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What should guide service design?

ωEthical principles

ωWhat works

ςControlled trials

ςAbility to transfer to practice

ςCost-efficient service delivery models



What else guides service models?

ωPractical/political realities

ςHow much we want to spend (& visibility of costs)

ςPreferred model of health service delivery

ωInertia of current practices



Letôs review the context

ωVery commonτ40-50% lifetime SUD in SMI

ςup to 40% currentMj in acute samples



USA: Increased L ifetime risk

0

1

2

3

4

5

6

7

8

9

10

Any Schizophrenia Depression Bipolar Anxiety

Alcohol

Other

(Regier et al., 1990)



Lifetime risk of substance misuse in 
schizophrenia
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Letôs review the context

ωSubstance use particularly common in young 
men



Letôs review the context

ωSU/MH comorbidity produces much higher 
service costs

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

ω(strong political drivers)



Letôs review the context

ωVery commonτ40-50% lifetime SUD in 
serious mental disorder

ςUp to 40% currentMj in acute samples

ωMore than dual diagnosisτ

ςmultiple co-occurring disorders the norm
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Multiple substance use is common
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Letôs review the context

ωVery commonτ40-50% lifetime SUD in 
serious mental disorder

ςUp to 40% currentMj in acute samples

ωMore than dual diagnosisτ

ςmultiple co-occurring disorders the norm

ωNot only other drugs

ςBetter seen as complex problems



Historically, 
people with co-occurring disorders 

have had less treatment 
for one or more disorders

shorter duration
restricted options

exclusion



In terms of the service system

Primary care

Mental  health servicesSubstance use services

Employment/housing services



Guiding ethical principle

Equity: 

People with co-occurring disorders 

have a right to the same quality of service 

as if each disorder occurred alone



Profound implications

ωHealth services cannot ignore the issue

ωGiven finite budget, may require reallocation of 
resources

ωMay require redesign of facilities, procedures

ωWill need a coherent treatment



What works

ωWhat works

ςControlled trials

ςAbility to transfer to practice

ςCost-efficient service delivery models



Historically...

ωco-occurring disorders not routinely assessed

ωtreatment has been fragmented 

ςdifferent services;  

ςinconsistent priorities/practices)

ωstaff lacked skills, confidence in dealing with 
companion problem/s



In terms of the service system

Primary care

Mental  health servicesSubstance use services

Employment/housing services



What works

ωScreening essential for good detection rates
ςSeveral screening instruments that work

ωSubstantial & growing evidence for integrated treatment

ωMotivational interviewing the only specific treatment 
with strong evidence as yet
ς(engagement stronger than stand-alone)

ωTreatment effects modest, not always > good control

ωInitial changes often unstable; inconsistent


