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What Is a TIP?

Treatment Improvement Protocols (TIPs) are developed by the Center
for Substance Abuse Treatment (CSAT), part of the Substance Abuse
and Mental Health Services Administration (SAMHSA) within the U.S.
Department of Health and Human Services (HHS). Each TIP involves
the development of topic-specific best-practice guidelines for the preven-
tion and treatment of substance use and mental disorders. TIPs draw on
the experience and knowledge of clinical, research, and administrative
experts of various forms of treatment and prevention. TIPs are dis-
tributed to facilities and individuals across the country. Published TIPs
can be accessed via the Internet at http://store.samhsa.gov.

Although each consensus-based TIP strives to include an evidence base
for the practices it recommends, SAMHSA recognizes that behavioral
health is continually evolving, and research frequently lags behind the
innovations pioneered in the field. A major goal of each TIP is to convey
"front-line" information quickly but responsibly. If research supports a
particular approach, citations are provided.
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Foreword

The Treatment Improvement Protocol (TIP) series fulfills the Substance
Abuse and Mental Health Services Administration’s (SAMHSA’s) mission
to improve prevention and treatment of substance use and mental disor-
ders by providing best practices guidance to clinicians, program admin-
istrators, and payers. TIPs are the result of careful consideration of all
relevant clinical and health services research findings, demonstration
experience, and implementation requirements. A panel of non-Federal
clinical researchers, clinicians, program administrators, and patient
advocates debates and discusses their particular area of expertise until
they reach a consensus on best practices. This panel’s work is then
reviewed and critiqued by field reviewers.

The talent, dedication, and hard work that TIPs panelists and reviewers
bring to this highly participatory process have helped bridge the gap
between the promise of research and the needs of practicing clinicians
and administrators to serve, in the most scientifically sound and effective
ways, people in need of behavioral health services. We are grateful to all
who have joined with us to contribute to advances in the behavioral

health field.

Pamela S. Hyde, J.D.

Administrator
Substance Abuse and Mental Health Services Administration

H. Westley Clark, M.D., J.D., M.P.H., CAS, FASAM
Director

Center for Substance Abuse Treatment

Substance Abuse and Mental Health Services Administration
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Executive Summary

For purposes of this TIP, co-occurring disorders refers to co-occurring
substance use (abuse or dependence) and mental disorders. Clients said
to have co-occurring disorders have one or more disorders relating to
the use of alcohol and/or other drugs of abuse as well as one or more
mental disorders. A diagnosis of co-occurring disorders (COD) occurs
when at least one disorder of each type can be established independent
of the other and is not simply a cluster of symptoms resulting from the
one disorder. Many may think of the typical person with COD as having
a severe mental disorder combined with a severe substance use disorder,
such as schizophrenia combined with alcohol dependence. However,
counselors working in addiction agencies are more likely to see persons
with severe addiction combined with mild- to moderate-severity mental
disorders; an example would be a person with alcohol dependence com-
bined with a depressive disorder or an anxiety disorder. Efforts to pro-
vide treatment that will meet the unique needs of people with COD have
gained momentum over the past 2 decades in both substance abuse treat-
ment and mental health services settings.

Throughout this TIP, the term “substance abuse” refers to both sub-
stance abuse and substance dependence (as defined by the Diagnostic
and Statistical Manual of Mental Disorders, 4th edition, Text Revision
[DSM-IV-TR] [American Psychiatric Association 2000]) and encompass-
es the use of both alcohol and other psychoactive substances. Though
unfortunately ambiguous, this term was chosen partly because the lay
public, politicians, and many substance abuse treatment professionals
commonly use “substance abuse” to describe any excessive use of any
addictive substance. Readers should attend to the context in which the
term occurs to determine the range of possible meanings; in most cases,
however, the term refers to all substance use disorders described by the
DSM-IV. It should be noted, however, that although nicotine dependency
is recognized as a disorder in DSM-1V, an important difference between
tobacco addiction and other addictions is that tobacco’s chief effects are
medical rather than behavioral, and, as such, it is not treated as sub-
stance abuse in this TIP. Nonetheless, because of the high numbers of
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the COD population addicted to nicotine as
well as the devastating health consequences of
tobacco use, nicotine dependency is included as
an important cross-cutting issue for people with
substance use disorders and mental illness.

Terms for mental disorders may have some-
what different lay and professional definitions.
For example, while most people might become
depressed or anxious briefly around a life
stress, this does not mean that they have a
“mental disorder” as is used in this text.
Because the DSM-1V is the national standard
for definitions of mental disorders, it is used in
this TIP. In certain States, however, only cer-
tain trained professionals “officially” can diag-
nose either a mental or substance use disorder.

In the late 1970s, practitioners began to recog-
nize that the presence of substance abuse in
combination with mental disorders had pro-
found and troubling implications for treatment
outcomes. This growing awareness has culmi-
nated in today’s emphasis on the need to recog-
nize and address the interrelationship of these
disorders through new approaches and appro-
priate adaptations of traditional treatment. In
the decades from the 1970s to the present, sub-
stance abuse treatment programs typically
reported that 50 to 75 percent of their clients
had COD, while corresponding mental-health
settings cited proportions of 20 to 50 percent.
During the same period of time, a body of
knowledge has evolved that clarifies the treat-
ment challenges presented by the combination
of substance use and mental disorders and illu-
minates the likelihood of poorer outcomes for
such clients in the absence of targeted treat-
ment efforts.

The treatment and research communities have
not been passive in the face of this challenge.
Innovative strategies have emerged and been
tested, and the treatment population has been
defined more precisely. Findings have shown
that many substance abuse treatment clients
with less serious mental disorders do well with
traditional substance abuse treatment methods,
while those with more serious mental disorders
need intervention modifications and additions
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to enhance treatment effectiveness and, in most
instances, to result in successful treatment out-
comes.

The Quadrants of Care, developed by the
National Association of State Alcohol and Drug
Abuse Directors (NASADAD) and the National
Association of State Mental Health Program
Directors (NASMHPD), is a useful classifica-
tion of service coordination by severity in the
context of substance abuse and mental health
settings. The NASADAD-NASMHPD four-
quadrant framework provides a structure for
fostering consultation, collaboration, and inte-
gration among drug abuse and mental health
treatment systems and providers to deliver
appropriate care to every client with COD.
Although the material in this TIP relates to all
four quadrants, the TIP is designed primarily
to provide guidance for addiction counselors
working in quadrant 1I and III settings. The
four categories of COD are

® (Quadrant I: Less severe mental disorder/less
severe substance disorder

® Quadrant II: More severe mental
disorder/less severe substance disorder

® (Quadrant III: Less severe mental
disorder/more severe substance disorder

® (Quadrant IV: More severe mental disor-
der/more severe substance disorder

The American Society of Addiction Medicine
(ASAM) also has developed a client placement
system to facilitate effective treatment. The
ASAM Patient Placement Criteria (ASAM
PPC-2R) describe three types of substance
abuse programs for people with COD: addic-
tion only services, dual diagnosis capable, and
dual diagnosis enhanced. This TIP employs a
related system that classifies both substance
abuse and mental health programs as basic,
intermediate, and advanced in terms of their
progress toward providing more integrated
care. Further, counselors or other readers who
use this TIP will have beginning, intermediate,
or advanced backgrounds and experience in
COD, and, therefore, different needs. The TIP
is structured to meet the needs of addiction
counselors with basic backgrounds as well as
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the differing needs of those with intermediate
and advanced backgrounds.

The integration of substance abuse treatment
and mental health services for persons with
COD has become a major treatment initiative.
Integrated treatment coordinates substance
abuse and mental health interventions to treat
the whole person more effectively; the term
refers broadly to any mechanism by which
treatment interventions for COD are combined
within a primary treatment relationship or ser-
vice setting. As such, integrated treatment
reflects the longstanding concern within sub-
stance abuse treatment programs for treating
the whole person, and recognizes the impor-
tance of ensuring that entry into any one sys-
tem can provide access to all needed systems.

As developed in the substance abuse treatment
field, the recovery perspective acknowledges
that recovery is a long-term process of internal
change in which progress occurs in stages, an
understanding critical to treatment planning.
In preparing a treatment plan, the clinician
should recognize that treatment takes place in
different settings (e.g., residential and outpa-
tient) over time, and that much of the recovery
process typically occurs outside of, or follow-
ing, treatment (e.g., through participation in
mutual self-help groups). Practitioners often
divide treatment into phases, usually including
engagement, stabilization, primary treatment,
and continuing care (also known as aftercare).
Use of these phases enables the clinician
(whether within the substance abuse or mental
health treatment system) to apply coherent,
stepwise approaches in developing and using
treatment protocols.

This TIP identifies key elements of program-
ming for COD in substance abuse treatment
agencies; the paragraphs that follow provide an
outline of these essential elements. While the
needs and functioning of substance abuse treat-
ment are accentuated, the elements described
have relevance for mental health agencies and
other service systems that seek to coordinate
mental health and substance abuse services for
their clients who need both.
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Treatment planning begins with screening and
assessment. The screening process is designed
to identify those clients seeking substance abuse
treatment who show signs of mental health
problems that warrant further attention. Easy-
to-use screening instruments will accomplish
this purpose and can be administered by coun-
seling staff with minimal preparation.

A basic assessment consists of gathering infor-
mation that will provide evidence of COD and
mental and substance use disorder diagnoses;
assess problem areas, disabilities, and
strengths; assess readiness for change; and
gather data to guide decisions regarding the
necessary level of care. Intake information con-
sists of the following categories and items:

® Background is described by obtaining data
on family; relevant cultural, linguistic, gen-
der, and sexual orientation issues; trauma
history; marital status; legal involvement
and financial situation; health; education;
housing status; strengths and resources; and
employment.

® Substance use is established by age of first
use, primary drugs used, patterns of drug
use (including information related to diag-
nostic criteria for abuse or dependence),
and past or current treatment. It is impor-
tant to identify periods of abstinence of 30
days or longer to isolate the mental health
symptoms, treatment, and disability
expressed during these abstinent periods.

® Psychiatric problems are elaborated by
determining both family and client histories
of psychiatric problems (including diagnosis,
hospitalization, and other treatments), cur-
rent diagnoses and symptoms, and medica-
tions and medication adherence. It is impor-
tant to identify past periods of mental health
stability, determine past successful treat-
ment for mental disorders, and discover the
nature of substance use disorder issues aris-
ing during these stable periods. Identifica-
tion of any current treatment providers
enables vitally important information shar-
ing and cooperation.

® Integrated assessment identifies the interac-
tions among the symptoms of mental disor-
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ders and substance use, as well as the inter-
actions of the symptoms of substance use
disorders and mental health symptoms.
Integrated assessment also considers how all
the interactions relate to treatment experi-
ences, especially stages of change, periods of
stability, and periods of crisis.

Diagnosis is an important part of the assess-
ment process. The TIP provides a discussion of
mental disorders selected from the DSM-IV-TR
and the diagnostic criteria for each disorder.
Key information about substance abuse and
particular mental disorders is distilled, and
appropriate counselor actions and approaches
are recommended for the substance abuse
treatment client who manifests symptoms of
one or more of these mental disorders. The
consensus panel recognizes that addiction
counselors are not expected to diagnose mental
disorders. The limited aims of providing this
material are to increase substance abuse treat-
ment counselors’ familiarity with mental disor-
der terminology and criteria and to provide
advice on how to proceed with clients who
demonstrate the symptoms of these disorders.

The use of proper medication is an essential
program element, helping clients to stabilize
and control their symptoms, thereby increasing
their receptivity to other treatment. Pharmaco-
logical advances over the past few decades have
produced more effective psychiatric medica-
tions with fewer side effects. With the support
of better medication regimens, many people
with serious mental disorders who once would
have been institutionalized, or who would have
been too unstable for substance abuse treat-
ment, have been able to participate in treat-
ment, make progress, and lead more
productive lives. To meet the needs of this pop-
ulation, the substance abuse treatment coun-
selor needs better understanding of the signs
and symptoms of mental disorders and access
to medical support. The counselor’s role is first
to provide the prescribing physician with an
accurate description of the client’s behavior
and symptoms, which ensures that proper med-
ication is chosen, and then to assist the client in
adhering to the medication regimen. The sub-
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stance abuse counselor and program can, and

often do, employ peers or the peer community

to help and support individual efforts to follow
prescription instructions.

Several other features complete the list of
essential components of treatment for COD,
including enhanced staffing that incorporates
professional mental health specialists, psychi-
atric consultation, or an onsite psychiatrist
(for assessment, diagnosis, and medication);
psychoeducational classes (e.g., mental disor-
ders and substance abuse, relapse prevention)
that provide increased awareness about the
disorders and their symptoms; onsite double
trouble groups to discuss the interrelated prob-
lems of mental and substance use disorders,
which will help to identify triggers for relapse;
and participation in community-based dual
recovery mutual self-help groups, which afford
an understanding, supportive environment and
a safe forum for discussing medication, mental
health, and substance abuse issues.

Treatment providers are advised to view clients
with COD and their treatment in the context of
their culture, ethnicity, geographic area,
socioeconomic status, gender, age, sexual orien-
tation, religion, spirituality, and any physical
or cognitive disabilities. The provider especial-
ly needs to appreciate the distinctive ways in
which a client’s culture may view disease or dis-
order, including COD. Using a model of disease
familiar and culturally relevant to the client
can help communication and facilitate treat-
ment.

In addition to the essential elements described
above, several well-developed and successful
strategies from the substance abuse field are
being adapted for COD. The TIP presents
those strategies (briefly noted in the following
paragraphs) found to have promise for effec-
tive treatment of clients with COD.

Motivational Interviewing (MI) is a client-cen-
tered, directive method for enhancing intrinsic
motivation to change (by exploring and resolv-
ing ambivalence) that has proven effective in
helping clients clarify goals and commit to
change. MI has been modified to meet the spe-
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cial circumstances of clients with COD, with
promising results from initial studies to
improve client engagement in treatment.

Contingency Management (CM) maintains that
the form or frequency of behavior can be
altered through the introduction of a planned
and organized system of positive and negative
consequences. It should be noted that many
counselors and programs employ CM principles
informally by rewarding or praising particular
behaviors and accomplishments. Similarly, CM
principles are applied formally (but not neces-
sarily identified as such) whenever the attain-
ment of a level or privilege is contingent on
meeting certain behavioral criteria.
Demonstration of the efficacy of CM principles
for clients with COD is still needed.

Cognitive—Behavioral Therapy (CBT) is a gen-
eral therapeutic approach that seeks to modify
negative or self-defeating thoughts and behav-
iors, and is aimed at achieving change in both.
CBT uses the client’s cognitive distortions as
the basis for prescribing activities to promote
change. Distortions in thinking are likely to be
more severe with people with COD who are, by
definition, in need of increased coping skills.
CBT has proven useful in developing these cop-
ing skills in a variety of clients with COD.

Relapse Prevention (RP) has proven to be a
particularly useful substance abuse treatment
strategy and it appears adaptable to clients
with COD. The goal of RP is to develop the
client’s ability to recognize cues and to inter-
vene in the relapse process, so lapses occur less
frequently and with less severity. RP endeavors
to anticipate likely problems, and then helps
clients to apply various tactics for avoiding
lapses to substance use. Indeed, one form of
RP treatment, Relapse Prevention Therapy,
has been specifically adapted to provide inte-
grated treatment of COD, with promising
results from some initial studies.

Because outpatient treatment programs are
widely available and serve the greatest number
of clients, it is imperative that these programs
use the best available treatment models to
reach the greatest possible number of persons
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with COD. In addition to the essential elements
and the strategies described above, two outpa-
tient models from the mental health field have
been valuable for outpatient clients with both
substance use and serious mental disorders:
Assertive Community Treatment (ACT) and
Intensive Case Management (ICM).

ACT programs, historically designed for clients
with serious mental illness, employ extensive
outreach activities, active and continuing
engagement with clients, and a high intensity of
services. ACT emphasizes multidisciplinary
teams and shared decisionmaking. When work-
ing with clients who have COD, the goals of the
ACT model are to engage them in helping rela-
tionships, assist them in meeting basic needs
(e.g., housing), stabilize them in the communi-
ty, and ensure that they receive direct and inte-
grated substance abuse treatment and mental
health services. Randomized trials with clients
having serious mental and substance use disor-
ders have demonstrated better outcomes on
many variables for ACT compared to standard
case management programs.

The goals of ICM are to engage individuals in a
trusting relationship, assist in meeting their
basic needs (e.g., housing), and help them
access and use brokered services in the commu-
nity. The fundamental element of ICM is a low
caseload per case manager, which translates
into more intensive and consistent services for
each client. ICM has proven useful for clients
with serious mental illness and co-occurring
substance use disorders. (The consensus panel
notes that direct translation of ACT and ICM
models from the mental health settings in which
they were developed to substance abuse settings
is not self-evident. These initiatives likely must
be modified and evaluated for application in
such settings.)

Residential treatment for substance abuse
occurs in a variety of settings, including long-
(12 months or more) and short-term residential
treatment facilities, criminal justice institu-
tions, and halfway houses. In many substance
abuse treatment settings, psychological distur-
bances have been observed in an increasing
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proportion of clients over time; as a result,
important initiatives have been developed to
meet their needs.

The Modified Therapeutic Community (MTC)
is a promising residential model from the sub-
stance abuse field for those with substance use
and serious mental disorders. The MTC adapts
the principles and methods of the therapeutic
community to the circumstances of the client,
making three key alterations: increased flexibil-
ity, more individualized treatment, and
reduced intensity. The latter point refers espe-
cially to the conversion of the traditional
encounter group to a conflict resolution group,
which is highly structured, guided, of very low
emotional intensity, and geared toward achiev-
ing self-understanding and behavior change.
The MTC retains the central feature of TC
treatment; a culture is established in which
clients learn through mutual self-help and affil-
iation with the peer community to foster change
in themselves and others. A series of studies
has established better outcomes and benefit
cost of the MTC model compared to standard
services. A need for more verification of the
MTC approach remains.

Because acute and primary care settings
encounter chronic physical diseases in combi-
nation with substance use and mental disor-
ders, treatment models appropriate to medical
settings are emerging, two of which are
described in the TIP. In these and other set-
tings, it is particularly important that adminis-
trators assess organizational readiness for
change prior to implementing a plan of inte-
grated care. The considerable differences
between the medical and social service cultures
should not be minimized or ignored; rather,
opportunities should be provided for relation-
ship and team building.

Within the general population of persons with
COD, the needs of a number of specific sub-
groups can best be met through specially
adapted or designed programs. These include
persons with specific disorders (such as bipolar
disorder) and groups with unique requirements
(such as women, the homeless, and clients in
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the criminal justice system). The two categories
often overlap; for example, a number of recov-
ery models are emerging for women with sub-
stance use disorders who are survivors of trau-
ma, many of whom have posttraumatic stress
disorder. The TIP highlights a number of
promising approaches to treatment for particu-
lar client groups, while recognizing that further
development is needed, both of disorder-specif-
ic interventions and of interventions targeted to
the needs of specific populations.

Returning to life in the community after resi-
dential placement is a major undertaking for
clients with COD, and relapse is an ever-pre-
sent danger. Discharge planning is important to
maintain gains achieved through residential or
outpatient treatment. Depending on program
and community resources, a number of contin-
uing care (aftercare) options may be available
for clients with COD who are leaving treat-
ment. These options include mutual self-help
groups, relapse prevention groups, continued
individual counseling, psychiatric services
(especially important for clients who will con-
tinue to require medication), and ICM to con-
tinue monitoring and support. A carefully
developed discharge plan, produced in collabo-
ration with the client, will identify and relate
client needs to community resources, ensuring
the supports needed to sustain the progress
achieved in treatment.

During the past decade, dual recovery mutual
self-help approaches have been developed for
individuals affected by COD and are becoming
an important vehicle for providing continued
support in the community. These approaches
apply a broad spectrum of personal responsi-
bility and peer support principles, often
employing 12-Step methods that provide a
planned regimen of change. The clinician can
help clients locate a suitable group, find a
sponsor (ideally one who also has COD and is