poor prognosis, and
higher rates of utilization of acute ser-
vices leading to more costly care.

Six years ago, a series of articles on
the state of knowledge about co-oc-
curring severe mental illnesses and
substance use disorders that were pub-
lished in this journal were reprinted
in a compendium (3). Since then, the
accelerating pace of research on the
co-occurrence of these disorders has
led to new insights about their preva-
lence and about approaches to
screening, assessment, and treat-
ment. In this update, we highlight
new and emerging findings from this
research that we believe are particu-
larly relevant for clinicians.

Methods
A computerized search of the biblio-
graphic databases PsycINFO, Silver
Platter, and MEDLINE was conduct-
ed using as key words dual diagnosis,
substance abuse, mental illness, alco-
holism, and drug abuse. The search
was supplemented with a review of
the annotated bibliography prepared
in 1997 by a panel on dual diagnosis
chaired by Kenneth Minkoff, M.D.,
for the managed care clinical stan-
dards and workforce competencies
project of the Center for Mental
Health Services.

Studies from 1992 through January
1999 were the focus of the overall re-
view. Studies that were selected for
review included those found to be
clinically relevant because they intro-
duced new ideas or approaches to the
assessment, diagnosis, or treatment of
co-occurring disorders.
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Findings
Epidemiology
Estimates of the prevalence of sub-
stance use disorders among psychi-
atric patient populations vary widely,
reflecting factors such as the use of
samples with acute versus nonacute
illnesses, the geographic site of stud-
ies (for example, urban versus rural or
West versus East), and the availability
of illicit drugs in the study location.
Studies in the United States confirm
that the prevalence of substance use
disorders among patients with severe
mental illness is higher than in the
general population (2). This finding
has been corroborated by the Nation-
al Comorbidity Survey (4).

A second finding with major clinical
implications is that the co-occurrence
of severe mental illness and substance
use disorders is associated with an in-
creased probability of receiving some
kind of treatment. The 1992 National
Longitudinal Alcohol Epidemiologic
Survey (5) showed that respondents
with past-year alcohol use disorders
were twice as likely to seek help for
their alcohol problems if they also had
either a comorbid drug use disorder
or major depression, and they were
five times more likely to seek help
when both comorbid conditions were
present (5).

International prevalence studies
have revealed that persons with se-
vere mental illness have significantly
higher rates of substance use—partic-
ularly of alcohol, cannabis, and am-
phetamines—than the general popu-
lation (6,7). Such studies suggest that
the consequences of substance abuse
among patients with severe mental
illness may be mediated by differ-
ences in the types of mental health
services available in these countries.

For example, Fowler and associates
(8) found higher rates of alcohol, can-
nabis, and amphetamine use among
patients with schizophrenia relative
to the general population in Australia.
The researchers also found that al-
though younger males with more in-
volvement with the criminal justice
system used substances, they did not
report increased risk for suicide or
hospitalization, in contrast to findings
in many U.S. studies. Such differ-
ences in consequences could be at-
tributable to the treatment strategies

of the Australian mental health sys-
tem, which places greater reliance on
the use of mobile crisis treatment
units for in-home management of
acute psychotic episodes.

Screening and assessment
Screening. Patients with severe
mental illnesses should receive rou-
tine screening for any regular use of
nonprescribed psychoactive drugs for
three reasons (9). First, attempts at
controlled use of psychoactive sub-
stances by individuals with severe
mental illness are likely to lead to a
substance use disorder over time
(10). Second, use of even small
amounts of alcohol or other drugs is
likely to be associated with negative
outcomes among these individuals.
Finally, persons with severe mental
illness are likely to be unaware of or
confused about the consequences of
their substance use, and any report of
regular use is likely to be associated
with substance use disorder (11).

A variety of self-report screens for
substance use disorders can be com-
pleted as part of an initial intake in-
terview for a patient with a severe
mental illness. Among them are brief
instruments such as the Drug Abuse
Screening Test (12), the Michigan Al-
coholism Screening Test (MAST)
(13), the CAGE questionnaire (14),
and the Dartmouth Assessment of
Life Style Instrument (15). However,
a clear consensus supports combining
the use of self-reports with collateral
reports and laboratory tests (9).

Assessment. One of the more
commonly used standardized assess-
ment instruments in the substance
use disorder field is the Addiction
Severity Index (ASI) (16). Appleby
and colleagues (17) examined the va-
lidity of the ASI in a sample of 100 pa-
tients consecutively admitted to a
public mental hospital, two-thirds of
whom had a diagnosis of a psychotic
disorder. In that study, the ASI was
compared with the CAGE question-
naire, a drug abuse version of the
CAGE, the Chemical Abuse and De-
pendence Scale, the short form of the
MAST, and the Drug Abuse Screen-
ing Test. The researchers found
strong correlations between the ASI
and the other scales and concluded
that even with a minimum cut-off

score, the ASI alcoholism scale is di-
agnostically as accurate as the CAGE
or the short MAST for outpatients
with psychiatric illnesses.

However, recent studies have
raised questions about the perfor-
mance of the ASI. Lehman and col-
leagues (18) compared the perfor-
mance of the ASI with that of the
Structured Clinical Interview for
DSM-III-R in a sample of 435 inpa-
tients at two inner-city psychiatric
hospitals. The researchers used re-
ceiver operating characteristic analy-
sis, which permitted assessment of
the optimal threshold of ASI alcohol
and drug composite scores to detect
DSM-III-R substance use disorders.
They found that the sensitivity values
for the ASI alcohol and drug use com-
posite scales at extremely low ASI
scores (.01) are only .81 and .82, re-
spectively. They concluded that the
ASI should not be used by itself to de-
tect substance use disorders among
psychiatric inpatients. Zanis and asso-
ciates (19) made similar observations
in an examination of the validity and
the test-retest and interrater reliabili-
ties of the ASI in a sample of 62 out-
patients with severe mental illness.

Corse and colleagues (20) de-
scribed a qualitative study of subject
and interviewer reactions to and per-
ceptions about the ASI. They found
that the ASI appears to underesti-
mate subjects’ substance abuse prob-
lems for three reasons. First, the def-
inition of “regular use” used in assess-
ing substance use imposes a cutoff of
at least three times a week. Although
this cutoff works well for the general
population, patients with severe men-
tal illness may exhibit patterns of less
frequent weekly use that are associat-
ed with more serious consequences
but that are not picked up.

Second, the ASI lacks questions
that explore the interactive effects of
severe mental illness and substance
use. Finally, the drug and alcohol
treatment history elicited by the in-
strument assumes that this treatment
is delivered in the alcohol and drug
specialty treatment sector, whereas
most treatment for patients with se-
vere mental illness occurs in medical
or mental health settings.

The researchers offered specific
suggestions for making the ASI more
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relevant for assessments of patients
with severe mental illness. They in-
clude creating a psychiatric symptom
checklist; adding questions about iso-
lation, estrangement, and patients’
relationships to the social and family
problems sections; shortening the in-
tervals over which respondents have
to report their housing arrangements;
and probing the extent to which pa-
tients rely on others.

Carey and associates (21) reported
preliminary data on the use of the
Time Line Follow Back, which uses a
calendar and various aids to memory
to help patients recall their use of al-
cohol and other substances over time
intervals of varying lengths (22).
Carey and associates compared re-
sults of the Time Line Follow Back
over a 30-day interval with results of
the ASI’s 30-day assessment of alco-
hol use in a sample of 79 outpatients
with severe mental illness. They
found an excellent level of agreement
between the two assessment instru-
ments (kappa coefficient of .79), and
a correlation of .75 between the two
approaches on the number of days re-
spondents reported that they had
been drinking. The Time Line Follow
Back procedure may actually yield
higher estimates of drinking than the
ASI for a 30-day interval (23). Given
that even moderate amounts of alco-
hol or other substance use may lead
to adverse consequences for persons
with severe mental illness, the Time
Line Follow Back appears to offer a
highly promising assessment ap-
proach that should be further exam-
ined in future research.

Self-reports. The screening and
assessment instruments discussed
above rely on the use of self-reports, a
source of data that continues to be
viewed with suspicion by many clini-
cians and researchers. However, an
important shift in perspective on the
use of self-reports is taking place. The
old question of whether self-reports
are valid is being replaced by ques-
tions about when and under what cir-
cumstances self-reports of substance
use are likely to be valid and reliable.

Shaner and colleagues (24) con-
ducted an open trial with 108 subjects
with schizophrenia using supple-
ments to a routine clinical evaluation
that included a semistructured inter-

view for recent and lifetime use of al-
cohol and other drugs. Clinicians
failed to recognize cocaine use among
30 percent of the patients who denied
cocaine use but whose urine toxicolo-
gy tests were positive for cocaine. The
poor reliability of the self-reports
highlights the need for collection of
collateral information.

Specific recommendations for im-
proving self-report data include en-
suring the sobriety and mental stabil-
ity of the respondent when the assess-
ment is being conducted, using inter-
view approaches rather than paper-
and-pencil self-report instruments,
using verification techniques and
multiple sources of data, establishing
adequate rapport between interview-
er and respondent, and providing re-
spondents with assurances of confi-
dentiality.

Course of the illnesses
Empirical evidence strongly supports
the adverse effects of substance abuse
on the course of severe mental ill-
nesses. The consequences of sub-
stance abuse for patients include
symptom exacerbation, increased
hospitalization, medication noncom-
pliance, disruptive behaviors, and de-
creased social functioning (25). In a
longitudinal study of 161 subjects
with a diagnosis of schizophrenia,
Owen and colleagues (26) found that
at six-month follow-up, subjects with
substance abuse were 8.1 times more
likely to be noncompliant with their
medications than those without sub-
stance abuse (p<.001). Further, the
combination of current substance
abuse, medication noncompliance,
and no outpatient contact was associ-
ated with worse symptom severity at
six-month follow-up.

Several longitudinal studies com-
pleted during the past five years have
examined the natural course and
prognosis of substance abuse among
patients with severe mental illnesses.
A major goal of these naturalistic
studies is to determine rates of remis-
sion of substance use disorders in the
absence of targeted treatment.

Dixon and associates (27) conduct-
ed a prospective study that compared
the substance abuse patterns of inpa-
tients with severe mental illness who
had a current substance use disorder

with those who had a past substance
use disorder. Patients were evaluated
at inpatient admission and at a one-
year follow-up. Patients with a cur-
rent substance use disorder at base-
line were significantly more likely to
experience a recurrence of the disor-
der, were more likely to use treat-
ment services for substance use disor-
ders, and had more months of alcohol
use than patients with a past sub-
stance use disorder. In contrast, pa-
tients with a past substance use disor-
der were more likely to remain in sta-
ble remission over the one-year peri-
od, thus supporting the idea that a
stable remission can be achieved and
maintained by these patients. Of par-
ticular importance was the finding
that even if all of the subjects lost to
follow-up were assumed to have re-
lapsed, the projected estimate of pa-
tients in stable recovery was 50 per-
cent.

Bartels and associates (28) con-
ducted a prospective, naturalistic sev-
en-year follow-up study of outpa-
tients with severe mental illness who
were receiving mobile community-
based treatment services. The re-
searchers assessed alcohol and drug
use at baseline and seven-year follow-
up. They found no significant differ-
ences in the proportion of subjects
meeting criteria for a current sub-
stance use disorder between baseline
and follow-up.

Four additional naturalistic follow-
up studies in which substance abuse
was not targeted for treatment but was
assessed over one or more years were
reviewed (29–32). In all studies no dif-
ferences in the level of abuse between
baseline and follow-up were found.

Clinical issues
Substance use and violent behavior
Past research has identified several
risk factors for violence in the pres-
ence of mental illness, including in-
creased hostility, noncompliance with
treatment, negative attitudes toward
treatment, and contact with the legal
system (33–35). Substance use disor-
ders are now emerging as an impor-
tant risk factor for violent behavior as
well. For example, data from the Epi-
demiologic Catchment Area (ECA)
study indicated that the prevalence of
violence among persons with schizo-
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phrenia is 12.7 percent, 24.5 percent
among persons with alcohol use dis-
order, and 34.7 percent among per-
sons with a drug use disorder, com-
pared with 2 percent in the general
population (2). However, the ECA
findings are a result of cross-sectional
studies and fail to demonstrate a
causal relationship.

Recent longitudinal studies also
support the correlation of increased
violence and substance use among
persons with severe mental illness. In
a longitudinal 18-month study involv-
ing 103 subjects with diagnoses of
schizophrenia, schizoaffective disor-
der, or schizophreniform disorder,
Cuffel (36) found that polysubstance
use was significantly associated with
occurrence of community violence.
Persons with a schizophrenia-spec-
trum illness who used more than one
drug had a 12 times greater chance of
becoming violent, compared with
persons with schizophrenia who did
not. In contrast, no increase in vio-
lence was observed among subjects
who used alcohol or marijuana.

Steadman and colleagues (37) ex-
amined the nature and timing of vio-
lent behavior among patients dis-
charged from acute care mental
health facilities at three U.S. sites and
sought to determine whether it dif-
fered from violence committed by
other people living in the same neigh-
borhoods. This study differed in three
critical ways from earlier research on
these questions.

First, Steadman and his colleagues
reassessed psychiatric patients with a
variety of diagnoses every ten weeks
for one year from the date of an index
hospital discharge. Patients in the
sample were receiving treatment at
three research community facilities
after hospitalization. The investigators
found the incidence of violent behav-
ior was somewhat elevated shortly be-
fore, during, and after hospitalization
but then diminished rapidly and be-
came virtually indistinguishable from
the incidence of violence among the
control subjects in the community.
Co-occurring mental and substance
use disorders were clearly associated
with violent behavior. The one-year
prevalence of violent behavior among
patients with a major mental disorder
and no substance use disorder was

17.9 percent, compared with 31.1 per-
cent for patients with a major mental
disorder and a substance use disorder
and 43 percent for patients with other
forms of mental disorders and sub-
stance use disorders.

Second, the investigators used mul-
tiple measures of violence from inde-
pendent sources, including arrest
records, hospital records, self-reports,
and collateral reports. As a result, the
authors reported a much higher rate of
violence than would have been found
from agency records alone. Third, the
authors investigated the targets of this
violent behavior and found that 86
percent of the violent acts committed
by former psychiatric patients oc-
curred within their family and friend-
ship networks at home. This study sug-
gests that the association between
mental disorders and violent behavior
is temporally limited and that the two
key ingredients for breaking this asso-
ciation—treatment and recuperation
time—are parameters that clinicians
may be able to control (38).

In a randomized clinical trial that
evaluated the risk of community vio-
lence among 331 recently hospital-
ized patients with severe mental ill-
ness, a combination of substance use
and medication noncompliance was
significantly associated with serious
violent behavior in the four-month
period before hospitalization (39).

The association between substance
use and increased risk for violent be-
havior among persons with severe
mental illness has also been found
outside the United States. In a pro-
spective study in Finland involving a
11,017-person unselected birth co-
hort through age 26, Rasanen and as-
sociates (40) found that men with
schizophrenia who abused alcohol
were 25.2 times more likely to com-
mit violent crimes than mentally
healthy men. Nonalcoholic men with
mental illness were 3.6 times more
likely to commit violent crimes than
the men without any diagnosis.

Risk of HIV infection
The past decade has seen a growing
recognition of higher rates of HIV in-
fection among persons with severe
mental illness. Carey (41) reviewed
nine studies involving 2,345 patients
with psychiatric illness and reported

an overall rate of HIV infection of 8
percent, much higher than the rate of
.3 to .5 percent in the general popula-
tion (42). More recent studies contin-
ue to provide evidence of increased
HIV risk. Krakow (43) examined HIV
risk factors among 147 patients with
mental illness and substance abuse. A
total of 22 patients, or 19 percent, test-
ed positive for HIV. Women were 3.8
times more likely than men to be HIV
positive. Cocaine users were 4.5 times
more likely than nonusers to be HIV
positive. Implications from this study
include the need to provide education
about HIV risk factors, substance
abuse treatment, and harm-reduction
strategies while providing mental
health care for this population.

Treatment issues for women
The increased risk of physical health
problems associated with substance
use disorders among women has now
expanded to include heightened risk
for sexually transmitted diseases, in-
cluding HIV and AIDS, and sexual
and physical violence. All of these  are
felt to be present to a greater degree
among women with severe mental ill-
ness (44). Such risks may be attrib-
uted to the lifestyle accompanying
substance use among women, includ-
ing the exchange of sex for drugs,
general prostitution, and the socially
biased perception that women who
engage in substance use are more sex-
ually available, thereby putting them
at greater risk for sexual violence.

At the same time, awareness of the
impact of childhood abuse on the sub-
sequent course of substance use and
substance use disorders has been
growing. At least half of women with
severe mental illness report that they
experienced sexual abuse before their
18th birthday (45). Women who seek
treatment for substance use disorder
are more likely to report a family histo-
ry of instability and physical and sexual
abuse than are men who seek such
treatment (46,47). Alexander (48) has
noted that women with severe mental
illness and substance use disorder are
more likely to have experienced child-
hood physical or sexual abuse than
women with only severe mental illness.

Another important observation
about women with severe mental ill-
ness and substance use disorder is
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their decreased access to treatment
(49). Women admitted to drug and al-
cohol treatment programs tend to
have more severe symptoms of sub-
stance use disorder than their male
counterparts. In part this difference
may be due to selection bias, as
women with mental illness and sub-
stance abuse problems tend to present
to the mental health system and men
to the substance abuse system (50).
Some research has suggested that sub-
stance use disorders are less likely to
be detected among women than
among men because of the more soli-
tary lifestyle of women with substance
use disorders and their decreased like-
lihood of engaging in antisocial behav-
ior that would attract attention (49).

In an attempt to understand wom-
en’s treatment outcomes, Brown and
colleagues (51) studied the level of
burden experienced by women with
more than one co-occurring disorder.
A total of 260 women admitted with
their children to a comprehensive
residential drug treatment program
were assessed for level of burden, in-
cluding variables of substance abuse,
psychological problems, cognitive im-
pairment, and general health status.
Women with higher levels of burden
had lower levels of program reten-
tion, were more likely to drop out
during earlier stages of treatment,
and overall derived less benefit from
the treatment program. The authors
suggested that interventions to in-
crease treatment preparedness might
help women with higher levels of bur-
den adjust to and comply with pro-
gram rules and expectations.

Treatment components that have
been identified as important for wom-
en with severe mental illness and sub-
stance use disorders include screening
for accompanying medical problems
and an approach that builds on safety
and empowerment in the community
(52–54). Education about sexuality
and pregnancy prevention is critical.

Victimization and homelessness are
two issues that must be addressed to
reduce these women’s risk for further
trauma and provide a more stable en-
vironment to support recovery (53).
Provision of child care, parenting edu-
cation, family therapy, parallel treat-
ment for children, and the opportuni-
ty for children to live in a treatment fa-

cility with their mothers when appro-
priate should also be considered (55).
Women-only groups have been report-
ed to be both therapeutic and support-
ive because they provide a safe place
to talk about issues of violence and
abuse (56). Some advocates have ar-
gued that women need to receive
treatment for substance use disorder
in women-only programs (57–60).

Treatment delivery models
The delivery of effective treatment for
substance use disorder to persons with
severe mental illness continues to be a
major challenge. In a recent review of
the literature evaluating case manage-
ment as a model of community care
for patients with severe mental illness,
Mueser and colleagues (61) found that
only six of 75 studies reported on the
effect of treatment on substance
abuse. Only one of those studies re-
ported that treatment resulted in pa-
tients’ improvement; the remaining
five studies found no difference.

In the debate about appropriate
treatment, integrated treatment mod-
els, in which treatment for both severe
mental illness and substance use disor-
der is delivered in the same program
by the same staff, has generally been
contrasted with parallel treatment
models, in which a patient is treated for
mental illness in one system and for
substance use disorder in another. Re-
search during the past five years has
contributed to this debate in two im-
portant ways—first, by providing limit-
ed but cumulative evidence supporting
the integrated treatment model gener-
ally, and, second, by suggesting specif-
ic treatment orientations and compo-
nents that may be particularly effective
in treating patients with severe mental
illness and substance use disorder.

Support for integrated treatment
Five pretest-posttest open trials of in-
tegrated treatment models that incor-
porate mental health services, case
management, and treatment for sub-
stance use disorder have been pub-
lished (62–66). The studies had fol-
low-up intervals ranging from 18
months to seven years and reported
variable improvement in rates of hos-
pitalization and severity of substance
use. Durrel and colleagues (62) re-
ported that 66 percent of their sub-

jects had significantly reduced their
substance use at 18 months in an in-
tegrated treatment program. Meisler
and others (63), Drake and colleagues
(64), and Bartels and Drake (65) re-
ported that 41 to 61 percent of their
subjects had remission of their sub-
stance use disorder. Godley and asso-
ciates (66) demonstrated reduced
substance abuse at six, 12, and 18
months and reduced hospitalizations.

Two quasiexperimental studies
compared integrated treatment mod-
els with other types of services. Drake
and colleagues (67) compared out-
comes at 18-month follow-up for 158
homeless, seriously mentally ill ad-
dicted persons in an integrated treat-
ment program with those for 59 simi-
lar subjects receiving parallel treat-
ment services. Individuals in the inte-
grated treatment group spent signifi-
cantly more days in stable living
arrangements and fewer days in insti-
tutional settings than those in the par-
allel treatment group. In addition,
subjects with an alcohol use disorder
in the integrated treatment program
achieved significantly greater im-
provement at follow-up than those in
the parallel treatment group. Finally,
patients in the integrated treatment
group advanced to significantly later
stages of treatment for substance use
disorder than did patients in the par-
allel treatment group, who remained
predominantly in the earlier persua-
sion phase of treatment.

Blankertz and Cnaan (68) conduct-
ed a comparison study of two residen-
tial programs for 176 homeless, dual-
ly diagnosed adults. The experimental
program provided integrated mental
health and substance abuse treatment
within the context of a psychosocial
rehabilitation approach emphasizing
education and skill development. The
control group was treated in a tradi-
tional therapeutic community resi-
dence based on the 12-step substance
abuse model and directed by a drug
and alcohol agency, with mental
health services provided elsewhere.
Patients in the experimental integrat-
ed treatment group had significantly
higher treatment retention rates than
those in the parallel treatment group
(81 percent versus 53 percent). Of
those who completed at least 60 days
of residential treatment in either
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group, patients in the integrated
treatment program were more likely
to attain a successful discharge.

In general, the evidence from all
types of studies tends to support the
integrated treatment approach for
delivering services to patients with se-
vere mental illness and a substance
use disorder. However, many of the
studies used small samples and in-
cluded subjects who were homeless.
Randomized clinical trials are needed
to compare outcomes for nonhome-
less clinical patient populations in
well-defined and monitored examples
of integrated treatment and parallel
treatment. To address limitations in
the validity of current research on in-
tegrated treatment approaches, fu-
ture studies should use samples with
large enough statistical power to en-
able investigators to detect small to
medium-sized treatment effects over
multiple follow-up intervals.

Treatment components
Over the past five years, consensus on
the basic principles underlying the
provision of services for patients with
severe mental illness and substance
use disorder has been developing. As
program development progresses, a
range of promising treatment orienta-
tions and components have been
identified. They include such strate-
gies as harm reduction (69,70), stage-
wise treatment (69,71–78), motiva-
tional interviewing (79), cognitive-be-
havioral interventions (75,80,81), and
modified 12-step self-help groups
(82,83). Although empirical support
for the effectiveness of these compo-
nents has not been established, it is
likely that many of these components
will be investigated in research over
the next five years.

Costs of treatment
The cost of treatment for a person
with severe mental illness and sub-
stance use disorder far exceeds that for
an individual with either disorder
alone. The major reason for this in-
creased cost is increased use of acute
psychiatric services (34,84–86).

Dickey and Azeni (87) examined the
annual treatment costs of 16,395 psy-
chiatrically disabled Medicaid benefi-
ciaries with and without a substance
use disorder in Massachusetts. Pat-

terns of care and expenditures were
collected from three sources: Medic-
aid paid claims, state hospital record
files, and tracking files for clients of
community support services. The
study compared three groups—
claimants with severe mental illness
and a substance use disorder who re-
ceived treatment for both disorders,
claimants with severe mental illness
and a substance use disorder who re-
ceived treatment for only severe men-
tal illness, and claimants with only se-
vere mental illness who received treat-
ment for that illness.

The findings showed that claimants
with severe mental illness and a sub-
stance use disorder were four times
more likely to be admitted for acute in-
patient psychiatric treatment and spent
more days hospitalized than claimants
with severe mental illness alone. Com-
parisons of the annual costs of treat-
ment across the three groups showed
significant differences between those
with no substance use disorder, for
whom the annual cost of care was
$13,930, and those with either a treat-
ed or an untreated substance use disor-
der, for whom annual costs were
$22,917 and $20,049, respectively.

It is important to note that the vast
majority of the cost difference was for
psychiatric treatment; only small dif-
ferences were found in the costs and
patterns of treatment for those who
were treated for a substance use disor-
der and those who were not. Overall,
total costs for patients who abused
substances were twice as high as those
for patients who did not.

Leon and associates (88) compared
patterns of psychiatric hospitalization
for patients with severe mental illness
and substance use disorder with those
for patients with only severe mental ill-
ness in a managed care environment.
The majority of the patients were fe-
male. Acuteness of illness, response to
inpatient treatment, and condition at
discharge were found to be similar for
both groups. However, the two groups
differed in length of stay and rate of
readmission. The average length of
stay was 4.8±2.6 days for patients with
severe mental illness and a substance
use disorder and 7.3±6.1 days for pa-
tients with no co-occurring substance
use disorder. Patients with a substance
use disorder had a significantly higher

readmission rate—31.2 percent, com-
pared with 17.1 percent for patients
with no substance use disorder. These
findings confirm that the revolving
door continues to spin even within the
context of managed care.

Certain interventions may signifi-
cantly decrease these acute psychiatric
service costs, and the identification of
such interventions is an important ob-
jective for future research. Jerrell and
Ridgely (89) examined the cost-effec-
tiveness of three intervention strate-
gies to augment traditional mental
health services: cognitive-behavioral
skills training, case management, and a
traditional 12-step recovery program.
The findings showed that clients in the
behavioral skills training group
achieved better social adjustment and
role functioning and a greater reduc-
tion in substance use than those in the
12-step condition. The case manage-
ment group also did better than the
12-step group in some areas, although
not on substance use symptoms.

From a cost perspective, patients in
all three groups decreased the number
of days they were hospitalized, de-
creased their number of visits to the
emergency room, and increased their
use of outpatient mental health ser-
vices, suggesting that all three inter-
vention strategies had some positive
impact. Both the cognitive-behavioral
skills group and the case management
group had significant reductions in the
cost of supportive services compared
with the 12-step group. However, the
cognitive-behavioral group achieved a
significantly lower cost for acute and
subacute mental health services than
did each of the other two groups. Con-
sidering the more effective clinical
outcomes and the favorable cost pic-
ture of the cognitive-behavioral skills
component, this modality appears
promising in treatment of severe men-
tal illness and co-occurring substance
use disorder.

Conclusions
The co-occurrence of severe mental
illness and substance use disorders
continues to be a major public health
challenge. Violence and HIV as well
as women’s issues have begun to re-
ceive increased and deserved atten-
tion. Detection and assessment
strategies that combine self-report
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with other data sources have been de-
veloped. Integrated treatment ap-
proaches are promising, although ad-
ditional research on their effective-
ness is needed. The increased costs of
care and poor outcomes associated
with co-occurring substance use dis-
orders and mental illness demand the
ongoing focus of the public, con-
sumers, researchers, clinicians, pay-
ers, and other stakeholders. ♦
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