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What should guide service design’

w Ethical principles

wWhat works
¢ Controlled trials
¢ Ability to transfer to practice
¢ Costefficient service delivery models



What else guides service models”

w Practical/political realities
¢ How much we want to spend (& visibility of costs)
¢ Preferred model of health service delivery

wlnertia of current practices



Let 6s review t he

wVery common 40-50% lifetime SUD in SMI

C up to 40%currentM;j in acute samples
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Let 6s review t he

w Substance use particularly common in young
men



Let 6s review t he

wSU/MH comorbidity produces much higher
service costs

wAssociation of SUD/MH comorbidity with
suicide, assaults, accidents

w(strong political drivers)



Let 6s review t he

wMore than dual diagnhosts
¢ multiple cooccurring disorders the norm



Current cannabis use In psychosis
(Last 12 months, 1998)

Low Prevalence Disorders,
National Health & Wellbeing,Australia, 1998



Multiple substance use iIs common

All 3 drugs
Few have none H None
11% O Nicotine only
26% [3 Alcohol only
14% B Cannabis only
E Nicotine +Alcohol
S RIS IR MRS 1 Nicotine + Cannabis
4%—/.:.:.:..'-.-'.“::'-. & Alcohol + Cannabis
3% S 17% B Al

04% T 1% HCannabls only

IS rare

Low Prevalence Disorders,
National Health & Wellbeing,Australia, 1998



Let 6s review t he

wMore than dual diagnhosts

¢ multiple cooccurring disorders the norm
wNot only other drugs

C Better seen as complex problems



Historically,
people with ceoccurring disorders
have had less treatment
for one or more disorders

shorter duration
restricted options
exclusion
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Guiding ethical principle

Equity:
People with ceoccurring disorders
have a right to the same quality of service
as If each disorder occurred alone



Profound implications
wHealth services cannot ignore the issue

wGiven finite budget, may require reallocation of
resources

wMay require redesign of facilities, procedures

wWIll need a coherent treatment



What works

wWhat works
¢ Controlled trials
¢ Ability to transfer to practice
¢ Costefficient service delivery models



Historically...

wco-occurring disorders not routinely assessed

wtreatment has been fragmented
C different services;
C Inconsistent priorities/practices)

wstaff lacked skills, confidence in dealing with
companion problem/s
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What works

w Screening essential for good detection rates
¢ Several screening instruments that work

w Substantial & growing evidence for integrated treatmer

w Motivational interviewing the only specific treatment
with strong evidence as yet

¢ (engagement stronger than staralone)

w Treatment effects modest, not always > good control

w Initial changes often unstable; inconsistent



