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Foreword

Dual diagnosis is not a new issue. The relationship between mental health and problematic substance
misuse has a long and complex history. However, it is only comparatively recently that practitioners and
policy makers have acknowledged the huge scale of the problem and begun to tackle the complex task of
delivering appropriate care. We have written this toolkit to support the practitioners who deliver that care.

The core challenge is to co-ordinate disparate services to provide holistic care. There is usually little point
in providing treatment unless we also recognise that people need homes, meaningful activity, adequate
income, social networks and access to jobs and/or training. Whilst everybody accepts the principle of
holistic care, in practice there are real barriers between services. That is why this toolkit is a deliberate
attempt to build bridges and promote mutual learning.

Our purpose is to help a practitioner working in one field to develop a better understanding of other
relevant service areas — the key issues, service frameworks, types of treatment, how to access them,
and pointers to good practice.

As leading service providers, Rethink and Turning Point hope that our collaboration embodies the spirit
of co-operation that we advocate. Only by working together can we provide care that is realistic and

pragmatic and that genuinely enables people to move forward.

We hope you will find this toolkit both inspirational and useful.

“Co-ordinated personalised treatment “Practitioners can be experts
and recognition of a person’s need in their own field but unsure
for a home, friends, money and of how other relevant services work.
meaningful activity are crucial. Taken We hope this toolkit will build
together, these can be a passport bridges to promote understanding,
to long-term recovery.” co-operation and better outcomes

for people affected.”
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This toolkit is written for frontline staff working with adult clients who have a combination of substance
misuse and mental health problems. They may be working in a variety of settings in both the statutory
and voluntary sectors. The impetus for the toolkit was the recognition that people working within
substance misuse would benefit from a basic understanding of mental health services and vice versa.

In addition, workers in a broad range of community-based services also provide relevant care including people in
social services, housing, probation, prison services, primary care, hospital wards and Accident and Emergency.

Whilst the toolkit is not specifically aimed at dual diagnosis specialists, it may be useful to them in
providing references and signposts to further information. We also hope that specialists will provide
a vital dissemination link to frontline workers.

Similarly, although the toolkit is not aimed at service users and carers, they may also find it useful.
(Rethink has also produced a shorter leaflet that is aimed at carers.)

The toolkit is both a practical guide and a reference source. It provides a basic introduction to key issues,
service models and good practice in both substance misuse and mental health. The material is arranged so that
busy practitioners can quickly identify the information they need without having to read the whole document.

The toolkit is part of a suite of materials designed to improve understanding and practice around
dual diagnosis. These comprise:

HEoOmEmsm

A4 booklet containing

An A2 poster suggesting a suggestions and explanatory 4 page leaflet produced in

range of relevant services and notes to accompany the association with Adfam — a leading
designed to support practitioners Networking Tool. UK charity supporting families

in identifying and accessing affected by drugs and alcohol.
services in their area. Designed as an introduction to dual

diagnosis for families and carers
and lists useful organisations.

To order copies of the Leaflet and Networking Tool call Rethink on 0845 456 0455 or download from
www.rethink.org/dualdiagnosis. To order further copies of this Toolkit call Turning Point on 020 7702 2300
or download from www.turning-point.co.uk or call Rethink on 0845 456 0455 or download from
www.rethink.org/dualdiagnosis



“Dual diagnosis is a label they give you, but even at my
most buoyant | think I’'ve got more than two problems.”

Service user

“In short, an individual’s needs are often multiple rather
than dual and include social as well as medical needs.”

Lehman et al 1989 quoted by The Centre for Research on drugs and health behaviour

There is no common understanding about what is meant by “dual diagnosis”. For the purposes of
this toolkit, we have defined it as: ‘the co-existence of mental health and substance misuse problems’.

For services, diagnostic labels have value in defining a client group and enabling the commissioning and
delivery of care. However, practitioners should be aware that both service users and staff often see the
label “dual diagnosis” as problematic.

“Dual” diagnosis can suggest that there are only two problems. In fact many people have multiple needs.
These might include one or more medical problems and a range of social issues such as housing, income,
employment and social isolation. In practice, people are usually only given a formal diagnosis of dual
diagnosis if they have severe mental health problems (generally psychotic disorders) and severe substance
misuse problems that meet the criteria for specialist services. The issue then arises of how to access
appropriate care for people whose problems, whilst distressing, are not considered “serious” enough to
meet the threshold for specialist care. For example someone who has serious substance misuse problems
but “moderate” mental health problems (such as anxiety or depression) or vice versa.

The term “dual diagnosis” does not specify the disorders and so could potentially apply to a person with
any two conditions eg a learning disability and a mental health problem.

A label of dual diagnosis can lead to stigma and barriers in accessing services. Paradoxically, it can also
be a passport to services, especially when specialist care is in short supply. It is important to note that the
label “dual diagnosis” does not indicate a specifically new condition but rather identifies that the person
has concurrent issues.

In the UK it is estimated that a third of patients in mental health services have a substance misuse
problem. At the same time, around half of patients in drug and alcohol services have a mental health
problem (most commonly depression or personality disorder'). In a major study’ of people involved
in substance misuse treatment, one in five people reported recent psychiatric treatment. Prevalence
amongst the prison population is high. A study® by the Office of National Statistics indicated that:

10% of male remand prisoners had moderate dependency
40% had severe dependency
79% of male remand prisoners who were drug dependent had two additional mental disorders



The relationship is complex, controversial and varies from individual to individual. ‘The Dual Diagnosis
Good Practice Guide’ from the Department of Health describes four possible relationships:

e A primary psychiatric illness precipitates or leads to substance misuse

e Use of substances makes the mental health problem worse or alters its course
e Intoxication and/or substance dependence leads to psychological symptoms

e Substance misuse and/or withdrawal leads to psychiatric symptoms or ilinesses

There is a range of factors that may make some people more vulnerable to either or both problems.
These include genetic make up, environment and behaviour. The triggers are also diverse and may
include a range of adverse life events such as homelessness, relationship breakdown or bereavement.

There remains debate about the extent to which substance use can cause mental iliness. Drug induced
psychosis is one area of study as are the effects of cannabis. There is more agreement that substance
misuse may trigger or exacerbate mental iliness. However, in practice it may be difficult to identify
whether use caused the problem or is merely associated with it. Substance misuse can also mask

a mental health problem which is then revealed when use is decreased. For example, a person with
anxiety or depression may use stimulants as a means of coping with their situation.

It is important to recognise that people’s mental health and substance misuse problems may vary over
time. For example:

* People may vary the type and amount of substances they use — eg they may stay clear of illegal drugs
but use alcohol or cannabis occasionally

¢ They may react differently to the same substance depending on the supply, their environment or their general health

¢ Their mental health problems may fluctuate. For example they may have episodes of ill health followed
by long periods of stability

¢ Fluctuating vulnerability — for example a person may be vulnerable to using alcohol during periods of mania

Case study

In her late twenties, Sally began experiencing deep periods of depression and unusual shifts in mood.
She was diagnosed as having bipolar disorder in 1994, aged 32 and was prescribed lithium. During
initial assessment, she admitted to often not taking her medication when she felt well and this, and
her escalating cocaine use, resulted in multiple compulsory hospital admissions under Section 3 of
The Mental Health Act. Sally reported low self-esteem due to difficult family dynamics and said that
cocaine made her feel more confident, but also made her take risks, which frightened her.

Counselling and support began whilst Sally was in hospital. This built on Sally’s wish to control
her illness and lead a “more productive” life. Sally began to realise that, to help reach her goals
she needed to take her medication. She acknowledged that it helped “keep me well” and that,

if she experienced side effects, she could talk to her care team. She also recognized that her
cocaine use exacerbated her mental illness and put her at risk of sexual and financial exploitation.

Sally was able to remain drug free while in hospital, but realized that on discharge, this would

be more difficult to maintain. Cocaine had left “a hole” in her life and it was important to replace it
with meaningful activity. She therefore attended relapse prevention sessions and life skills groups
run by a local voluntary agency and also looked forward to the complementary therapies on offer.
Sally remains drug free and has had no hospital admission for over a year. She is currently studying
beauty therapy in the hope of working in the future.



Section two

The policy framework for dual
diagnosis

In this section we alert practitioners to two frameworks for practice produced by the Department of Health
and the Royal College of Psychiatrists. We also provide a brief summary of key areas of policy that are

relevant to dual diagnosis. Fuller descriptions of these can be found in Appendix 2 on page 81.

Practitioners should be aware that policy tends to focus on people with more severe problems who
have been given a formal label of dual diagnosis.

Frameworks for practice

We particularly refer practitioners to two sets of guidelines:

Dual Diagnosis Good Practice Guide

Published by the Department of Health, this summarises current policy and good practice
with emphasis on the provision of mental health services for people with severe mental
health problems and problematic substance misuse.

The guide clarifies lead responsibilities and sets out ways in which substance misuse and
mental health should work with and support each other. Its key provisions include:

* The primary responsibility for the treatment of individuals with severe mental iliness and problematic
substance misuse should lie within mental health services. This approach is referred to as ‘mainstreaming’,
and aims to lessen the likelihood of people being shunted between services or losing contact completely

e Substance misuse agencies (both alcohol and drugs) should provide specialist support, consultancy
and training to mental health teams

® Where clients have less severe mental health problems, mental health services should provide similar
support to substance misuse agencies

e Clear pathways of joint working and treatment should be developed in dual diagnosis strategic planning

Local Implementation Teams (from mental health) and Drug Action Teams (from substance misuse) are
responsible for the implementation of the Guide’s requirements.

Co-existing problems of Mental Disorder and Substance Misuse
(dual diagnosis) - an Information Manual

This is a more detailed resource for practitioners published by the Royal College of
W Psychiatrists in 2002. It contains similar sections to those covered in this toolkit but

- provides greater depth of discussion and good practice detail. The manual can be
downloaded free from: www.rcpsych.ack.uk/cru/complete/ddip.htm
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Other policy and service frameworks

The Mental Health National Service Framework (NSFMH)
Published in 1999, the NSFMH sets out how services will be planned, delivered and monitored.
Several areas are relevant to dual diagnosis including mental health promotion, primary care and

specialist services.

Two approaches to care are also particularly relevant:
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The Care Programme Approach (CPA) is a framework for inter-agency working. It seeks to ensure
that clients have a proper assessment and that services are co-ordinated in line with client need.

Assertive outreach and crisis resolution services are proactive approaches to engaging with
clients and managing problems.

Models of Care (MoC)

This is effectively the comparable framework for substance misuse services. Although it does not
have the formal status of a National Service Framework, it has similar aims in terms of specifying how
services will be planned, delivered and monitored.

MoC emphasises care co-ordination and meeting multiple client needs through an integrated pathway
of care. To this end, it groups services into four tiers and outlines the relationships between them. The
tiers are set out in this toolkit in the ‘In Practice’ section on page 36.

The Mental Health Act 1983

This Act sets out the circumstances in which an individual can be detained (sectioned) in hospital

for assessment and/or treatment for their mental disorder without their consent. The ‘References and
Resources’ section explains the sections that are most commonly used (see page 83). It should be
noted that this Act is currently under review.

The Mental Health Act contains several different sections. More information is available from
www.imhap.com




Updated Drug Strategy

Published by the Drug Strategy Directorate at the Home Office in 2002, the strategy aims to reduce the
harm that drugs cause to society, including communities, individuals and their families.

The Social Exclusion Report - Mental Health and Social Exclusion

Published in June 2004, this document examines how to attack the cycle of deprivation linked to mental
health problems (including considering the role of substance misuse). Both the National Institute for
Mental Health (England) (NIMHE) and the National Treatment Agency for Substance Misuse (NTA) have
agreed to take forward work in this area recommended by the report.
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Section three
Substance use

This section is designed to give practitioners an introduction to some of the issues and concepts
involved in substance misuse. It includes:

e What is a drug?

e The nature of use and misuse

e Why do people misuse?

e Patterns of misuse

e How common is substance misuse?

In the ‘In Practice’ section on page 33-35 we include details of a range of treatments available from
substance misuse services.

In Appendix 1 on page 72 we include a description of the substances that are most commonly misused.

What is a drug?

Drugs have been described as: ‘any substance that, by its chemical nature, alters the structure or
functioning of a living being’.

This is obviously a very broad definition that takes in a wide range of everyday socially accepted
substances (coffee, tea) right through to illegal class A drugs. Nevertheless, an inclusive description
can have some value in helping practitioners understand patterns of use and difficulties of changing
or reducing use:

“We try to get staff to think about their own addictions — how difficult it is to
lose weight, to stop drinking so much tea or coffee, give up cigarettes, cut down
on social drinking. How ready are they to give up experiences that are pleasurable?
It helps them think about the complexity and difficulty of change.”

Dual diagnosis trainer

However, of more immediate concern to the practitioner is to understand different patterns of use and
when substance use becomes problematic.

What is the difference between drug use
and misuse?

Many of us use legal drugs like caffeine, nicotine, or alcohol without much thought. Their use is socially
acceptable and, in some circumstances, encouraged. We may even consume unwise levels or have a
temporary dependency without having a long-term dependency problem. It is important to note that some
people may also take illegal drugs occasionally without being dependent on them — eg a recreational
cocaine usetr.

The line between use and misuse is a fine one and will vary from individual to individual. However, a useful
working definition of use and misuse has been developed by the drugs agency, Drugscope:

Substance Use
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Drug use: this refers to the taking of a drug, either by swallowing, smoking, injecting or any other way
of getting it into the bloodstream. Drug use is used to refer to drug taking that, although it has some
risk, is not necessarily wrong or dangerous. The term does not imply that drug taking is wrong and is
therefore preferred by many not wishing to value-judge the taking of drugs.

Drug misuse: implies use outside medical use and which is harmful or done in a wrong way. It refers to
use that is dependent or part of a problematic or harmful behaviour. This is preferable to the older term
drug ‘abuse’ which can imply a moral judgement.

Why do people misuse substances?

“I'd just got out of prison. | got straight back on the ‘gear’ again,
‘cos my missus, my kids, my home - everything had gone.”

Service user

The reasons why people use will be as varied as the individuals themselves. Some may enjoy the experience,
wish to improve their sex life or hope to lose weight. Others who are socially excluded may find a sense of
community with other drug users. For some, drug taking may be an escape from too much pressure. For
others, it may be that boredom; peer pressure or a lack of opportunity is a trigger. Either way, it can be all
too easy to create a vicious circle whereby using to escape problems only creates more problems and
hence a greater need to escape.

Some people use to counter the withdrawal effects of other drugs. For example, benzodiazepines after
stimulants. Or they may combine drugs to enhance the effect — for example cocaine and ecstasy. Alternatively,
people may take illegal drugs to counter the unpleasant side effects of prescribed medication - for example
muscle spasms or movement disorders arising from mental health medication.

“In the environment where | am living, there are so many negative
vibes, so many things to get you into trouble, so many things to
keep you down and keep you like on a depressive vibe.

You have to smoke something to keep you up.”

Service user

“We say to people — you mustn’t take your drugs because
they’re bad for you, they do bad things, they’re from bad people.
Here are our drugs - they’re OK. But we don’t really subjectively

understand what the experience of taking psychiatric drugs is.
Some have terrible side effects.”

Drug worker

10



“Often the symptoms that the medication is addressing are not
those that actually cause the client most distress. For example people
can be more concerned about anxiety and mood than about hearing voices.
So then they can turn to street drugs to help them deal with social
Situations or to take away the symptoms of medication.”

Dual diagnosis nurse

The role of adverse life circumstances is also much discussed in relation to both mental health and
substance misuse. Not only can deprivation in itself be a trigger but also there is generally greater
availability of drugs in deprived areas. The relationships between these factors is complex and beyond
the scope of this toolkit to explore in detail.

Workers should however be mindful that, paradoxically, contact with health and social services could
also make people more vulnerable. For example, clients discharged from hospital in receipt of benefits
may be soft targets for drug dealers. There is also a worrying increase in the availability

of illicit drugs in psychiatric wards.

Patterns of substance use

When considering patterns, the key factor is the amount taken and the effect on the person rather
than issues around legality.

The legal status of a drug does not necessarily indicate how harmful it can be. The Government
estimates that there are 3.8 million dependent drinkers in England and Wales. This is six times as
many as those who are dependent on Class A drugs.

It is also worth noting that ‘harm’ can apply not only to the direct damage to the person but also to
the behaviour associated with using. For example, there are known links between both alcohol and
drugs and crime.

Factors affecting use
A number of factors may influence people’s use:

Environment/culture: Poor social support, lack of employment or meaningful activity or adverse work
environment, peer pressure, family situation.

Mood: can fluctuate from optimism to low self-worth and despondency.
Plasticity: this means variability in the effects of a drug. For example, heroin has low plasticity so that

effects will be broadly similar for everyone. In contrast, LSD has high plasticity because its effects are
very variable.

11
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Types of use

It will be helpful for practitioners to know some of the terms used by substance misuse services to
describe different patterns of drug use: These are not rigid definitions and use can be problematic at
any stage.

Experimental use can be seen as a normal developmental pattern. For example, it could apply to a
school pupil inhaling solvents for the first time with friends. Other examples could include an ecstasy
user who tried the drug once about 6 months ago and wants to try it again, or a person who has grown
up with no drugs or alcohol but gets drunk with friends to see how it feels.

The numbers of those experimenting are steadily increasing and the age of first time use is decreasing.
However, experimental use tends to be random and is usually sociable. It is important to note that it does
not necessarily lead to dependency - the “slippery slope” theory is not borne out by research.

Recreational use differs from experimentation, in that it is both regular and controlled and can also be
stopped at any time. It applies to both legal and illegal substances and is usually a sociable experience.
Examples could include a person who smokes cocaine every other month with their partner or someone
who drinks alcohol at the weekend who doesn’t consider this to be problematic.

Polydrug use. This is use of more than one drug by the same individual, either in a drug “cocktail”
or one after the other.
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Dependent use describes a compulsion to continue taking a drug in order to feel good or avoid feeling
bad. This term is preferable to “addiction” which has negative connotations.

Dependence is often described as either physical or psychological. Psychological dependence is central
to the definition of drug dependence. Physical dependence is a common and often important, but not a
necessary, element of drug dependence.

Psychological dependence usually includes a strong desire to take a drug even in the knowledge it is
harmful, or in spite of negative consequences. In severe cases intense craving and prominent drug-seeking
behaviours are present.

Physical dependency is characterised by the need to take a substance to avoid physical discomfort or
withdrawal symptoms. This results from repeated, heavy use of drugs like heroin, tranquillisers and alcohol.
This can change the body chemistry so that, without a repeat dose, a person suffers physical withdrawal
symptoms — such as “the shakes” and flu-like effects. For some drugs physical withdrawals can play a
much greater part in continuing to reinforce the dependence. For example, heroin has a much more
prominent physical dependence syndrome than drugs such as cannabis, or even cocaine.

Usually both the psychological and physical dependence on drugs are due to direct biological effects

of the drug on the brain and nervous system. Common effects of most drugs that cause psychological
dependence are direct or indirect changes in the brain reward and pleasure pathways. Physical withdrawals
tend to be due to more specific nervous system changes related to the particular drug involved.

It is important to recognise that a range of individual biological, psychological and social factors can
strongly influence development of drug dependence. The importance of these factors varies from person
to person, and for some may be of greater importance than the simple biological drug effects in
maintaining dependence of in contributing to relapse.

Other kinds of “behavioural addictions” are referred to such as work, gambling or sex addictions. The

mechanisms involved are also complex and not fully understood. However, a range of individual biological,
psychological and social factors are also involved including evidence of effects in brain reward pathways too.
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Binge — describes a pattern which involves episodic use of a substance in large amounts over a
condensed period of time (which may be a period of hours, days or weeks), followed by little or no use.
Often the period between binges becomes shorter and substance use becomes heavier and more
problematic. Possible examples of binge using might include: a drinker who once a month consumes large
amounts of alcohol all weekend and who may have physical complaints, such as liver damage or alcohol
poisoning. Or, a crack cocaine user who spends large amounts of money, perhaps on the day the benefits
cheque comes through, and then doesn’t use for some time.

Harmful use. This term should follow the ICD10 definition that ‘there must be clear evidence that
substance use was responsible for or substantially contributed to physical or psychological harm.’

It is interchangeable with problematic use.

Examples include a drinker who consumes large quantities of alcohol every day. She develops a tolerance
to alcohol and then needs larger quantities to feel intoxicated. She has regular binges of very heavy use
that affect her job and relationships. She knows that her drinking is a problem but is ambivalent about
getting help.

Chaotic use: This is often polydrug use, combined with other significant health issues eg HIV and

liver damage, and mental health problems. It can be described as excessive use of substances over a
prolonged period of time, with the user finding it very difficult to live without the substance or experiencing
problems stopping or regulating use. Such individuals may not appear to care or be aware of the dangers
of their use

Note, when working towards change, it is important that these definitions are identified and accepted
by the user.

Substance Use

How common is substance misuse?

Estimates vary widely. The ‘Updated Drugs Strategy’ refers to 250,000 Class A drug users with the most
severe problems. However, other research conducted by York University indicated a range of 280,000-
500,000 people in the UK. According to the ‘Alcohol Harm Reduction Strategy for England’, 1.8 million
adults currently drink at very heavy levels. It is important to realise that the number of people in treatment
does not reflect the much larger number of people who are dependent.

Key findings from the British Crime Survey 2001/2

e Of all 16-59 year olds, 12% had taken an illicit drug and 3% had used a Class A drug in the last year.
This equates to around four million users of any illicit drug and around one million Class A drug users
in the last year

e Cannabis is the most frequently used drug, with around 3 million of 16-59 year olds having used
it in the last year

13



This section includes:
e A brief introduction to mental health problems highlighting some issues around diagnosis

e Descriptions of the main types of mental health problems giving prevalence figures and examples
of symptoms

The treatments that are normally offered by mental health services are described in the ‘In Practice’
section on page 39-42.

Most of us experience variations in our mental health from time to time. However for some people these
variations are prolonged and can result in considerable disturbance to everyday life. This is the point at
which a diagnosis of mental iliness may be given.

It can be helpful to think of mental health in terms of a continuum. At one extreme would be positive
wellbeing. This would include both medical and social factors and is a state of active good health rather
than simply the absence of illness.

At the other end would be “serious and enduring” mental health problems. However, it is important to
recognise that everyone is on this continuum and that most people fluctuate between different positions.
Even people with “serious” conditions can have long periods of being well. This fluctuation is one of the
reasons why many people feel uncomfortable about psychiatric labels and diagnoses. Such labels may
not be a good predictor of somebody’s health at a given time and may lead to stigma and preconceptions.

Where a diagnosis is given this is because a doctor or psychiatrist recognises a number of symptoms
and attributes them to a particular illness. However, practitioners should be aware that diagnosis is not
an exact science. In practice, some symptoms can point towards two or more illnesses and misdiagnosis
can also occur. In other instances, conditions remain undiagnosed.

Anxiety disorders

According to the Mental Health Foundation, anxiety disorders are the most common form of psychiatric
illness affecting around one in ten of the population.

Anxiety, worry and fear are feelings that everyone experiences from time to time. However, some
people experience them with a severity that is out of proportion to the real threats around them.
This can have a profound impact on their ability to function normally.

Diagnosis can be more complex in the event of dual diagnosis. On the one hand, anxiety disorders

can be brought on by drink and drug use. On the other hand, people who have an anxiety disorder
may use drink or drugs to deal with the symptoms.
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The general symptoms of anxiety disorders are:

¢ Feeling worried a lot of the time

e Feeling tired

e Difficulties concentrating

¢ Being irritable

* Problems sleeping

e Heart palpitations

e Heavy and rapid breathing

¢ Dizziness

¢ Feelings of dread or impending doom

Anxiety disorders include:

e Generalised anxiety disorder

e Obsessive compulsive disorder
¢ Panic disorder

¢ Post traumatic stress disorder
e Social anxiety disorder

e Specific phobias

e Separation anxiety disorder

One particular form of anxiety disorder is Post Traumatic Stress Disorder (PTSD). This is a pattern

of behaviour that can occur after a traumatic experience or witnessing life threatening events such
as serious accidents, violent personal assaults, sexual abuse or terrorist incidents. People with PTSD
often re-live the experience through nightmares and flashbacks, have problems sleeping and feel
detached from reality. PTSD is complicated by the fact that it often occurs together with other
mental health problems like depression, anxiety, memory problems and substance misuse.

Depression

The severity and length of depression can vary widely from a short-term reaction to an adverse event
to a prolonged episode that interferes with the ability to function, feel pleasure or maintain interest.

It is estimated that one in five people will experience depression at some point in their lives and about
one in 20 people have clinical depression.

Symptoms of depression include:

¢ Feelings of helplessness and hopelessness

¢ Feeling useless, inadequate, bad

e Self hatred, constant questioning thoughts and actions, an overwhelming need for reassurance
¢ Being vulnerable and over sensitive

¢ A loss of energy and motivation

e Agitation and restlessness

¢ Physical aches and pains
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In severe depression these feelings may also include:

e Suicidal ideas
e Failure to eat or drink
¢ Delusions and/or hallucinations

Sometimes depression may be masked — for example, by alcohol or drugs.

Schizophrenia
One in 100 people will experience schizophrenia during their lifetime.

Although for some people the illness may be chronic and enduring, many do recover and live ordinary
lives. People are most likely to experience schizophrenia between their late teens and early twenties.

The causes of schizophrenia are still unclear though there are a number of theories. In relation to dual
diagnosis, practitioners should be aware that drug use has not been conclusively shown to cause
schizophrenia (or other severe and enduring mental health problems). However, long-term use of certain
drugs could increase the chance of some people developing mental health problems.

There are two groups of symptoms. These are known as “positive” and “negative”. Positive symptoms
mean that people have more experiences than normal whilst negative symptoms involve some loss of
normal experience.

Positive symptoms

Hallucinations and illusions
Hallucinations are perceptions that occur without connection to an appropriate source.

The most common hallucination is hearing voices. However, they can occur in any sensory form:
auditory (sound), visual (sight), tactile (touch), gustatory (taste) and olfactory (smell).

Voices are usually thoughts in the mind. They can describe activities taking place, carry on a
conversation, warn of dangers, or even issue orders. They can seem so loud that the person
believes that they are audible to others around them.

To a person with schizophrenia, the voices appear to come from an external source. However, using
modern imaging techniques, it is possible to see changes in the speech area of the brain at the time
when the person says they are hearing voices. Thus, for practitioners, there is an important point: a
person hearing hallucinatory voices is not simply imagining something. A measurable experience is
actually happening.

Delusions

Delusions are false personal beliefs that are not subject to reason or evidence and are not explained
by a person's usual cultural beliefs.

They make take a variety of forms. For example, about one-third of people with schizophrenia have

paranoid-type symptoms. These usually involve delusions of persecution, or false and irrational beliefs
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that they are being cheated, harassed, poisoned or are the subject of a conspiracy. These people
often believe that a member of their family or someone close to them is making this happen.

Another form is delusions of grandeur in which the individual may believe they are a famous or
important person.

Sometimes people’s delusions are quite bizarre. For example, believing that a neighbour is controlling
their behaviour with magnetic waves; that people on television are directing special messages to them;
or that their thoughts are being broadcast aloud to others. A person experiencing delusions may try to
keep them secret, knowing that others would not understand. Other people can become overwhelmed
and begin to act strangely in accordance with their delusions.

Negative symptoms

Negative symptoms are when the person experiences a degree of withdrawal from their normal life.
For example, families may gradually realise that their relative's behaviour has been changing over a
period of time in subtle ways. They may have become slower to think, talk and move, or indifferent
to social contact. Their sleeping patterns may have changed so that they remain up all night and
sleep all day. Body language may also be affected.

The overall result is a reduction of motivation, the effect of which varies from minor to severe.
Negative symptoms are much less dramatic than positive, but they tend to be more persistent.

Recognising these changes can be particularly difficult if the illness develops during teenage years
when it is quite acceptable for changes in behaviour to occur, particularly where the young person
is experimenting with new freedoms and lifestyles.

Bipolar disorder/manic depression
Around one in 100 people experience bipolar disorder which is also known as manic depression.

The key symptoms are unusual shifts in mood, energy and ability to function. These are severe and
quite different from the normal ups and downs of everyday life.

Bipolar disorder typically develops in late adolescence or early adulthood though it is frequently not
recognised until the symptoms become severe. It is often a long-term illness that must be carefully
managed throughout a person’s life.

Many people have long periods between episodes when they are free of symptoms. About one third
have some residual symptoms and a small minority have unremitting symptoms. Symptoms of a
depressive episode are described under “depression” above.

Some of the symptoms of a manic episode include:
¢ Increased energy, activity, restlessness
¢ An overly high, euphoric mood

e Extreme irritability
¢ Racing thoughts and sometimes talking fast, jumping from one idea to another
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e Reduction in the need for sleep
e Unrealistic beliefs in abilities and powers

People with mania are more likely to use drugs, particularly cocaine, alcohol and sleeping medications.

Sometimes severe episodes of mania or depression include psychotic symptoms. These are described
in more detail under the symptoms of schizophrenia.

Schizoaffective disorder

About one in every 200 people develops schizoaffective disorder although it is thought that this may
be an underestimate.

The term is applied when symptoms of manic depression and symptoms of schizophrenia

present at the same time (or within a few days of each other). Usually this diagnosis is given when the
symptoms of schizophrenia are more pronounced. Schizoaffective disorder usually begins in late
adolescence or early adulthood.

Personality disorders
Approximately 10-13% of the population has a personality disorder.

We are used to thinking of “personality” as the characteristics that make us unique. However,

the term “personality disorder” is used when those personal characteristics cause someone to
have regular and long term problems in the way they cope with life and interact with other people.
There are different types of personality disorders. ‘The Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-1V)’, identifies ten:

e Paranoid

e Schizoid

e Schizotypal

e Antisocial

e Borderline

e Histrionic

e Narcissistic

e Dependent

e Avoidant

¢ Obsessive-compulsive

An individual may have more than one. However, it is likely that some people experiencing these problems
will never come into contact with mental health services. Others may easily be misdiagnosed — particularly
because the symptoms may be more general than those of other mental disorders. In addition, some
people may have other mental health conditions co-existing with personality disorders, but these are not
always diagnosed. ‘Co-existing problems of Mental Disorder and Substance Misuse (dual diagnosis) - an
Information Manual’ suggests that some personality disorders are more relevant to dual diagnosis than
others. These include paranoid, schizoid, anti-social and borderline.

19



The issue of diagnosis may become more complex where substance misuse is also involved.

On the one hand, to achieve a diagnosis of personality disorder the person’s symptoms must not be
as a result of drug or alcohol use. However, drug and alcohol dependence is often seen as a symptom
of personality disorders.

When making a diagnosis, the criteria that a psychiatrist will look for may include the following:

e Symptoms have been present for an extended period of time. They are inflexible and pervasive,
and are not a result of alcohol or drugs or another psychiatric disorder. The history of symptoms
can usually be traced back to adolescence or at least early adulthood

e The symptoms have caused and continue to cause significant distress or negative consequences
* Problems are seen in at least two of the following areas:

e Thoughts (ways of looking at the world thinking about self or others, and interacting)
e Emotions (appropriateness, intensity, and range of emotional functioning)

¢ Interpersonal Functioning (relationships and interpersonal skills)

¢ Impulse Control

In the past, some professionals thought that personality disorders were untreatable. Hence, commissioning of
services has generally been poor or patchy. This has led to significant confusion and misunderstanding about
the disorder as well as to poor or patchy commissioning of services. In order to clarify understanding, we
have provided greater detail on the diagnosis and treatment of personality disorders. This information is
intended to challenge myths about treatability and to alert practitioners to new guidance. It does not
therefore, imply that personality disorder is a special case in terms of treatment.

A problem with services is that they have traditionally been focused on providing crisis and

acute care. However, many people with personality disorders do not reach the threshold of crisis and
may consequently not receive support. They may be living in an isolated way in the community without
receiving care and this can become a trigger for drug or alcohol use. However more recently, there
have been advances in treatment and the Government has recently published guidelines: ‘Personality
Disorder, no longer a diagnosis of exclusion’ (see page 69 for further details). Treatment may include
medication which is mainly used to calm anxiety and stabilise mood.

In addition, psychological approaches have been shown to be effective. These include cognitive
behavioural therapy (CBT) and also longer term psychotherapy. Another more specific form of therapy
is Dialectical Behaviour Therapy (DBT) which is a longer-term form of CBT that has proved effective
for some people with certain types of personality disorder.

Research' has looked at the effectiveness of different approaches in different settings. This includes
psychological treatments, drug treatments, service models and approaches, (including therapeutic
communities) and features of good management.

Whilst there is increasing data on treatment, practitioners should be aware that there may be a

shortage of services in their locality. Each area should now have a strategy for the treatment of
people with personality disorders and it may be helpful to identify and work with relevant people.
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It is particularly important to establish a good working relationship from the start. Many people with
personality disorders may have had bad experiences of engaging with services and of not receiving
appropriate support. This can lead to a vicious circle whereby they express their frustration and are then
regarded as “difficult” by services.

Personality disorders have traditionally been viewed in medical terms, and this presents challenges to
services which provide treatment based on medication. It is important to develop a better understanding
from a psychological point of view, with an emphasis on changing behaviour. Try to look at the various
symptoms and review whether they can be treated.

Personality disorder remains a controversial diagnosis and an area where there is still much confusion.
In particular, there is debate about the label “dangerous and severe personality disorder”. In practice,
workers are unlikely to encounter clients with this label. It is a term used by the Home Office rather than
a diagnosis given by psychiatrists. A tiny minority of people will receive this label, many of whom are
already in a special hospital or criminal justice system. It is important to avoid making assumptions.
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Section five
In practice

In this section we look at issues and good practice around delivering services. This includes:

e The assessment process

e Assessing and managing risk

e Understanding and using the Care Programme Approach

¢ Types of treatment offered by substance misuse services

¢ Types of treatment offered by mental health services

e Complementary therapies

e Stages in treatment

e Involving service users and carers in treatment

¢ Meeting diverse needs including black and minority ethnic populations, women, gay, lesbian, bisexual
and transgender populations

The assessment process

This section considers the core principles involved in assessing a client’s needs and some of the issues
that arise in practice. Some of these are particularly relevant to dual diagnosis and others are more
general. We then offer some suggestions for good practice.

Some core principles

Thorough, multi-disciplinary assessment is the first step towards providing an effective package
of medical and social care.

Practitioners should aim to establish':

e The chronology of presenting problems

¢ The relationship (if any) between them

¢ Whether the disorders require independent treatment, or
¢ Whether treating one will help alleviate the other

It is also important to gain an holistic picture of the client’s current lifestyle, domestic arrangements and
historical factors relating to this.

This information should lead to a practical care plan that recognises a range of needs and wishes.

Some issues in practice

Preoccupations with “what came first”

Many practitioners become preoccupied with establishing whether a person’s substance misuse is primary
or secondary to their mental health problem or vice versa. In a few instances, this may be clear, but as we
have seen, it is likely to be difficult to distinguish. There is a danger that answering this question, and
deciding which service should lead, will become the focus of an assessment instead of the client’s needs.

Unfortunately, the assessment often initiates a process of shunting the client between substance misuse

or mental health services, with neither taking overall responsibility or co-ordinating care. In some cases,
this shunting process is also linked to budgetary considerations or it may simply depend on which agency
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the client approached first. (Some of these issues are discussed further in the section on service delivery
on page 57). In other cases, access to mental health services may be difficult as some mental health
teams actively exclude people whose primary problem is drug or alcohol misuse.

Confusing symptoms
The symptoms of some psychiatric disorders can be very similar to the effects of substance misuse.

For example, it can be difficult to tell the difference between psychosis that is an ongoing mental health
problem, and drug-induced psychosis that may disappear when the substance use is stopped. An extra
layer of complication may occur if more entrenched problems have been caused by extreme or long-term
substance misuse.

In practice, it may be that an initial diagnosis is made and then reviewed at a later date. However, even if
detoxification may clarify the issue, appropriate treatment may not be available, there may be long waiting
lists, or the client may be unwilling or unable to consider it.

Differences in culture between substance misuse and mental health
There can be difficulties if the assessing psychiatrist feels that the client should be clean from substance
misuse before they can be properly assessed.

Awareness of holistic needs

In practice, assessments often concentrate on clinical needs and fail to address social needs such
housing, employment, income or social networks. In fact, these factors are crucially relevant in terms
of both the presenting problem and the treatment approach.

Clients and practitioners have different perspectives

There are many reasons why a client may perceive their issues differently from a practitioner. Many people
with multiple needs have experienced social exclusion and/or trauma and their previous contact with
services may have been negative. For these and other reasons, they may not acknowledge the presence
or extent of their difficulties, or they may not see their substance misuse or mental ill-health as a problem.

Practitioners should also be aware of the importance of cultural, spiritual and religious differences.
These are discussed later in this section under ‘Meeting Diverse Needs’.

In addition, practitioners should be aware that stigma or the fear of stigma may act as a barrier to
accessing services.

Good practice suggestions for assessment

Consider the client’s concerns

Many people find it difficult to approach services and, in practice, many quickly disengage. From the
client’s perspective, the assessment can look as if it is for the benefit of the service rather than for them.
The process can also seem intimidating.

It is important to be pragmatic. The key objective is to encourage the client to engage. This may mean
that the assessment does not take place on the first meeting but is delayed until the client has a better
understanding of what the service is offering. Or it may mean doing the assessment in stages so that
it seems less intimidating. There is a balance to be struck between, on the one hand, ticking every box
and, on the other hand, ensuring that services have the depth of information they need to plan
appropriate referrals and treatment.
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Consider a range of needs

It is vital to identify the range of a person’s needs for medical and social care. Practitioners should
consider issues such as the person’s domestic situation, food and shelter, access to primary care and
child care considerations. In practice, these issues have a huge effect not only on the problem but on
the person’s ability and motivation to engage in treatment.

Avoid assumptions and keep an open mind

Try to avoid making hasty conclusions and do seek advice from senior colleagues when appropriate.
Wherever possible, make your assessment on the basis of the client’s needs rather than on what
services are available.

Timelines can be a useful tool

Moore and Rassool’ recommend the use of timelines. This involves noting the sequence of events

for both substance misuse and mental health problems over a given time. This may be over a lifetime
or a shorter period. Timelines can provide invaluable information and help indicate priorities for treatment
actions. This exercise should be done in partnership with the client to encourage them to make links
between issues in their lives.

Monitor regularly

Be aware of behaviour that gives cause for concern and regularly review the client’s progress. This is
especially important for clients with relapsing conditions. This may involve providing training for team
members so that they are aware of signs of relapse.

Recognise positive achievements

Assessments often focus on weaknesses, deficits and risks and fail to acknowledge people’s
achievements and strengths.

By recognising the positive you can help to build esteem, encourage engagement and also influence
people’s coping strategies and treatment outcomes.

Factors that may influence a diagnosis

e The expertise/experience of the professional making the diagnosis
e The definition of the psychiatric disorder’ that is used (professionals often disagree on this)
¢ The perspective of the assessment team, (whether from a mental health or substance misuse perspective)
¢ The population studied: for example, an urban situation where there is heavy substance use or
a population of successful professionals
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Assessing and managing risk

“Staff see problems such as aggression and intoxication,
but they don’t often look beyond. Often that is the client’s only
way of communicating — by being abrupt and aggressive.”

Nurse

It is important to have proper assessment and management of risk. This is not only to protect clients
and workers but also because this is an area where there is significant ignorance, fear and stigma.
If risk factors are simply ignored then hidden perceptions can hinder the treatment process.

Assessment of risk is essential for several reasons:

¢ |t helps to establish a consistent approach

e |t is key to the protection of the individual, professionals working with them and the wider community

e |t enables the individual, practitioner and other professionals to work more effectively together and
therefore helps to promote engagement

Some other factors to bear in mind in relation to risk include:
Clients are more likely to pose risk to themselves than to others. Practitioners need to be aware of the
risk of self-harm and attempted suicide.

Practitioners may fear that asking about ‘risky behaviours’ or suicidal feelings might encourage the
individual to engage in them. In fact, this is unlikely. Instead, by acknowledging people’s thoughts,
practitioners can work with them using techniques such as anger management programmes, individual
therapy and group work.

For those with mental health problems, misuse of drugs or alcohol can contribute significantly to the risk
of violence and disturbed behaviour. This is particularly true if misuse is combined with poor compliance
with medication or treatment programmes.

Research shows that people who have a dual diagnosis are more likely to have a history of violence
than people with mental health problems who are not using substances. However the link between
substance misuse and violence is unclear but this may be due to disinhibition. The environment of
misuse could also play a part since the illegality of many substances and associated crime may bring
closer links with violent behaviour.

It is important that the risk assessment looks at the individual rather than generalised risk factors.

It is helpful for services to work together to develop protocols that enable a shared approach to risk
assessment and management.

If yours is a referral only service, you may need to complete a full assessment before the client can use the
service.

Include as part of the assessment process, a contingency plan for a deterioration in the client’s substance
misuse or a mental health crisis.
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Suggestions for good practice in risk assessment

Developing assessment tools

There is no one recommended risk assessment tool for people with co-existing mental health and substance
misuse problems. Therefore we recommend that practitioners look at existing tools in mental health and
substance misuse and adapt them for this population. Some of the factors to consider include blood-
borne viruses, compliance with medication and dangerous injecting techniques.

Clear lines of responsibility

When clear expectations and boundaries are established and communicated, this benefits all team
members including the client. It also encourages compliance with treatment and medication.




Information sharing and confidentiality

It is good practice to obtain consent from the client before sharing information. The client’s wishes
should only be overridden where there is a legal requirement, defined concerns about public interest
or a serious risk to the client or others.

However practitioners should be aware that clients may be reluctant to permit information sharing.

This may be because their drug use is illegal, or because they have had a previous negative experience
of services, or even because of paranoia and anxiety relating to their psychological difficulties.

In consequence it is important to treat these issues with sensitivity. Try to explain why information

is shared ie to ensure that factual, relevant information is available to deliver the best possible care.
Reassure the client that their privacy will be respected. Ensure that they have the information to which
they are entitled.

The importance of information sharing cannot be over-emphasised when assessing future risk
of an individual.

It may be useful to include family and friends in the list of possible sources of information.

You will need to have protocols for sharing information that should apply across a range
of services and departments and in both the statutory and voluntary sectors.

For further information, see ‘Morgan S: Clinical Risk Management, A Clinical Tool and Practitioner
Manual’ published by the Sainsbury Centre for Mental Health.

The Caldicott Report

The Department of Health’s ‘Caldicott Report (1997)’ identified weaknesses in the way parts of the
NHS handled confidential patient data and so set out guidelines in order that:

1. Sharing of confidential information should be justified

2. Confidential information should only be shared when absolutely necessary;

3. The minimum information should be shared

4. Access should be on a strictly need to know basis

5. Everyone handling confidential information should be aware of their responsibilities
6. Everyone involved should understand and comply with the law

The report also recommended that a senior manager/s within an organisation should take responsibility
to ensure patient data is kept secure and called this role a “Caldicott Guardian”.

At present, compliance with these guidelines is mandatory for NHS providers and local authorities and
is good practice for other agencies in order to meet the requirements of the Data Protection Act (1998).

Practical advice about how to implement the Caldicott Guidelines and the use and protection of patient
information is outlined in the ‘NHS Confidentiality Code of Practice (2003)’. More information is available from:
www.dh.gov.uk/PolicyAndGuidance/InformationTechnology/PatientConfidentialityAnd
CaldicottGuardians/fs/en
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Good quality documentation

It is essential that assessments, meetings and discussions about a client are recorded alongside care
plans, and suicide prevention plans if appropriate. Other team members should know where this is
stored in case of emergency. There should be at least a daily handover to update colleagues about each
client in residential settings, where there are concerns about risk.

Staff training

All staff should receive training about risk assessment and management, at induction and on an
ongoing basis.
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Understanding and using the Care Programme
Approach

It is important for practitioners in all relevant services to be aware of the Care Programme Approach
(CPA). This provides the basic framework for ensuring that a range of agencies work effectively together
to provide integrated packages of care.

The CPA was developed by the Department of Health and is the accepted framework for working with
people with mental health needs. Its key provisions for inter-agency working are:

¢ A systematic assessment of health and social care needs

® An agreed care plan, detailing responsibilities within the team

e A care co-ordinator whose role includes keeping in touch with the service user and monitoring arrangements

e A regular review (at least every 6 months), making changes as necessary. This may be more frequent,
depending on an individual circumstances, eg whether in-patient or out-patient

When using the CPA it is good practice to ensure that all parties have the relevant documentation.

This means practitioners in all the services involved with the client. In addition, service users and their
identified carers should also be given a summary copy of their CPA care plan. By law, services must apply
the CPA to all the clients of working age who are accepted into mental health services. There are however,
two levels of activity:

Enhanced - for those with severe mental iliness with a high level of risk to themselves or others.
Standard - for those who have lower level mental health problems or needs. Their care may be
co-ordinated by the primary care team.

It should be noted that there is a similar framework within substance misuse. Models of Care (see page
36 for explanation) provides for Enhanced Care Co-ordination and Standard Care Co-ordination.

The CPA is a valuable framework and is effective when it is implemented, regularly reviewed and when
teams work well together.

In practice however, co-ordinating care between disparate agencies and across professional disciplines
can be problematic. People may have different professional views and it can be hard to co-ordinate diaries
to get all the appropriate people together. Hence, reviews can sometimes be delayed.

In addition, when services are under pressure, clients who are on standard CPA may not be seen as a
priority and so may not be seen as regularly as they should be by the team. Others clients may have
significant needs but not fulfil the criteria for accessing support, or they may simply be undiagnosed.

In this way, many people with co-existing mental health and substance misuse problems can fall through
the CPA net. Others, may technically be under the care of a psychiatrist or community psychiatric nurse
(CPN), but may not actually engage with them.

If these people are in contact with services, it is more likely to be with voluntary sector agencies or housing
agencies. In such situations, it is essential that casework is co-ordinated as much as possible with regular
meetings of all partners. If the person is not seeing a psychiatrist or CPN, it is important to find out if they
have a key worker and what other support is available to them. This could include day services or crisis
intervention, primary care and support from family and friends.

The key point to remember in practice is that, although CPA is the official mechanism for joint working,

it may not always be in place. However, collaboration is still vital and should be pursued even if it is on
a less formal basis.
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The role of the key worker

The concept of a key worker is central to both the CPA and Models of Care. This person may be the
central co-ordinator of a package of care.

The key worker may be located in a range of agencies but the core task is to ensure that all involved in
providing a particular package of care understand their own roles, responsibilities and boundaries and how
these relate to the roles of other workers and agencies.

The core tasks of the key worker are to:

e Help to set realistic and achievable goals

e Help to make best use of available assistance

e Develop an integrated package of care and support
* Promote the client’s independence & empowerment

This may involve liaison, sharing information, organising services, advocating, advising, supporting,
handling conflict, writing reports and monitoring resources.

A carer’s perspective

John is a carer for his son, Philip who started using drugs in 1980 and was diagnosed with
schizophrenia in 1984.

When Philip first started using drugs, it was four years before we realized there was an underlying
mental health problem. The two issues were closely interlinked. | realized he was using drugs to counter
not just the psychosis but also the effects of the medication he’d been given. He’d say, “I need some
stuff after the medication — it makes me brain dead.” The medication would inhibit his dopamine levels
and slow him down so he would take amphetamines to speed up again.

| think it’s important that staff help carers to be more aware of the physical effects associated with
dual diagnosis. That includes not just street drugs and medication but the physical effects of mental
illness such as reduced motivation and effects of substance misuse in terms of lack of appetite and
energy. This is really important in understanding someone’s behaviour and helping them to cope.
For example, we used to make extra portions of our food, freeze them and then take them to Philip
because otherwise he wouldn’t eat.

Another huge issue is support for carers in dealing with difficult behaviour. It can be very hard to
manage a person who is on a short fuse, impulsive or even suicidal. Staff are experienced in handling
such situations but carers are given little advice.

Housing is also a big issue because of the stigmatising behaviour of mental health services. The figures
give a very high prevalence for dual diagnosis yet few housing projects are prepared to take clients with
mental health and substance misuse problems. Where are they meant to go? Often parents get caught up
in subsidizing their housing and then find they are stuck with doing this as no-one else will pick up the tab.

I’ve been a carer for a long time. I’'ve got used to hunting down the information | need on the web.
However, services could do much more to involve us and use us as a resource. The reality is, we are
an essential part of the care team.
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Care Planning

Care planning is crucial to both the CPA and Models of Care.

A care plan sets out the essential steps in a person’s care and describes the expected treatment.
Typically it is structured, multi-disciplinary, and task-oriented. It should always be developed with the
active participation of the client.

A care plan should include:

® The treatment goals and milestones to be achieved

e Treatment interventions specifying which agency and professional is responsible

e A specification of how information will be shared: which information will be given to which agencies and
under what circumstances

e An engagement plan — this is particularly for people who have found it difficult to engage with services

¢ Consideration of any relevant issues relating to the client’s culture and ethnicity

* A review date

The plan should also take account of any risk assessments.
(Adapted from ‘Models of Care’ developed by The National Treatment Agency).

Person-centred Planning

Workers often look at what services are available and try to fit the client into these. The idea behind
person-centred planning is to start with the client and their needs and wishes and to match these with
what is available. It may include involving their family or friends where appropriate.

Being person-centred means:

e More than an exercise on paper, it’s a culture where clients come first

e Considering how clients are involved in meetings about their own support, which may involve for
example, provision of advocates and or interpreters or changing the location or time of the meeting.
Meetings should be informing and empowering for the client

e Ensuring that people’s personal histories are recorded in ways which are meaningful to them
and their families. Regular staff changes, or a change in service provision should not mean that the
process has to start again

e Considering funding streams which enable a person-centred approach, for example, direct payments

Summary of good practice recommendations

When a client is under CPA, reviews must be regular and multi-disciplinary.

Information should be kept up to date and circulated within the team.

A client and their identified carer should be given a summary copy of their CPA care plan.

Support systems should also be in place for those not under CPA, including contact with a key worker.

A care plan is central to CPA. This should also actively involve the client, and other professionals as
necessary and be regularly reviewed.
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Treatment

The value of treatment

Research has consistently found that there are clear benefits from treatment in terms of reduction,
of drug use, abstinence and reduced criminal activity.

The evidence also shows that the faster the person gets into treatment, the more likely they are to stick
with it and hence to achieve a better outcome. In practice, the success of treatment will depend on a
number of other factors including the motivation of the person, the severity of their dependence and
mental health problems, the extent to which their social care needs (eg housing, income) are met and
the extent to which they have supportive social networks.

When considering the “success” of treatment, practitioners should be aware that there are a range
of possible goals. Whilst abstinence may be an appropriate target for some, for others it may be
unrealistic. Some other goals that may be appropriate include:

* Harm reduction: reducing the risks associated with drug taking. This includes both risks to the individual
and to society. It could involve programmes such as supervised consumption, needle exchanges
providing clean works for injecting, programmes to address wider health needs such as reducing the
risk of HIV or hepatitis

e Stabilising consumption. This is obviously helpful in its own right but may also enable people to meet
the criteria for other treatment programmes

e Education: improving people’s awareness of risky behaviour, their understanding of any additional
mental iliness, their understanding of how the care system works and how to access support

e Addressing people’s social care needs and possibly some of the triggers for substance misuse

The most important factors to consider are:

e Ensuring that treatment should address a broad range of needs including both health and social issues

¢ Planning treatment on the actual needs and situation of the individual not following some abstract
preconception of “success”
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Types of treatment offered by
substance misuse services

The categories below describe broad approaches to treatment. Within each category there may be
a number of specific service models.

Detoxification

The aim of detoxification is to eliminate substances from the body. It is often a gradual process and
can involve the use of substitute medication to alleviate physical withdrawal symptoms. The substitute
is usually given in progressively smaller amounts.

For opiate withdrawal, there are different types of medication. The most frequently used are methadone,
Subutex, Britlofex or Naltrexone. Alcohol withdrawal is aided by benzodiazepines of which Librium

is the most popular. Vitamins such as B complex can also help to aid physical recovery. For stimulant
users there is currently no substitute medication that has been confirmed to be effective. Sometimes
antipsychotics may be offered but in general, support focuses on approaches such as support,
structured counselling, and additional complementary therapies (including acupuncture) as well as
other health and nutrition programmes.

There are different types of detoxification programmes and services should review these in terms of the
client’s need. Factors to consider are the average amount of substances consumed, the length of time
the client has been dependent and their physiological and psychological condition. Variations in
treatment may include the length of the programme and the setting — for example at home, in the
community or residential.

Detoxification should not be seen as complete in itself but as preparation for further treatment. Once
physical dependence has been reduced, a client is likely to require ongoing support to address the
effects of psychological dependence and the issues underlying their misuse.

It may also be that detoxification enables services to assess underlying mental health problems and
offer appropriate treatment.

Substitute prescribing

This is where a substitute prescribed drug is provided — usually under supervision. There are several
reasons why this may be done:

¢ To reduce and eventually stop misuse as described above

¢ To stabilise use

¢ To reduce the risks involved in drug use. For example, a prescription drug is a known quantity
whereas street drugs can vary widely in their purity and strength

Currently the most common substitute drug is methadone which is used for opiate dependence.

It is generally provided in community settings with an accompanying package of support and therapy.
A small number of doctors in the UK are licensed toto prescribe pharmaceutical heroin (diamorphine)
for the management of dependence. Buprenorphine is also increasingly being used.
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Harm reduction

There is a range of interventions including education/advice and needle exchanges where people
can obtain safe injecting equipment. This approach goes beyond drug and alcohol use and can also
consider practical steps to address other issues in a person’s life — often through a care plan. This
might include arranging housing appointments, debt counselling, and looking at wider health needs.
The health needs might include considerations of risks arising from substance misuse such as HIV
and Hepatitis as well as generic check ups.

Counselling and psychological treatments

There is a wide variety of talking treatments that are provided to both individuals and groups in a

range of settings. These include individual counselling, group work therapy, structured day programmes,
self-help groups (Narcotics Anonymous, Alcoholics Anonymous etc), outreach and drop-ins and criminal
justice interventions.

A range of approaches is also used in mental health services. These are described in more detalil
under ‘Mental Health Treatments’ on page 39-42.

Some talking treatments focus on enabling the client to explore their issues in a non-judgemental setting.
Others will provide practical support to explore issues such as the underlying factors influencing substance
misuse and practical coping strategies that the client can adopt. Other aspects of counselling techniques
may be used in assessing issues and needs (eg motivational interviewing as described on page 46).

Residential rehabilitation programmes

These programmes offer people the opportunity to leave their normal setting and live for a time
in a safe, structured therapeutic environment. This can provide a valuable opportunity to maintain
abstinence and improve health and lifestyle.

A short term programme may last between six and 12 weeks and may include detoxification as the first
stage. A long-term programme may last between 12-52 weeks and does not usually provide detoxification.

Research demonstrates that residential treatment offers many benefits. However, “drop out” is also

common, particularly in the first two weeks. Unfortunately there is very little residential treatment
available that is specifically geared to people with a dual diagnosis.
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Accessing Treatment for substance misuse

Some services allow clients to refer themselves. Others require a referral from a service or professional
such as a GP, accident and emergency services, community drug projects, mental health professionals
or through a number of criminal justice initiatives.

The underpinning framework for substance misuse is known as Models of Care. This groups services into
four levels or “tiers”. The table below, adapted from Models of Care, gives a summary of the tiers and their
main referral routes.

Tier Tier Title Type of service, with examples Main routes
No. of access
1 Non-substance Work with a wide range of clients including e Self-refer
misuse specific those who misuse drugs or alcohol, but their sole e Referred by
services purpose is not drug or alcohol treatment eg: other agency
e Primary care
e Housing services
o A&E
e General psychiatric services
e General probation services
2 Open access Provide drug and alcohol services described e Self-refer
substance as low-threshold, often short-term eg: e Referred by
misuse service other agency
¢ Drug related-advice and information
e Open access or drop in services
¢ Needle exchange, outreach services
¢ Low-threshold prescribing
e Drug misuse specific assessments and care
management
3 Structured e Structured counselling and therapy e Self-refer
community- e Structured day programmes and aftercare e Referred by
based programmes agency,
specialist drug e Community based detoxes, and prescribing. primarily from
misuse services Treatment programmes for offenders Tier 2
4a Residential Aimed at those with high levels of need e Self-refer
substance ¢ In-patient drug detox and stabilisation services, (some
misuse specific crisis centres instances)
services e Substance misuse rehabilitation services e Referred by
e Services for people with co-existing mental specialist,
health and substance misuse disorders primarily from
Tier 3
4b Highly specialist Eg specialist psychiatric units and forensic services ¢ Referred by
non-substance specialist,
misuse specific primarily from
services Tiers 2/4
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Geoff’s story

Geoff is dependent on alcohol and has been using heroin for 23 years. He also has a diagnosis of
depression. He has been in contact with many services over the years but for the last 15 years he has
been coming to the Kaleidoscope project in Kingston on Thames. This project offers a community base
combined with a range of services including methadone maintenance and reduction, needle exchange
and detoxification.

My wife and | were both drug addicts. We had four children and we lost them because of the drugs
and the drink. The youngest are in care. My older son died four years ago. He had a girlfriend who
gave him methadone and after three days he went to sleep and didn’t wake up. It was terrible -

it still feels like yesterday. I’'m also an alcoholic — my liver’s gone and I've got Hepatitis C.

| think Kaleidoscope is perfection. That’s a strong thing to say but I’'ve been around a lot of services.
This place is like my home. | come every day — it’s not exciting but it’s pleasurable to talk to people.
You get your methadone and then go to the café. There’s lots of other people who have been coming
for a long time. They all know me, they’re my friends. They ask about my kids — they’ve watched them
grow up. You have access to the medical staff if you want them but they don’t hassle you. They watch
you but from afar — it’s not in your face. The Hep C makes me sleepy. If I’'m slumped over they would
come over and say - are you OK?

It’s like there’s this strong network of people — nurses, social workers, staff, other users. People treat
you with respect. They are interested in what’s happening for you.

The dual diagnosis worker’s perspective

In many ways Kaleidoscope is unique. At the heart of it is the networking and sense of community.
So many drug misusers have nothing to do and nowhere to go in the daytimes. Here the café is at the
centre of everything. People meet and talk and that helps us to informally keep an eye on how things
are going as well as to deliver more formal interventions. As we see it, people need those kinds of
networks as a basis for working on the drugs.

As many substances are illegal, a significant number of people with co-existing mental health and
substance misuse problems come into contact with the criminal justice system.

The Government’s ‘Updated Drug Strategy’ emphasises interventions at various stages of the criminal
justice system - from police custody, to courts and probation, prison and through care. The aim of the
Criminal Justice Interventions Programme (CJIP), is to improve integration between different agencies
and interventions so that clients receive beginning-to-end support.

There are a number of specific programmes that are relevant to this client group:

Diversion

It is government policy to 'divert' people with mental health problems who have become involved with
the criminal justice system to health and social services whenever this would be appropriate. This can
be done at the police station, at the court, or from prison. If the person is detained under the Mental

Health Act, various sections of the Act enable a person to be diverted from the criminal justice system.
(See Home Office Circulars 66/90 and 12/95 for further details.)
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Arrest Referral

Upon arrest, drug-misusing offenders are asked if they would like access to a drug worker who will then
encourage them to take up appropriate treatment. Participation is voluntary and it is not an alternative
to prosecution or the due process of law. In some cases, offenders may be referred by the courts.

Drug Treatment and Testing Orders (DTTOs)

These are stand-alone community sentences available on the advice of probation officers and the court.
The CJIP seeks to manage offenders as they pass through the criminal justice system. The Criminal
Justice Act (2003) will create a single generic community sentence made up of specific elements which
will replace all existing community sentences, including the DTTO. Sentences will be drawn from a ‘menu’
of options, including different types and levels of drug treatment and can be tailored to meet the
individual needs of the offender.

Within DTTOs, attention has been restricted to criminal justice and substance misuse treatment systems
and has not adequately addressed ties with mental health care services. DTTOs have not anticipated the
high proportion of offenders experiencing mental health problems. In practice, most areas have felt that
drug users with mental health problems are unsuitable for a DTTO.

The National Audit Office's report ‘DTTOs, the Early Lessons, (2004)’ recommended that health
assessments for appropriate treatment might be considered for people with co-existing problems
for whom DTTOs were not considered suitable.

Treatment in prisons

Intensive Treatment Programmes are designed for prisoners with moderate to severe drug misuse
problems and related offending behaviour.

Other prison-based services include voluntary drug testing and detoxification. These are available in
all local and remand prisons.

The foundation of the prison drug treatment framework is the Counselling, Assessment, Referral,
Advice and Through care (CARAT) services. These aim to meet the non-clinical needs of the great
majority of prisoners and provide low threshold, low intensity and multidisciplinary interventions.

Through care is support for a drug misuser from the point of arrest to sentence and beyond.
Aftercare is support after release from prison, or completion of a community sentence, or completion
of treatment. This support should include help with housing, financial management, family relationships,
learning new skills and employment.

The Mental Health Act can be used to provide compulsory assessment and treatment for people
experiencing mental illness and substance misuse problems. It cannot, however, be used for people
whose only presenting problem is substance misuse. A number of civil sections can be used including
sections 2, 3, 4, and section 5 (see ‘The Mental Health Act 1983’ on page 83 of this toolkit). Treatment
provided is primarily for the mental illness. When the criteria for admitting someone under a section are
no longer fulfilled, the person cannot be held.
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Types of treatment offered by mental health
services

In general, medication plays a more significant role in mental health treatment than in substance misuse
treatment. However, psychological and social approaches are also important, either on their own or in
conjunction with medication. The key is to adopt an holistic approach that reflects clients’ needs such as
housing and occupation/employment.

Medication cannot cure mental illness but it is becoming increasingly successful at controlling symptoms.
In the past, the action of medication has often been crude leaving people with many side effects. Whilst
many people still struggle with side effects, drugs have generally improved and there is a wider choice
and fewer side effects.

Types of medication

There are four main types of medication:

¢ Antipsychotics

e Anti-depressants
e Anxiolytics

e Mood stabilisers

Antipsychotics

Antipsychotics are generally used to treat psychotic disorders such as schizophrenia, schizoaffective
disorders and mania. They are sometimes used for psychotic depression or personality disorders or,
in low doses, for people with severe anxiety disorders.

There are two types of antipsychotics: older typical and newer atypical. The older typical are the most
researched and, until now, the most prescribed. Common side effects are sedation and movement
disorders. Important side-effects reported include tremors, shakiness and abnormal movements in limbs.
These side effects can be disturbing, both for the person taking the drug and for others.

Newer atypical antipsychotics are better at treating the negative symptoms of psychotic illnesses
and are less likely to induce movement disorders. The side effects recorded so far include weight gain,
sexual problems, and diabetes.

Anti-depressants

Anti-depressants are used to treat depression and the depressive phases of manic depression.
There are four types of anti-depressant:

e Tricyclic

e Selective serotonin re-uptake inhibitors (SSRIs)
e Mono-amine oxidase inhibitors (MAQOIs)

e Others

All of these work in a similar way to improve mood. However, they can have varying side effects.
Common effects include dry mouth, sexual problems, drowsiness, weight gain and nausea.
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Anxiolytics

Anxiolytics are used to relieve anxiety. Benzodiazepines are the most frequently prescribed. The most
common side effects are drowsiness and dizziness. Anxiolytics are highly addictive and should only be
prescribed for a short time for severe problems.

Mood stabilisers

Mood stabilisers are given to people with bipolar disorder, severe depression and some people with
personality disorders. There has recently been an increase in the number of mood stabilising drugs
though many of the old prescriptions are established as safe and effective. The side effects are different
for each medication.

Types of psychosocial therapy

The benefits of “talking treatments” have long been recognised. These approaches are particularly
important for people with dual diagnosis where psychosocial problems may have led to mental illness
or drug and alcohol use.

Approaches that are particularly relevant include:
¢ Counselling

e Cognitive therapy

e Psychotherapy

e Family intervention

e Dialectical behavioural therapy

e Art therapy

e Drama therapy

e Group therapy

Most of these approaches focus on talking and listening. However, art and drama are more practical
and involve a creative approach to tackling difficult issues. Clients may benefit from receiving an
assessment from a psychologist to decide which approach is most suitable.

Counselling

Some people may become confused because they wrongly think that ‘counselling’ is the generic
term for all talking therapies. In fact, in this context, counselling is a specific intervention.

Counselling offers a space where clients can share their problems with a trained professional.

A very basic distinction between counselling, cognitive approaches and psychotherapy is that
counselling tends to be essentially supportive, cognitive tends to focus on practical problem solving,
and psychotherapy tends to be more exploratory. In practice, the distinctions may be somewhat
blurred and many therapists may use a range of strategies.

Counselling is offered in a wide variety of settings. It is characterised by being supportive, allowing the
client an opportunity to express their feelings and concerns without feeling either judged or directed.
In this way, it seeks to empower clients to make their own decisions.
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Cognitive therapy

Cognitive therapy is a relatively short-term, focused and practical approach used for a range of
problems. The focus is on how clients are thinking, behaving, and communicating today rather than
on early childhood.

There are three commonly used approaches:
e Cognitive behaviour therapy
e Cognitive analytic therapy

¢ Dialectical behaviour therapy

Cognitive therapy is often provided by a psychologist but it can also be used by doctors, nurses,
counsellors and social workers. Sessions are usually weekly and last for approximately an hour.

Psychotherapy

Psychotherapy tends to be more exploratory than cognitive therapy and is likely to probe more deeply
into underlying issues. It provides a safe, formal and professional space where the client can explore
difficult, and often painful emotions and experiences such as anxiety, depression, trauma, or even the
loss of meaning in life. Psychotherapy aims to help the individual to increase their capacity for choice
and become more autonomous and self determined. It may be provided for individual adults, children,
couples, families or groups.

Psychotherapy is good for treating:

e Anxiety

e Panic attacks

e Emotional problems

¢ Personality disorders

e Stress

* Insomnia

e Depression

e Bipolar disorder

¢ Relationship problems

e Psychological sexual problems

Psychotherapy is:

e An active process of participation
e Offered within a set time frame — for each session and usually with an agreed number of sessions
in the first instance if it is offered in an NHS setting
e Aimed at addressing current problems and also teaching problem solving skills
e Aimed at reducing current symptoms and helping clients to prevent similar situations arising in future

Whilst psychotherapy is not always able to treat severe mental illness it can be helpful in:
e Increasing compliance with medication

¢ Enhancing social and occupational abilities

e Improving ability to deal with stressors in society
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e Decreasing denial and encouraging acceptance of the disorder
e Decreasing the trauma associated with the disorder

There are a range of approaches within the broad heading of psychotherapy and more information can
be found at www.psychotherapy.org.uk

Family intervention

A family intervention is designed to help a client by bringing together family members, friends,
co-workers and other supporters. Using a skilled and professional facilitator, the therapy can explore
issues, processes and needs in a dynamic, honest and supportive way. This intervention can be very
successful in encouraging the client to seek treatment.

Family interventions were originally developed to help families with a range of addictive problems.
More recently, they have also been used to help families to cope with schizophrenia. Family intervention
consists of psycho-education, behavioural problem solving, family support and crisis management.
Some interventions are conducted with one family, others may bring several families together. They
vary in a number of ways — for example in including or excluding the patient, in the length of the
intervention and accordingly to the severity of the problem being addressed.

Art therapy

Art therapy uses a range of media, images, creative processes and responses to the creative process.
Through these, it seeks to illuminate the client’s development, abilities, personality, interests, concerns
and conflicts. It can be powerful in helping clients to find different artistic ‘languages’ to understand
and express their issues. The creative process is underpinned by a framework of developmental and
psychological theory. This draws on a wide range of counselling approaches.

Art therapy is used to treat a wide range of psychological issues. It is used for individuals, couples,

families, groups and communities and with adults, children and adolescents. Art therapists are trained
in both therapy and art and often work as part of clinical teams.

Drama therapy

Similarly to art therapy, drama therapy tries to give clients a different medium to explore and express
their issues. It is an active, experiential approach that helps clients to tell their story, express feelings,
explore their inner life, build relationships and achieve personal growth. It also helps in relieving

symptoms, solving problems, setting goals, developing life skills and achieving resolution of conflicts.

Drama therapists are trained in theatre arts, psychology, psychotherapy and drama therapy.
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Complementary therapies

Complementary therapies are used throughout the world to treat drug and alcohol dependence as part
of an holistic package of care.

The most frequently used are auricular (ear) acupuncture, shiatsu and reflexology. There are no substitute
drugs for cocaine and cannabis and acupuncture is one of the few alternatives that most users accept.
Although there is equivocal evidence supporting the specific effectiveness of acupuncture it is used for
people dependent on opiates, cocaine/crack and alcohol. Clients report that the treatments help to
alleviate anxiety, stress and physical pains, reduce substance cravings, promote relaxation, strengthen
emotional and mental energy and aid sleep.

There has been little research into the effectiveness of complementary therapies in relation to dual
diagnosis. The limited literature focuses on acupuncture and less severe mental ill health. However,

in addition to some of the benefits outlined above, people with mental health issues also say that they
enjoy the opportunity to relax in an holistic, rather than “medical” environment.

Complementary therapies also appear to play a valuable role in engaging clients and in sustaining contact
with services.

Stages in treatment of dual diagnosis

Whilst all services could point to different phases in clients’ progress, the concept of having clearly
defined stages in treatment is more common in substance misuse. The reasons for this go beyond the
scope of this toolkit. However, in very general terms, it relates to the fact that people with substance
misuse problems may not see themselves as “illI” in the same way as people with a clearly medical
problem such as cancer.

Hence, there is a need to positively reach out and engage with clients, and particular skills and techniques
associated with different stages in treatment.

Osher and Kofoed (1989)' have identified four stages in a long-term process that is particularly relevant to
people who have co-existing mental health and substance misuse problems. In practice, each person will
be different. They may move back and forward between stages and their progress from one to the other
will vary. The four stages are:

e Engagement

e Persuasion (Working towards change)
¢ Active Treatment

¢ Relapse Prevention

We will look at each of the four stages in turn and consider the ‘Cycle of Change’ and Motivational
Interviewing at Stage 2 (Persuasion).
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Stage one: engagement

Engagement has been described as forming a therapeutic alliance with a client. This first step is crucial
to later stages in both achieving participation and ensuring that care is truly person-centred.

Practitioners should never underestimate the difficulties that clients can face in contacting services.
Common problems are:

¢ Difficulty in acknowledging a substance misuse or mental health problem

¢ The likelihood of increased stigma

¢ Worries about disclosing confidential information — who will have access to it and how it may be used

¢ Negative and sometimes traumatic experiences of services in the past. For example if a person with
mental health problems has been admitted to hospital against their will

e Fears that children may be taken away by social services

¢ A loss of control and concerns about the medication that may be used

¢ Feeling intimidated by ‘the system’ with its numerous assessments. Doubting that “professionals” will
be willing or able to help

Traditionally substance misuse services have operated on the basis that it is the client’s responsibility
to make contact with services and attend appointments and that this is a measure of their commitment
to change.

However clients with co-existing mental health and substance misuse problems tend to find it difficult to
engage with services. They have a history of “dropping out”, failing to keep appointments and not adhering
to treatment programmes. Hence a more assertive approach is required. This may take some time and
involve considerable persistence and patience.

Factors that promote engagement
The following guidelines will help to promote engagement:

e Motivate clients to see the benefits of the treatment process - this requires a clear idea of what they
need and value

e Have a non-confrontational, empathic and committed approach

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

® Provide assistance with benefit entitlements

® Provide assistance with legal matters

¢ Involve family or carers wherever possible

* Meet clients in settings where they feel safe. This may be more constructive than expecting them to
come to services

One model of engagement outlined in the ‘National Service Framework for Mental Health’ is the assertive
outreach team. In this model, staff persistently and pro-actively contact patients.

Assertive outreach is commonly used to describe specialist teams with strict referral and operational
criteria. However, features of assertive outreach are used by a broad range of professionals in other
non-statutory settings. This may include home visits, or to getting to know family members and
developing links with other agencies.

Many clients of assertive outreach services have dual diagnosis issues and these may be combined
with other issues such as homelessness or contact with the criminal justice system.
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Case studies

The following case studies illustrate issues and practice around engagement and include
perspectives from service users and workers. They are drawn from a voluntary sector community
outreach service that uses principles based on assertive outreach.

A is a client who is “anti professional”. She says she does not want or need any support. Staff have
been successfully supporting her for over a year by “popping round” at various times and knocking

on her door. A is very concerned about people coming into her home and rarely invites workers in in.
However, she will usually engage in lengthy conversations on her doorstep. She will occasionally make
contact via card or letter. This is generally an indicator that she would like a visit, though the card never
actually asks for this.

B finds any social contact difficult as he would rather shut himself away and not “bother”. He will not
answer the telephone yet likes prior notice of visit times. As he often changes the time or day of a visit,
this proved a block to working with him. After mutual discussion, it was agreed that “talking” between
visits should be via email. This is working well as B can contact staff at his pace and feels in control.
The e-mails now often let workers know if he is feeling low, it also helps with his feelings of not wanting
to talk at particular times as he can choose to e-mail at a time best for him.

Initially, C did not welcome or recognize the value of ‘social’ support. He felt if the doctors couldn't do
any more for him then he wouldn't get any better and just had to put up with his illness. At first he often
cancelled visits but gradually over several months, with persistence and long conversations about the
benefits of being able to get out, he is now able to meet others and actual talks at meetings about the
benefits of outreach work in the voluntary sector.

Stage two: working towards change/persuasion

This stage is about building motivation and working towards change. In this section, we discuss two
helpful approaches that are widely used in substance misuse.

The Cycle of Change

This makes the point that change is not an instant decision but rather one
which involves a person going through a number of stages. The model helps
( )Y practitioners to see what stage the client has reached and their readiness to

O change and to adjust the treatment accordingly.
=

Prochaska and Diclemente (1983)

Pre-contemplation: before the individual has recognised the need for change.

Contemplation: the individual recognises the problem and considers doing something about it.
However, there is still ambivalence about change.

Decision: actually decides to do something about the problem behaviour.

Active change: the individual attempts to change the behaviour by seeking outside help (treatment).
Maintenance: the individual tries to maintain the changes made.

Relapse: a return to the levels of activity before treatment.
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Motivational Interviewing

This is a form of counselling that aims to change behaviour. It is often used by specialist therapists.
However, practitioners at all levels will find the approach helpful.

It involves presenting factual information in a non-judgmental way and inviting the client to give their
views. The facts might include both standard statistics and personal data. For example, the general
effects of substance misuse on mental health and specific results of the person’s urine analysis.

The practitioner takes the role of an active listener who reflects back the client’s responses. In this
way, the client is helped to see aspects of their life that are problematic and how the use of substances
exacerbates their difficulties.

There are five general principles:

e Express empathy
Acceptance facilitates change
Skillful reflective listening is essential
Ambivalence is normal

e Develop discrepancy
Awareness of consequences is important
A discrepancy between present behaviour and important goals will motivate change
The client should present the arguments for change

e Avoid arguments
Arguments are counterproductive
Defending breeds defensiveness
Resistance is a signal to change strategies
Labelling is unnecessary

* Roll with resistance
Momentum can be used to good advantage
Perceptions can be shifted
New perspectives are invited but not imposed
The client is a valuable resource in finding solutions to problems

e Support self efficacy
Belief in the possibility of change is an important motivator
The client is responsible for choosing and carrying out personal change
There is hope in the range of alternative approaches available
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The following table illustrates areas where the interviewer can easily go wrong and suggests some
practical solutions.

Potential interviewer errors: Five early strategies:

e Question-answer trap ¢ Ask open ended questions

¢ Confrontational-denial trap e Listen reflectively

e The expert trap (offering your solutions) o Affirm

e The labelling trap e Summarise

e Premature focus trap e Elicit self motivational statements:

¢ The blaming trap problem recognition
expressions of concern
intentions to change
optimism about change

Stage three: active treatment

At this stage, the client is persuaded of the benefits of treatment and works with a range of practitioners
to achieve agreed goals. It is important that the client is actively involved rather than a passive recipient
and that the inputs of a range of care agencies is co-ordinated.

Factors involved in active treatments

Continuous assessment
Frequent reviews of progress and interventions are important. If a person is not engaging with a particular
aspect of treatment, it may be better to re-visit this at a later stage.

Setting goals

These should be:

¢ Negotiated - reflecting both the professional judgement of the treatment team and the client’s
perspective and commitment

¢ Clear and measurable

¢ Realistic — avoid being over-ambitious

¢ Broken down into short-term targets to encourage a sense of achievement

In considering goals, it is important to include two broad areas:
e Enhancing people’s coping skills
¢ Building their social skills and networks

Education and awareness

It is important that clients understand what their diagnosis means and are informed about the medication
they are taking. This includes what it does, side-effects, contraindications with other substances they are
using and effects on mental health. Practitioners sho