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Abstract: Concurrent disorder refers to a diverse set of combinations of substance use disorders and
mental disorders simultaneously in need of treatment. Concurrent disorders are underdiagnosed,
undertreated, and more complex to manage, practicing the best recommendations can support better
outcomes. The purpose of this work is to systematically assess the quality of the current concurrent
disorders’ clinical recommendation management guidelines. Literature searches were performed by
two independent authors in electronic databases, web, and gray literature. The inclusion criteria were
English language clinical management guidelines for adult concurrent disorders between 2000 and
2020. The initial search resulted in 8841 hits. A total of 24 guidelines were identified and assessed
with the standardized guidelines assessment tool: AGREE II (Appraisal of Guidelines for Research
and Evaluation). Most guidelines had acceptable standards, however, only the NICE guidelines had
all detailed information on all AGREE II Domains. Guidelines generally supported combinations of
treatments for individual disorders with a very small evidence base for concurrent disorders, and they
provided little recommendation for further structuring of the field, such as level of complexity or
staging, or evaluating different models of treatment integration.

Keywords: concurrent disorder; co-occurring disorder; dual diagnosis; dual pathology; addiction
comorbidity; comorbid substance abuse; comorbid illicit use; comorbid addiction; comorbid mental
illness; coexisting mental illness

1. Introduction

Concurrent disorder (also called dual diagnosis, co-occurring disorder, comorbidity) refers to a
specific form of multimorbidity within the area of mental health, where at least one substance use
disorder and at least one non-substance-bound mental disorder is simultaneously in need of treatment.
The World Health Organization (WHO) defined dual diagnosis as the co-occurrence of a psychoactive
substance use disorder and another psychiatric disorder in the same individual [1]. The European
Monitoring Centre for Drugs and Drug Addiction (EMCDDA) defined comorbidity/dual diagnosis
as the temporal coexistence of two or more psychiatric disorders as defined by the International
Classification of Diseases, one of which is problematic substance use. To describe the co-occurring
mental health and substance use disorders, other terms have been used as well. The Canadian accepted
term is “concurrent disorder” [2]. The US-American accepted term is “co-occurring disorders” [3].
The term “comorbidity” is used in Australia; however, recently more descriptive terms have been
used: “coexisting mental health and substance use disorders” or “coinciding mental illness and
substance abuse”. The term “coexisting problems” is used in New Zealand. “Chemically affected
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Mental Illness” (CAMI), “Mental Illness Chemically Affected” (MICA), “Substance Affected Mentally
1" (SAMI), “Mental Illness Substance Affected” (MISA), “Mental Illness Substance Use Disorder”
(MISUD), and “Individuals with Co-Occurring Psychiatric and Substance Use Disorders” (ICOPSD) are
other terms used to describe the same condition [4]. The term “dual diagnosis” is frequently used in the
United Kingdom, Australia, Spain, and Spanish speaking countries. Adding to the confusion, the term
“dual diagnosis” is applied for concurrent intellectual or developmental disorders with mental health
disorders in Canada. For the purpose of this work the intellectual and developmental disabilities with
mental health concerns that are considered as a “dual diagnosis” or “concurrent disorder”, will not be
considered or discussed.

In mental health, the focus of research and guidelines has been on individual disorders, despite
concurrent disorders being common and seemingly increasing [5]. Substance use disorders and
non-substance-related mental disorders are frequently chronic, requiring long-term care. Greater
severity of a single psychiatric disorder increases the risk of developing concurrent disorders.
This also means that in general the frequency of comorbidity increases from population-based studies,
to outpatient studies, to inpatient studies. In population-based studies, approximately one-fourth of
people with anxiety or major depressive disorders are expected to have an overlapping substance use
disorder in their lifetime [6,7]. Similarly, half of the people with bipolar disorder or schizophrenia will
experience a substance use disorder [8]. Studies generally exclude tobacco dependence, otherwise the
numbers would be substantially higher.

People with concurrent disorders tend to be underdiagnosed and undertreated, whilst experiencing
a high burden of morbidity and mortality. There are big gaps between the need for substance use
disorders, mental disorders treatment, and delivered services. Unmet need for treatment is more for
substance use disorders. Psychiatrists are often uninvolved with the management of substance use
disorders, and general or addiction physicians treating substance use disorders do not necessarily
diagnose psychiatric disorders. The treatment of psychiatric disorders and substance use disorders is
separated in many countries, with different treatment traditions, separate organizations within the
healthcare system, separate treatment providers, and separate funding. Individuals with concurrent
disorders are not only more complex to diagnose and treat, but they are also at higher risk of additional
multimorbidity, becoming socially marginalized, entangled with the legal system, and subject to
stigma [9]. Both mortality and morbidity are increased in those with concurrent disorders. The main
causes are premature drug-related death [10] and increased risk of suicide [11,12]. Increased utilization
of healthcare services has been demonstrated, despite the demonstrated treatment gap. For example,
in a Canadian cohort study, individuals with concurrent disorders had significantly higher odds of
Emergency Department use (Adjusted odds ratio [AOR] D 1.71; 95% confidence interval [CI]), 1.4-2.11,
hospitalization (AOR D 1.45; 95% CI, 1.16-1.81), and primary care visits (AOR D 1.34; 95% CI, 1.05-1.71)
than those with either substance use disorder or non-substance-related mental disorders [13].

The mechanisms of development of concurrent disorders are complex, however, frequently
both conditions share neurological pathways, overlapping underlying genetic risk factors, as well
as common “environmental” risk factors. People with concurrent disorders are frequently part of
a highly vulnerable population—with multiple biological, psychological, and social risk factors;
as a consequence, the course of both types of conditions can be more severe and complicated due
to multiple persistent risk factors [14-16]. Additionally, the impact of substance use disorders and
non-substance-use mental disorders interact, affecting the course and prognosis of both [15,17].
As a result, the management of concurrent disorders is quite complex.

The traditional approach in healthcare systems has been, and still is to address each issue separately,
with limited or no standards to simultaneously address both components of concurrent disorder
within the same care team. Traditional treatment methods of sequential or uncoordinated parallel care
are nowadays considered obsolete. Despite new coordinated and integrated treatment approaches
constituting the current standard, the majority of healthcare systems have yet to adapt.
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There are still many barriers to the management and delivery of services for concurrent disorder [18-22].
In Canada for example, models for service delivery evolved unevenly, coordination and integration of
care were limited by challenges related to the implementation of collaborative care and the need for
local networks to foster service coordination and policy accountability [23,24].

The last 20 years have seen some developments, with the creation of new journals (e.g., the Journal
of Dual Diagnosis) and new societies (e.g., the World Association of Dual Diagnosis). While the need
for improved care for concurrent disorders is clear, the process of adapting the healthcare system to
efficiently care for these individuals seems to have been slow. Clinical management guidelines are an
important tool, developed to help facilitate evidence-based treatment practice.

Our purpose was to systematically review the most current clinical management guidelines
for concurrent disorders and explore their scope, approach, structure, knowledge limitations,
and consistency, in order to make suggestions for the future.

It is important to understand the scope of the guidelines and what they address: issues and
populations. The target primary and secondary audiences may include: patients living with concurrent
disorders, pharmacists, and other healthcare professionals who manage these conditions. In addition,
methodological issues and issues with potential bias such as funding, the role in the design or conduct
of the study, collection, analysis, and interpretation of the data or preparation, review, or approval of
the guideline will be addressed.

2. Materials and Methods

The protocol for this systematic review was prepared according to the PRISMA-P checklist [25,26].
The review was registered in the international register—PROSPERO (International Prospective Register
of Ongoing Systematic Reviews, http://www.crd.york.ac.uk/prospero).

To identify relevant guidelines, literature searches were carried out by two independent reviewers:
S.H. and S.V. (in case of disagreement S.L.C. was involved and, if any discrepancy, C.S. advised) in the
following electronic databases and websites: MEDLINE (via Ovid), EMBASE (via Ovid), PsycINFO,
CINAHL, Trip, JouleCMA, DynaMed, SIGN, UpToDate, NICE Guidelines, and CADTH. All reviewers
had completed medical training and had experience in working with individuals with concurrent
disorders. Additionally, a web search for other gray literature and relevant reference lists was done.
Researchers and clinicians in the field were also contacted to provide any known information about
the available guidelines. All the searches were set between 1 January 2000 and 18 March 2020.
Samples of keywords/MESH terms are attached in Supplementary file. The inclusion criteria were to
consider all published or unpublished English language formal clinical management guidelines of
concurrent disorders for the appraisal of guidelines with the AGREE II (Appraisal of Guidelines for
REsearch and Evaluation) tool. The AGREE (Appraisal of Guidelines for REsearch and Evaluation)
instrument was developed to address the issue of variability in guideline quality, which assesses the
methodological rigor and transparency of guideline development. The original AGREE tool has been
refined to AGREE II [27]. In addition, guidelines addressed to all relevant professionals, patients,
and their families were considered for review, but not appraised with the AGREE II. For the purpose
of this work, intellectual/developmental disabilities occurring simultaneously with mental health
concerns, described as “dual diagnosis” or “concurrent disorder”, were not considered. Accordingly,
the exclusion criteria were: reviews of concurrent disorder management, non-English guidelines,
literature addressing persons with neurodevelopmental disorders, and literature published earlier
than 1 January 2000.

The search conducted revealed a total of 8841 results, comprising an electronic database search
and a gray literature search. There were 8041 results from the electronic database search, which were
all imported to RefWorks. After duplicate deletion, 6420 results remained. The results of the gray
literature and website search (in total 800 results) were not uploaded to the RefWorks. Whenever
possible, the removal of duplicate results was done manually and assessed with the same approach.
From both sources, the electronic database and gray literature searches, the study titles, abstracts,
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and full papers were examined by both authors (S.H. and S.V.) to identify eligible studies based on the
inclusion criteria. Decisions of the two authors were recorded separately and in case of disagreement,
were discussed. In the absence of consensus, a decision was made by the third reviewer (S.L.C.),
and finally, by the supervisory author (C.G.S.). All titles were scanned (8841) and if relevant to
concurrent disorders, abstracts were read (275), and were classified for inclusion to appraise into YES,
MAYBE, and NO groups. Electronic database search results were manually sorted within RefWorks,
while gray literature results were manually sorted outside of it. In the YES and MAYBE groups, 75 full
papers (55 from an electronic database + 20 * from gray literature) were read. A full-text review was
performed for the 75 selected studies and recorded into a study selection form, documenting the reason
for the exclusion and inclusion of each study. After this process, 55 papers remained that fulfilled
inclusion criteria and were considered for the qualitative analysis. After full assessment, 24 papers
fully fulfilled the inclusion criteria and were included in the final analysis (Figure 1: PRISMA Flow
Diagram 1, Table 1). The AGREE II instrument was used to report the guidelines.
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Figure 1. PRISMA 2009. Flow Diagram 1.
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3. Results

In total, 24 clinical guidelines developed for concurrent disorders were included in the final
analysis for appraisal by AGREE II (Table 1).

There were four Australian, one Brazilian, four Canadian, three UK, four EU, two New Zealand
(one joint with Australia), five American, and one collaborative guidelines. The search yielded many
different forms of information resources to manage concurrent disorders, but they were not included
in this study to be appraised by AGREE 1I, as they were not formal clinical management guidelines.
However, some of them were very comprehensive on concurrent disorder management information [1].
In addition, guidelines that were not addressed to physicians but for counselors [52] and those
that were addressed to the patients and families [53-55], were not included. The Scottish National
guideline on schizophrenia addressed concurrent disorders management only briefly, and therefore
was not included in the appraisal list [56]. Similarly, toolkit [30], handbooks [57-62], reviews of
current literature [19,63-66], reviews of recommendations [67,68], or adopted summaries of other
guidelines [69] were not considered for inclusion within the appraisal. Lastly, some of the papers that
provided concurrent disorders management related information were not included because they were
only consensus recommendations for the standard of care development and suggestions for service
delivery implementation [46,70-87].

Overall quality according to the AGREE II for the majority of guidelines was average (Tables 2 and 3).
Only four of the guidelines were of low quality and rated low with the AGREE II appraisal. Almost
all guidelines clearly described their scope and purpose in great detail. Stakeholder involvement
from different groups representing the range of views and preferences of all target groups were not
considered by approximately half of the guidelines. A concern was that almost half of the guidelines
showed some weaknesses in the rigor needed to comply with the standards required for developing
evidence-based guidelines. Guidelines should be revised regularly to provide up to date support,
however information regarding guideline updates was regularly missing.

Guidelines need to be clear and make the most important information easily identifiable.
While most guidelines were clear about the recommendations, emphasis on key recommendations was
often absent.

Applicability constituted perhaps the weakest domain with the most deficiencies in most guidelines:
issues such as resource implications were almost never discussed, neither were issues of monitoring
and/or auditing.

Lastly, information on editorial independence was missing or not clearly defined in many of
the guidelines. Half of the guidelines provided no information recording this important aspect of
guideline development, with failure to address competing interests of the guideline development
group members.

The four Australian guidelines were all developed by the Australian Government Health
Departments. All of them comprehensively covered all the questions concerning scope, purpose,
and stakeholder involvement. One of the guidelines was specifically developed for primary care
workers. However, none of the guidelines were developed with the maximum possible rigor. In some
circumstances, information was not presented as clearly as needed for clinical practice. The implication
for the resources of applying the recommendations was limited. Lastly, none of the guidelines had
sufficient information on editorial independence.

Guidelines from the Brazilian Association of Studies on Alcohol and Other Drugs (ABEAD) for
diagnosis and treatment of psychiatric comorbidity with alcohol and other substance dependence
described clearly the scope and purpose of the guideline. However, classic guideline components
including grading the evidence level and key recommendations were not mentioned. Assessment of
this guideline using the AGREE II standards showed that for all domains, the information could be
presented in a clearer format.
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Table 1. Concurrent disorder guidelines included for the appraisal with the AGREE II (Appraisal of Guidelines for Research and Evaluation) tool (last reviewed

18 March 2020).
Title Developed by Country Year Population Targeted
1 Comorbidity of Mental Disorders and Substance Use: A Brief Guide Australian Government. Drug and Australia 2008 People with mental disorders and
for The Primary Care Clinician [28] Alcohol Services South Australia substance use
NSW Clinical Guidelines for the Care of Persons with Comorbid . People with comorbid mental health and
2 Mental Illness and Substance Use Disorders in Acute Care Settings [29] NSW Department of Health Australia 2009 substance use disorders
Queensland Health Dual Diagnosis Clinical Guidelines. Co-Occurring . People with comorbid mental health and
3 Mental Health and Alcohol and Other Drug Problems [30] Queensland Health Australia 2010 substance use disorders
Guidelines on The Management of Co-Occurring Alcohol and Other NHMRC Centre of Research Excellence . .
. . in Mental Health and Substance Use . Patients with alcohol and other drugs
4 Drug and Mental Health Conditions in Alcohol and Other Drug . Australia 2016 e
Treatment Settings [31] National Drug and Alcohol Research dependence and mental health conditions
: Centre University of New South Wales
Guidelines of The Brazilian Association of Studies on Alcohol and Brazilian Association of Studies on Alcohol and drug-dependent patients
5 Other Drugs (ABEAD) for Diagnosis and Treatment of Psychiatric Alcohol and Other Drugs Brazil 2017  suffering from comorbid psychiatric
Comorbidity with Alcohol and Other Substance and Dependence [32] & disorders
6 Best Practices Concurrent Mental Health and Substance Use Disorders CAMH Canada 2002 People with meptal health with a
[33] substance use disorder
The Canadian Network for Mood and Anxiety Treatments (CANMAT) People with mood disorders and comorbid
7 Task Force Recommendations for the Management of Patients with CANMAT Canada 2012 S bStance se disorders
Mood Disorders and Comorbid Substance Use Disorders [34] U u
Concurrent Disorders Guidelines. A Supplement to The Provincial Regional Health Authorities of . .
8 Addictions Treatment Standards [35] Newfoundland and Labrador Canada 2015 People with concurrent disorders
Canadian Schizophrenia Guidelines: Schizophrenia and Other People Wlth. sch1zophr.en1a anFl c?ther
9 P . - - CPA Canada 2017  psychotic disorders with coexisting
Psychotic Disorders with Coexisting Substance Use Disorders [36] .
substance use disorders
10 Coexisting Severe Mental Illness (Psychosis) and Substance Misuse: NICE UK 2011 People with coexisting severe mental
Assessment and Management in Healthcare Settings [37] illness (psychosis) and substance misuse
BAP Updated Guidelines: Evidence-Based Guidelines for the People with substance abuse. harmful use
11  Pharmacological Management of Substance Abuse, Harmful Use, BAP UK 2012 ad dIiDction anclllcomorbi di ’ !
Addiction, and Comorbidity: Recommendations from BAP [38] ’ ty
12 Coexisting Severe Mental Illness and Substance Misuse: Community NICE UK 2016 People with coexisting severe mental
Health and Social Care Services [39] illness and substance misuse
13 EPA Guidance on Tobacco Dependence and Strategies for Smoking EPA EU 2013 People with tobacco dependence and

Cessation in People with Mental Illness [40]

mental illness
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Title Developed by Country Year Population Targeted
14 Guideline for Screening, Diagnosis, and Treatment of ADHD in Adults  Belgian Universities and Hospital Beleium 2017 People with attention deficit hyperactivity
with Substance Use Disorders [41] Collaborators Che disorder with substance use disorders
Dual Diagnosis: An Integrated Approach to Treatment: . . . . . .
15 Evidence-Based Clinical Practice Guidelines [42] Andalusian Health System Hospital Spain 2019  People with dual diagnosis
German Association for Psychiatry,
I i . . Psychotherapy, and Psychosomatics . R R
16 Psychiatric Comorl?ldlt.y in Alcohol Use Disorders: Results from (DGPPN) and the German Association Germany 2017 People with psychlatrlc comorbidity in
The German S3 Guidelines [43] L alcohol use disorders
for Addiction Research and Therapy
(DG-Sucht)
The Assessment and Management of People with Coexisting Mental . New People with coexisting mental health and
17 Health and Substance Use Problems [44] New Zealand Ministry of Health Zealand 2010 substance use problems
. _— . New
Roya? Austl.'aha‘n and New Zealand College of .Psychlat%'lsts Clinical Royal Australian and New Zealand Zealand People with schizophrenia and related
18  Practice Guidelines for the Management of Schizophrenia and Related . 2016 .
. College of Psychiatrists and disorders
Disorders [45] .
Australia
Improving the Care of Individuals with Schizophrenia and Substance . Individuals with schizophrenia and
19 Use Disorders: Consensus Recommendations [46] Consensus Meeting UsA 2005 substance use disorders
U.S. Department of Health and Human
Substance Abuse Treatment for Persons with Co-Occurring Disorders ~ Services Substance Abuse and Mental . . .
20 [47] Health Services Administration Center USA 2005  People with co-occurring disorders
for Substance Abuse Treatment
U.S. Department of Health and Human
Substance Abuse: Clinical Issues in Intensive Outpatient Treatment Services Substance Abuse and Mental . . .
21 [48] Health Services Administration Center USA 2005  People with co-occurring disorders
for Substance Abuse Treatment
Co-Occurring Posttraumatic Stress Disorder and Substance Use People with co-occurring postiraumatic
22 Disorder: Recommendations for Management and Implementation in ~ Department of Veterans Affairs USA 2011 pe Y &P .
. stress disorder and substance use disorder
the Department of Veterans Affairs [49]
23 Treatment of PTSD and Comorbid Disorders [50] Intematlonal Society for Traumatic Stress USA 2009 People w1th‘pos.ttraumat1c stress disorder
Studies and comorbid disorders
World Federation of Societies of Biological Psychiatry (WFSBP) Collaboration
o Guidelines for Biological Treatment of Schizophrenia Part 3: Update. = World Federation of Societies of ¢ different 2015 People with schizophrenia and substance
2015. Management of Special Circumstances: Depression, Suicidality, =~ Biological Psychiatry (WFSBP) Ocounfrizs use disorders

Substance Use Disorders and Pregnancy and Lactation [51]
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Table 2. Full version of the AGREE II instrument (Strongly Disagree—1, Strongly Agree—7).

GUIDELINES (Please See Table 1: Included Guidelines) 123 456 7 8 9 10111213 14 1516 17 18 19 20 21 22 23 24
DOMAIN 1. SCOPE AND PURPOSE

1. The overall objective(s) of the guideline is (are) specifically described. 677 657 677777676767 7777°%67
2. The health question(s) covered by the guideline is (are) specifically described. 6 77 657 6777776746275 75°%6757

3. The population (patients, public, etc.) to whom the guideline is meant to apply is specifically described. 6 7 6 7 5 7 6 7 6 7 7 7 5 7 57 6 7 7 6 6 7 6 7
DOMAIN 2. STAKEHOLDER INVOLVEMENT

4. The guideline development group includes individuals from all relevant professional groups. 6 6 6 6 375667675317 47377236
5. The views and preferences of the target population (patients, public, etc.) have been sought. 3647 27557757331613%6127123
6. The target users of the guideline are clearly defined. 6 75737565777 675¢647766777
DOMAIN 3. RIGOR OF DEVELOPMENT

7. Systematic methods were used to search for evidence. 4 6 45356667777 737373¢625737
8. The criteria for selecting the evidence are clearly described. 76 4625635777617 3656155°%617
9. The strength and limitations of the body of evidence are clearly described. 6 54514626777 6¢6254525%67°%67
10. The methods for formulating the recommendations are clearly described. 56 431562677757 1647 4552575 7
11. The health benefits, side effects, and risks have been considered in formulating the recommendations. 6 7 6 2 3 5 6 5 6 7 7 7 55 3 5 2 7 5 3 2 3 2 6
12. There is an explicit link between the recommendations and the supporting evidence. 54 4214634757561 717222777
13. The guideline has been externally reviewed by experts prior to its publication. 2 42113327757 463417644515
14. A procedure for updating the guideline is provided. 56 1713225777 421212122712

DOMAIN 4. CLARITY OF PRESENTATION

15. The recommendations are specific and unambiguous. 55 4 4 54367676737 77 455 7
16. The different options for management of the condition or health issue are clearly presented. 6 56755536767 6¢626475252756
17. Key recommendations are easily identifiable. 36 6516226767 446¢67775°%646 7

DOMAIN 5. APPLICABILITY

18. The guideline describes facilitators and barriers to its application. 6 547 2 4435777 4523537558622
19. The guideline provides advice and/or tools on how the recommendations can be put into practice. 76 6 32445617 67 45235475%6062 2
20. The potential resource implications of applying the recommendations have been considered. 345434335757 421344555 ¢%611
21. The guideline presents monitoring and/or auditing criteria. 2322132237373 1122221251:1
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GUIDELINES (Please See Table 1: Included Guidelines) 1 3 5 6 8 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24
DOMAIN 6. EDITORIAL INDEPENDENCE

22. The views of the funding body have not influenced the content of the guideline. 4 2 4 4 3 737 4436253866326
23. Competing interests of guideline development group members have been recorded and addressed. 1 1 1 2 767 6217171546117
1. Rate the overall quality of this guideline.

Lowest possible quality—1 5 5 3 5 4 76 755 36 4645553 6
Highest possible quality—7

OVERALL CALCULATED BY DOMAIN AVERAGE 5 5 4 5 4 7 6 755 3 6 3 434443 4
2. I would recommend this guideline for use. 2 2 2 9 ’ 1212222222292 22 2

Yes—1, Yes with Modifications—2, No—3

NOTES

Table 3. Short version of the Agree II instrument (Strongly Disagree—1, Strongly Agree—7).

GUIDELINES (Please See Table 1: Included Guidelines) 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24
DOMAIN 1. SCOPE AND PURPOSE 6 776576777 7 7 6 7 5 7 5 7 6 7 6 7 6 7
DOMAIN 2. STAKEHOLDER INVOLVEMENT 565737566 7 6 7 4 4 2 6 4 7 4 5 7 3 4 5
DOMAIN 3. RIGOR OF DEVELOPMENT 56 44245367 7 7 5 6 2 5 3 5 3 4 4 6 3 6
DOMAIN 4. CLARITY OF PRESENTATION 555535436 7 6 7 5 6 4 6 6 7 6 4 5 4 5 7
DOMAIN 5. APPLICABILITY 55 4 42 4335 7 5 7 4 3 2 3 4 3 5 4 5 6 2 2
DOMAIN 6. EDITORIAL INDEPENDENCE 3323635377 5 7 5 3 2 7 2 6 2 6 6 2 2 7
1. Rate the overall quality of this guideline.

Lowest possible quality—1 555545546 7 6 7 5 5 3 6 3 4 3 4 4 4 3 4
Highest possible quality—7

2. I would recommend this guideline for use. 2 2229292222 1 2 1 2 92 2 2 2 2 92 9 92 2 92 9

Yes—1, Yes with Modifications—2, No—3

NOTES
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Canadian guidelines were developed by Health Canada, CANMAT, and included adapted
guidelines based on UK parent guidelines. All clearly described their scope and purpose and involved
stakeholders from the relevant fields in the process. However, all other domains showed room for
improvement. Canadian Schizophrenia Guidelines: “Schizophrenia and Other Psychotic Disorders
with Coexisting Substance Use Disorders” developed for people with schizophrenia and other psychotic
disorders with coexisting substance use disorders was appraised, receiving nearly maximum scores in
all domains. However, it was addressing only schizophrenia and other psychotic disorders.

UK guidelines were developed by NICE (National Institute for Health and Care for Excellence)
and BAP (The British Association for Psychopharmacology). Both NICE guidelines comprehensively
covered all the aspects of guideline development and scored the maximum. The guideline NG58
“Coexisting Severe Mental Illness and Substance Misuse: Community Health and Social Care Services”,
was addressed to and developed for community health and social care services, and was also included
in an assessment with the AGREE 11, as it was recommended to read in conjunction with NICE CG 120
Clinical Guideline “Coexisting Severe Mental Illness (Psychosis) and Substance Misuse: Assessment
and Management in Healthcare Settings”. The guideline NG 58 was not directly addressed to clinicians
and was for the wider health and social care needs, such as employment and housing. However, both
these guidelines covered different biopsychosocial aspects of concurrent disorders management with
the same approach and therefore appraising them together was appropriate. Both NICE guidelines
scored the highest possible with AGREE II. “BAP Updated Guidelines: Evidence-Based Guidelines for
the Pharmacological Management of Substance Abuse, Harmful Use, Addiction and Comorbidity:
Recommendations from BAP” were extremely clear on the scope and were developed with the utmost
rigor and scored close to the possible maximum, with only minimal missing information.

The four European guidelines had very different scopes. They were developed rigorously in
all domains according to the AGREE II tool assessment, however they could all be improved with
clarification. “Psychiatric Comorbidity in Alcohol Use Disorders: Results from The German S3
Guidelines” developed by The German Association for Psychiatry, Psychotherapy, and Psychosomatics
(DGPPN) and The German Association for Addiction Research and Therapy (DG-Sucht) for people with
psychiatric comorbidity in alcohol use disorders, were the best-scored guidelines, with applicability
being the main domain requiring significant improvement.

The two New Zealand guidelines had findings similar to the Australian guidelines with some
domains requiring improvements. One of the guidelines was created in partnership with the
Australian Government.

There were five guidelines developed in the USA. With a very different scope, they had similar
overall rigor of development in all domains. However, not all clearly described information on
editorial independence.

The collaborative guideline created by different stakeholders, provided a very clear scope.
However, all other domains of information could be improved with minor additional information.

4. Discussion

This review collected all concurrent disorder English language guidelines developed over the
last 20 years. Ten guidelines were developed between 2000 and 2010 and 14 between 2011 and 2020.
Eight of the 14 were developed in the last five years, suggesting an increasing trend or recognition of
importance. All guidelines struggled with a limited evidence base, as the pool of evidence showed
limited expansion.

All guidelines were ICD/DSM based. They generally discussed specific combinations of disorders,
often differentiating illicit substances and alcohol use disorders. This differentiation is consistent
with established treatment providing agencies. The focus of most guidelines was on combining
evidence-based interventions targeting substance use disorders with evidence-based interventions
targeting non-substance-related mental disorders. Some guidelines included tobacco use disorders,
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while others did not. Gambling, which only recently has become part of the substance use and
addiction section of the DSM and ICD, was generally not included.

Aside from the specific combination of disorders, there was little additional conceptualization
of concurrent disorders. Attempts to develop psychopathological approaches that go beyond the
count of symptoms are still in its infancy: e.g., the HITOP model [88], played no role in the current
conceptualization of concurrent disorders and played no role in the development of the guidelines.

There have been some attempts to develop specific models of concurrent or multimorbidity
interventions, such as “patient-centered medical homes” or “Assertive Community Teams”. These
attempts were sometimes mentioned but have not been considered in the guidelines as of yet. Similarly,
attempts to classify approaches and levels of integration of services such as the “Levels of Collaboration.
Mental Health/Primary Care Integration Options” developed by ACCT (Addiction Technology Center
Transfer Network), also seem to have not become standardized enough to be utilized in guidelines [89].
None of the approaches to develop and operationalize different levels of integration have become
standard enough to be included.

The level of organization of integration of care seems to not have moved beyond very basic
recommendations, such as sequential, parallel, and integrated models. The sequential model suggests
treating one condition, then the other. The parallel model suggests receiving mental health treatment
from mental health services plus separately receiving addiction treatment from addiction services.
Integrated treatment models offer one team providing mental health and addiction services within
the same setting. Current evidence seems to suggest that the sequential model is obsolete, while
the integrated treatment models may provide the best outcomes for the management of concurrent
disorders [90]. A recent systematic review revealed that integrated models of care are more effective
than conventional, nonintegrated models. Integrated models demonstrated superiority to standard
care models through reductions in substance use disorders and improvement of mental health in
patients with concurrent disorders. The review revealed similar findings to other studies, which
indicated that the integrated model is more cost-effective than standard care [91]. Addressing both
issues in an integrated manner may help to achieve better outcomes. All guidelines promoted the
benefits of integrated, however, with different levels of details.

Similar in terms of simplicity and intuitiveness to the characterization of the sequential/parallel
and integrated approaches is the four-quadrant framework for concurrent disorders. The four-quadrant
framework has been developed to address the variability of concurrent disorders. Being a spectrum of
disorders ranging from high prevalence with low impact, to low prevalence with high impact, results
in considerable variation. As a result, this framework provides a model of substantial diversity in
the individual treatment needs of the various people who experience concurrent disorders [92,93].
The four-quadrant model was mentioned in two guidelines developed by the U.S. Department of
Health and Human Services, but played no role in specific guideline recommendations.

In order to address the level of care needs, such as indicated in a simple fashion in the four-quadrant
model, an evidence-based approach to assessing severity, complexity, and need of care would be
necessary. This can be in the form of staging, which has been recommended for individual disorders,
but not for concurrent disorders. For example, staging has been recommended for the development
of more targeted specific treatments in primary, secondary, and tertiary care settings. As concurrent
disorders are closely related to severity and complexity, staging may be an issue of specific interest to
concurrent disorders. However, none of the guidelines discussed or introduced staging or any similar
form of determining specific levels of care.

5. Conclusions

Overall, specific evidence for the management of concurrent disorders continues to be rare, making
it necessary for guidelines to often rely on combining evidence for individual disorders. Some studies
in concurrent disorder patients indicate that certain approaches working in individual disorders are
less or not effective in concurrent disorders, such as SSRIs in alcohol-dependent individuals with
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major depressive disorder. There is also some evidence that some medication may work better, such as
clozapine for individuals suffering from schizophrenia and substance use disorder.

As current evidence suggests that better outcomes of concurrent disorder management can be
achieved with integrated management approaches, broader application appears warranted. However,
integrated approaches in current medical systems are rare. Furthermore, it seems that higher
functionality in patients appears to allow for less integration of treatment for different disorders.
Guidelines rarely allow for graded approaches and generally lack any recommendations regarding
grading or staging.

Based on available evidence of this review of current guidelines quality, some of the subsections in
practically all guidelines can be improved. Furthermore, certain important aspects that are essential for
treatment planning are not addressed by any guideline, including the specifics of a concurrent disorder
framework, the “matching” of treatment needs, and the evaluation or “staging” of the severity.

Supplementary Materials: The following are available online at http://www.mdpi.com/2077-0383/9/8/2406/s1,
EMBASE/Ovid Search Terms Used and Results; MEDLINE/Ovid Search Terms Used and Results; PsychINFO
Search Terms Used and Results and CINAHL Search Terms Used and Results.

Author Contributions: Conceptualization: C.G.S. and S.H. Methodology: S.H. and C.G.S. Writing—original draft
preparation: S.H. and C.G.S. Writing—review and editing: All authors. Literature search, selection, and appraisal
of guidelines: S.H and S.V. Supervision: C.G.S. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no funding other than S.H. as a Ph.D. student received a Four-Year Fellowship
from The University of British Columbia Graduate and Postdoctoral Studies.

Conflicts of Interest: All authors declare no conflicts of interest.

References

1. Torrens, M.; Mestre-Pinto, J.-I1.; Domingo-Salvany, A. Comorbidity of Substance Use and Mental Disorders in
Europe; The European Centre for Drugs and Drug Addiction: Lisabon, Portugal, 2015.

2. Skinner, WW.J.; O’Grady, PO.C.; Bartha, C.; Parker, C. Concurrent Substance Use and Mental Health
Disorders. An Information Guide; Centre for Addiction and Mental Health: Toronto, ON, Canada, 2010; ISBN
978-1-77052-604-4.

3. Co-Center for Excellence (COCE). Definitions and Terms Relating to Co-Occurring Disorders; Overview Paper
1; Co-Occurring Center for Excellence (COCE): Rockville, MD, USA; Substance Abuse and Mental Health
Services Administration (SAMHSA): Rockville, MD, USA, 2007.

4. Dual Diagnoses Overview Series. 2017. Available online: http://www.dualdiagnosis.org.au/home/images/
documents/1._Terminology.pdf (accessed on 20 March 2020).

5. Kessler, R.C. The Epidemiology of Dual Diagnosis. Biol. Psychiatry 2004, 56, 730-737. [CrossRef] [PubMed]

6. Conway, K.P.,; Compton, W.; Stinson, ES.; Grant, B.F. Lifetime comorbidity of DSM-IV mood and anxiety
disorders and specific drug use disorders: Results from the National Epidemiologic Survey on Alcohol and
Related Conditions. J. Clin. Psychiatry 2006, 67, 247-257. [CrossRef] [PubMed]

7. Regier, D.A. Comorbidity of mental disorders with alcohol and other drug abuse. Results from the
Epidemiologic Catchment Area (ECA) Study. JAMA 1990, 264, 2511-2518. [CrossRef] [PubMed]

8. Khan, S. Concurrent Mental and Substance Use Disorders in Canada. Statistics Canada, Catalogue no.
82-003-X. Health Rep. 2017, 28, 3-8. [PubMed]

9. Todd, J.; Green, G.; Harrison, M.; Ikuesan, B.A.; Self, C.; Baldacchino, A.; Sherwood, S. Defining dual
diagnosis of mental illness and substance misuse: Some methodological issues. J. Psychiatr. Ment. Health
Nurs. 2004, 11, 48-54. [CrossRef] [PubMed]

10.  Fridell, M.; Backstrom, M.; Hesse, M.; Krantz, P; Perrin, S.; Nyhlén, A. Prediction of psychiatric comorbidity
on premature death in a cohort of patients with substance use disorders: A 42-year follow-up. BMC Psychiatry
2019, 19, 150. [CrossRef]

11.  Aharonovich, E.; Liu, X.; Nunes, E.; Hasin, D.S. Suicide Attempts in Substance Abusers: Effects of Major
Depression in Relation to Substance Use Disorders. Am. J. Psychiatry 2002, 159, 1600-1602. [CrossRef]

12.  Appleby, L. Drug misuse and suicide: A tale of two services. Addiction 2000, 95, 175-177. [CrossRef]


http://www.mdpi.com/2077-0383/9/8/2406/s1
http://www.dualdiagnosis.org.au/home/images/documents/1._Terminology.pdf
http://www.dualdiagnosis.org.au/home/images/documents/1._Terminology.pdf
http://dx.doi.org/10.1016/j.biopsych.2004.06.034
http://www.ncbi.nlm.nih.gov/pubmed/15556117
http://dx.doi.org/10.4088/JCP.v67n0211
http://www.ncbi.nlm.nih.gov/pubmed/16566620
http://dx.doi.org/10.1001/jama.1990.03450190043026
http://www.ncbi.nlm.nih.gov/pubmed/2232018
http://www.ncbi.nlm.nih.gov/pubmed/29044442
http://dx.doi.org/10.1111/j.1365-2850.2004.00683.x
http://www.ncbi.nlm.nih.gov/pubmed/14723639
http://dx.doi.org/10.1186/s12888-019-2098-3
http://dx.doi.org/10.1176/appi.ajp.159.9.1600
http://dx.doi.org/10.1046/j.1360-0443.2000.9521752.x

J. Clin. Med. 2020, 9, 2406 13 of 16

13.

14.

15.

16.

17.
18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Zhang, L.; Norena, M.; Gadermann, A.; Hubley, A.; Russell, L.; Aubry, T.; To, M.].; Farrell, S.; Hwang, S.;
Palepu, A. Concurrent Disorders and Health Care Utilization Among Homeless and Vulnerably Housed
Persons in Canada. J. Dual Diagn. 2018, 14, 21-31. [CrossRef]

Mueser, K.T.; Drake, R.E.; Wallach, M.A. Dual diagnosis: A review of etiological theories. Addict. Behav.
1998, 23, 717-734. [CrossRef]

Ross, S.; Peselow, E. Co-Occurring Psychotic and Addictive Disorders. Clin. Neuropharmacol. 2012, 35,
235-243. [CrossRef] [PubMed]

National Institute on Drug Abuse (NIDA). Common Comorbidities with Substance Use Disorders; National
Institute on Drug Abuse (NIDA): Baltimore, MD, USA, 2018.

Santucci, K. Psychiatric disease and drug abuse. Curr. Opin. Pediatr. 2012, 24, 233-237. [CrossRef] [PubMed]
Canaway, R.; Merkes, M. Barriers to comorbidity service delivery: The complexities of dual diagnosis and
the need to agree on terminology and conceptual frameworks. Aust. Health Rev. 2010, 34, 262. [CrossRef]
Drake, R.E.; Essock, S.M.; Shaner, A.; Carey, K.B.; Minkoff, K.; Kola, L.; Lynde, D.; Osher, E.C.; Clark, R.E.;
Rickards, L. Implementing Dual Diagnosis Services for Clients With Severe Mental Illness. Psychiatr. Serv.
2001, 52, 469-476. [CrossRef] [PubMed]

Drake, R.E.; Wallach, M.A.; McGovern, M.P. Special Section on Relapse Prevention: Future Directions in
Preventing Relapse to Substance Abuse Among Clients With Severe Mental Illnesses. Psychiatr. Serv. 2005,
56,1297-1302. [CrossRef] [PubMed]

Ridgely, M.S.; Goldman, H.H.; Willenbring, M. Barriers to the Care of Persons With Dual Diagnoses:
Organizational and Financing Issues. Schizophr. Bull. 1990, 16, 123-132. [CrossRef]

Flynn, PM.; Brown, B.S. Co-occurring disorders in substance abuse treatment: Issues and prospects.
J. Subst. Abus. Treat. 2008, 34, 36-47. [CrossRef]

Wiktorowicz, M.; Abdulle, A.; Di Pierdomenico, K.; Boamah, S.A. Models of Concurrent Disorder Service:
Policy, Coordination, and Access to Care. Front. Psychol. 2019, 10. [CrossRef]

A Systems Approach to Substance Use Services in Canada; Canadian Centre on Substance Abuse: Ottawa, ON,
Canada, 2013; ISBN 978-1-927467-20-6.

Moher, D.; Shamseer, L.; Clarke, M.; Ghersi, D.; Liberati, A.; Petticrew, M.; Shekelle, P.G.; Stewart, L.A.
Preferred reporting items for systematic review and meta-analysis protocols (PRISMA-P) 2015 statement.
Syst. Rev. 2015, 4, 1. [CrossRef]

Shamseer, L.; Moher, D.; Clarke, M.; Ghersi, D.; Liberati, A.; Petticrew, M.; Shekelle, P.; Stewart, L.A.
The PRISMA-P Group Preferred reporting items for systematic review and meta-analysis protocols
(PRISMA-P) 2015: Elaboration and explanation. BM] 2015, 349, g7647. [CrossRef]

Brouwers, M.C.; Kerkvliet, K.; Spithoff, K. The AGREE Reporting Checklist: A tool to improve reporting of
clinical practice guidelines. BMJ 2016, 352. [CrossRef] [PubMed]

Gordon, A. Comorbidity of Mental Disorders and Substance Use: A Brief Guide for the Primary Care Clinician;
Drug and Alcohol Services South Australia: Adelaide, Australia, 2008.

Mental Health Branch. NSW Clinical Guidelines for the Care of Persons with Comorbid Mental Illness and Substance
Use Disorders in Acute Care Settings; NSW Department of Health: New South Wales, Australia, 2009.
Queensland Health. Dual Diagnosis Clinical Guidelines Co-Occurring Mental Health and Alcohol and Other Drug
Problems; Queensland Health: Brisbane, Australia, 2010.

Marel, C.; Mills, L.K.; Kongston, R.; Gournay, L.; Deady, M.; Lambkin-Kay, F; Baker, A.; Teesson, M. Guidelines
on The Management of Co-Occurring Alcohol and Other Drug and Mental Health Conditions in Alcohol and Other
Drug Treatment Settings, 2nd ed.; NHMRC Centre of Research Excellence in Mental Health and Substance
Use: Sydney, Australia; National Drug and Alcohol Research Centre: Randwick, Australia; University of
New South: Sydney, Australia, 2016.

Zaleski, M.; Laranjeira, R.R.; Marques, A.C.P.R;; Ratto, L.; Romano, M.; Alves, H.N.P.; Soares, M.B.D.M.;
Abelardino, V.; Kessler, FH.P,; Brasiliano, S.; et al. Guidelines of the Brazilian Association of Studies on
Alcohol and Other Drugs (ABEAD) for diagnosis and treatment of psychiatric comorbidity with alcohol and
other substance and dependence. Int. Rev. Psychiatry 2017, 29, 254-262. [CrossRef] [PubMed]

Centre for Addiction and Mental Health. Best Practices Concurrent Mental Health and Substance Use Disorders;
Health Canada: Ottawa, ON, Canada, 2002.


http://dx.doi.org/10.1080/15504263.2017.1392055
http://dx.doi.org/10.1016/S0306-4603(98)00073-2
http://dx.doi.org/10.1097/WNF.0b013e318261e193
http://www.ncbi.nlm.nih.gov/pubmed/22986797
http://dx.doi.org/10.1097/MOP.0b013e3283504fbf
http://www.ncbi.nlm.nih.gov/pubmed/22327950
http://dx.doi.org/10.1071/AH08723
http://dx.doi.org/10.1176/appi.ps.52.4.469
http://www.ncbi.nlm.nih.gov/pubmed/11274491
http://dx.doi.org/10.1176/appi.ps.56.10.1297
http://www.ncbi.nlm.nih.gov/pubmed/16215199
http://dx.doi.org/10.1093/schbul/16.1.123
http://dx.doi.org/10.1016/j.jsat.2006.11.013
http://dx.doi.org/10.3389/fpsyt.2019.00061
http://dx.doi.org/10.1186/2046-4053-4-1
http://dx.doi.org/10.1136/bmj.g7647
http://dx.doi.org/10.1136/bmj.i1152
http://www.ncbi.nlm.nih.gov/pubmed/26957104
http://dx.doi.org/10.1080/09540261.2017.1285552
http://www.ncbi.nlm.nih.gov/pubmed/28587553

J. Clin. Med. 2020, 9, 2406 14 of 16

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

Beaulieu, S.; Saury, S.; Sareen, J.; Tremblay, J.; Schiitz, C.G.; McIntyre, R.S.; Schaffer, A. The Canadian Network
for Mood and Anxiety Treatments (CANMAT) task force recommendations for the management of patients
with mood disorders and comorbid substance use disorders. Ann. Clin. Psychiatry 2012, 24, 38-55. [PubMed]
Rush, B. Concurrent Disorders Guidelines. A Supplement to the Provincial Addictions Treatment Standards; Regional
Health Authorities of Newfoundland and Labrador: Happy Valley-Goose Bay, NL, Canada, 2015.
Crockford, D.; Addington, N. Canadian Schizophrenia Guidelines: Schizophrenia and Other Psychotic
Disorders with Coexisting Substance Use Disorders. Can. ]. Psychiatry 2017, 62, 624—-634. [CrossRef]
[PubMed]

Coexisting Severe Mental Illness (Psychosis) And Substance Misuse: Assessment and Management in
Healthcare Settings. Clinical Guideline. 2011. Available online: www.nice.org.uk/guidance/cg120 (accessed
on 20 March 2020).

Lingford-Hughes, A.R.; Welch, S.; Peters, L.; Nutt, D.J. BAP updated guidelines: Evidence-based guidelines
for the pharmacological management of substance abuse, harmful use, addiction and comorbidity:
Recommendations from BAP. J. Psychopharmacol. 2012, 26, 899-952. [CrossRef]

Coexisting Severe Mental Illness and Substance Misuse: Community Health and Social Care Services and
NICE Guideline. 2016. Available online: www.nice.org.uk/guidance/ng58 (accessed on 20 March 2020).
Riither, T.; Bobes, J.; De Hert, M.; Svensson, T.H.; Mann, K.; Batra, A.U.; Gorwood, P.; Moller, H.J. EPA
guidance on tobacco dependence and strategies for smoking cessation in people with mental illness.
Eur. Psychiatry 2014, 29, 65-82. [CrossRef]

Matthys, E; Stes, S.; Brink, W.V.D.; Joostens, P.; Mobius, D.; Tremmery, S.; Sabbe, B. Guideline for Screening,
Diagnosis and Treatment of ADHD in Adults with Substance Use Disorders. Int. . Ment. Health Addiction
2014, 12, 629-647. [CrossRef]

Torres, G.N. Dual Diagnosis: A Theoretical Approximation from Review of Literature. J. Drug Abus. 2019, 5,
4. [CrossRef]

Preuss, UW.; Gouzoulis-Mayfrank, E.; Havemann-Reinecke, U.; Schifer, I; Beutel, M.; Hoch, E;
Mann, K.F. Psychiatric comorbidity in alcohol use disorders: Results from the German S3 guidelines.
Eur. Arch. Psychiatry Clin. Neurosci. 2017, 268, 219-229. [CrossRef]

Todd, C.; Te Ariari, O.T.O. The Assessment and Management of People with Co-Existing Mental Health and
Substance Use Problems; Ministry of Health: Wellington, New Zealand, 2010; ISBN 978-0-478-35912-1.
Galletly, C.; Castle, D.; Dark, F.; Humberstone, V.; Jablensky, A.; Killackey, E.; Kulkarni, J.; McGorry, P;
Nielssen, O.; Tran, N. Royal Australian and New Zealand College of Psychiatrists clinical practice guidelines
for the management of schizophrenia and related disorders. Aust. New Zealand ]. Psychiatry 2016, 50, 410-472.
[CrossRef]

Ziedonis, D.M.; Smelson, D.; Rosenthal, R.N.; Batki, S.L.; Green, A.L; Henry, R.].; Montoya, I.; Parks, J.;
Weiss, R.D. Improving the Care of Individuals with Schizophrenia and Substance Use Disorders: Consensus
Recommendations. J. Psychiatr. Prac. 2005, 11, 315-339. [CrossRef] [PubMed]

Center for Substance Abuse Treatment. Substance Abuse Treatment for Persons With Co-Occurring Disorders;
Treatment Improvement Protocol (TIP) Series 42 DHHS Publication No. (SMA) 05-3922; Substance Abuse
and Mental Health Services Administration: Rockville, MD, USA, 2005.

Center for Substance Abuse Treatment. Substance Abuse: Clinical Issues in Intensive Outpatient Treatment;
Treatment Improvement Protocol (TIP) Series 47. DHHS Publication No. (SMA) 06-4182; Substance Abuse
and Mental Health Services Administration: Rockville, MD, USA, 2006.

Bernardy, N.C.; Hamblen, J.L.; Friedman, M.].; Kivlahan, D.R. Co-occurring Posttraumatic Stress Disorder
and Substance Use Disorder: Recommendations for Management and Implementation in the Department of
Veterans Affairs. |. Dual Diagn. 2011, 7, 242-261. [CrossRef]

Foa, B.E. Treatment of PTSD and Comorbid Disorders. In Effective Treatments for PTSD, 2nd ed.; Foa, B.E.,
Keane, M.T., Friedman, J.M., Cohen, A.]., Eds.; The Guilford Press: New York, NY, USA, 2009.

Hasan, A.; Falkai, P.; Wobrock, T.; Lieberman, J.; Glenthej, B.; Gattaz, W.F,; Thibaut, F.; Méller, H.-J.; WFSBP
Task Force on Treatment Guidelines for Schizophrenia. World Federation of Societies of Biological Psychiatry
(WFSBP) Guidelines for Biological Treatment of Schizophrenia Part 3: Update 2015 Management of special
circumstances: Depression, Suicidality, substance use disorders and pregnancy and lactation. World J. Biol.
Psychiatry 2015, 16, 142-170. [CrossRef]


http://www.ncbi.nlm.nih.gov/pubmed/22303521
http://dx.doi.org/10.1177/0706743717720196
http://www.ncbi.nlm.nih.gov/pubmed/28886671
www.nice.org.uk/guidance/cg120
http://dx.doi.org/10.1177/0269881112444324
www.nice.org.uk/guidance/ng58
http://dx.doi.org/10.1016/j.eurpsy.2013.11.002
http://dx.doi.org/10.1007/s11469-014-9496-z
http://dx.doi.org/10.21767/2471-853X.100083
http://dx.doi.org/10.1007/s00406-017-0801-2
http://dx.doi.org/10.1177/0004867416641195
http://dx.doi.org/10.1097/00131746-200509000-00005
http://www.ncbi.nlm.nih.gov/pubmed/16184072
http://dx.doi.org/10.1080/15504263.2011.620446
http://dx.doi.org/10.3109/15622975.2015.1009163

J. Clin. Med. 2020, 9, 2406 150f 16

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.
67.

68.

69.

70.

71.

72.

73.

Skinner, W.J.W. Treating Concurrent Disorders: A Guide for Counsellors; Centre for Addiction & Mental Health:
Toronto, ON, Canada, 2004; ISBN 9780888684998.

Skinner, W.J.W.; O’Grady, P. A Family Guide to Concurrent Disorders. Centre for Addiction and Mental
Health: Toronto, ON, Canada, 2007. Available online: www.camh.net/About_Addiction_Mental_Health/
Concurrent_Disorders/CD_priority_projects.html (accessed on 29 May 2020).

Dennis, C.D.; Douathy, A. Addiction and Mood Disorders-A Guide for Clients and Families; Oxford University
Press: Oxford, UK, 2006.

O’Grady, P.C.; Skinner, W.J.W. Partnering with Families Affected by Concurrent Disorders: Facilitators” Guide; Centre
for Addiction and Mental Health: Toronto, ON, Canada, 2007; Available online: www.camh.net/About_
Addiction_Mental _Health/Concurrent_Disorders/cd_facilitator_guide0607.pdf (accessed on 20 March 2020).

Scottish Intercollegiate Guidelines Network (SIGN). Management of Schizophrenia; SIGN: Edinburgh, Scotland,
2013; (SIGN publication no. 131).

Geert, D.; Franz, M. Co-occurring Addictive and Psychiatric Disorders. A Practice-Based Handbook from a European
Perspective; Springer: New York, NY, USA, 2015; ISBN1 978-3-642-45374-8. ISBN2 978-3-642-45375-5 (eBook).
[CrossRef]

Bellack, S.A ; Bennett, E.; Gearon, S.J. Behavioral Treatment for Substance Abuse in People with Serious and Persistent
Mental Iliness: A Handbook for Mental Health Professionals; Routledge: Abingdon, UK, 2007; ISBN 0-415-95283-2.
Baker, A.; Velleman, R. Clinical Handbook of Co-Existing Mental Health and Drug and Alcohol Problems; Routledge:
Abingdon, UK, 2007; ISBN 13 978-1-58391-775-6.

Back, E.S.; Foa, B.E; Killen, K.T.; Mills, L.K.; Teesson, M.; Cotton, D.B.; Carroll, M.K.; Brady, T.K. Concurrent
Treatment of PTSD and Substance Use Disorders Using Prolonged Exposure (COPE): Patient Workbook; Therapist
Guide; Oxford University Press: New York, NY, USA, 2014; ISBN 978-0-19-933451-3.

Gray, K.M.; Upadhyaya, H.P. Tobacco smoking in individuals with attention-deficit hyperactivity disorder.
CNS Drugs 2009, 23, 661-668. [PubMed]

Nunes, VE.; Selzer, J.; Levounis, P.; Davies, A.C. Substance Dependence and Co-Occurring Psychiatric
Disorders-Best Practices for Diagnosis and Clinical Treatment; Civic Research Institute Inc.: Princeton, NJ,
USA, 2010; p. 1414.

Torrens, M.; Martinez-Sanvisens, D.; Martinez-Riera, R.; Bulbena, A.; Szerman, N.; Ruiz, P. Dual diagnosis:
Focusing on depression and recommendations for treatment. Addiction Disord. Treat. 2011, 10, 50-59.
[CrossRef]

Ekleberry, C.S. Integrated Treatment for Co-Occurring Disorders. In Personality Disorders and Addiction;
Routledge: Abingdin, UK, 2009; ISBN 978-0-7890-3692-6.

Baandrup, L.; Rasmussen, ].0.; Klokker, L.; Austin, S.; Bjernshave, T.; Bliksted, V.; Fink-Jensen, A.;
Fohlmann, A.H.; Hansen, J.P; Nielsen, M.K,; et al. Treatment of adult patients with schizophrenia and
complex mental health needs—A national clinical guideline. Nord. . Psychiatry 2015, 70, 231-240. [CrossRef]
Ronis, R.J. Best Practices for Co-Occurring Disorders. J. Dual Diagn. 2005, 1, 83. [CrossRef]

Watkins, K.E.,; Hunter, S.B.; Burnam, M.A.; Pincus, H.A.; Nicholson, G. Review of Treatment
Recommendations for Persons With a Co-occurring Affective or Anxiety and Substance Use Disorder.
Psychiatr. Serv. 2005, 56, 913-926. [CrossRef]

Pennay, A.; Cameron, J.; Reichert, T.; Strickland, H.; Lee, N.K,; Hall, K.; Lubman, D.I. A systematic review of
interventions for co-occurring substance use disorder and borderline personality disorder. J. Subst. Abus. Treat.
2011, 41, 363-373. [CrossRef]

Ghani, S. Introduction to Magellan’s Adopted Clinical Practice Guidelines for the Assessment and Treatment of
Patients with Substance Use Disorders; Magellan Health Inc.: Phoenix, AZ, USA, 2006-2018.

Ministry of Health. Service Delivery for People with Co-Existing Mental Health and Addiction Problems. Integrated
Solutions; Ministry of Health: Wellington, New Zealand, 2010; ISBN 978-0-478-35919-0.

Minkoff, K. Best Practices: Developing Standards of Care for Individuals With Co-occurring Psychiatric and
Substance Use Disorders. Psychiatr. Serv. 2001, 52, 597-599. [CrossRef]

Minkoff, K.; Cline, C.A. Developing Welcoming Systems for Individuals with Co-Occurring Disorders.
J. Dual Diagn. 2005, 1, 65-89. [CrossRef]

Minkoff, K.; Cline, C.A. Dual Diagnosis Capability: Moving from Concept to Implementation. . Dual Diagn.
2006, 2, 121-134. [CrossRef]


www.camh.net/About_Addiction_Mental_Health/Concurrent_Disorders/CD_priority_projects.html
www.camh.net/About_Addiction_Mental_Health/Concurrent_Disorders/CD_priority_projects.html
www.camh.net/About_Addiction_Mental_Health/Concurrent_Disorders/cd_facilitator_guide0607.pdf
www.camh.net/About_Addiction_Mental_Health/Concurrent_Disorders/cd_facilitator_guide0607.pdf
http://dx.doi.org/10.1007/978-3-642-45375-5
http://www.ncbi.nlm.nih.gov/pubmed/19594195
http://dx.doi.org/10.1097/ADT.0b013e318215f322
http://dx.doi.org/10.3109/08039488.2015.1074285
http://dx.doi.org/10.1300/J374v01n03_10
http://dx.doi.org/10.1176/appi.ps.56.8.913
http://dx.doi.org/10.1016/j.jsat.2011.05.004
http://dx.doi.org/10.1176/appi.ps.52.5.597
http://dx.doi.org/10.1300/J374v01n01_06
http://dx.doi.org/10.1300/J374v02n02_09

J. Clin. Med. 2020, 9, 2406 16 of 16

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

Minkoff, K. An Integrated Model for the Management of Co-Occurring Psychiatric and Substance Disorders
in Managed-Care Systems. Dis. Manag. Health Outcomes 2000, 8, 251-257. [CrossRef]

Alberta Health Services. Enhancing concurrent capability: A Toolkit for Managers and Staff. In Integrated
Treatment Planning; Alberta Health Services: Edmonton, AB, Canada, 2016.

Kelly, T.M.; Daley, D.C. Integrated treatment of substance use and psychiatric disorders. Soc. Work. Public
Health 2013, 28, 388—406. [CrossRef] [PubMed]

Noordsy, D.L.; Fox, L.; Drake, E.R.; Mueser, TK.; Smith, EL. Integrated Treatment for Dual Diagnosis Disorders:
A Guide to Effective Practice; The Guilford Press: New York, NY, USA, 2003; ISBN 1-57230-850-8.

Barreira, P.; Espey, B.; Fishbein, R.; Moran, D.; Flannery, R.B. Linking substance abuse and serious mental
illness service delivery systems: Initiating a statewide collaborative. . Behav. Health Serv. Res. 2000, 27,
107-113. [CrossRef]

Brousselle, A.; Lamothe, L.; Mercier, C.; Perreault, M. Beyond the limitations of best practices: How logic
analysis helped reinterpret dual diagnosis guidelines. Eval. Program Plan. 2007, 30, 94-104. [CrossRef]
Dua, T.; Barbui, C.; Clark, N.; Fleischmann, A.; Poznyak, V.; Van Ommeren, M.; Yasamy, M.T,;
Ayuso-Mateos, ].L.; Birbeck, G.L.; Drummond, C.; et al. Evidence-Based Guidelines for Mental, Neurological,
and Substance Use Disorders in Low-and Middle-Income Countries: Summary of WHO Recommendations.
PLoS Med. 2011, 8, €1001122. [CrossRef]

Westermeyer, J.J.; Weiss, D.R.; Ziedonis, M.D. Integrated Treatment for Mood and Substance Use Disorders; Johns
Hopkins University Press: Baltimore, MD, USA, 2003.

Keyser, D.J.; Watkins, K.E.; Vilamovska, A.M.; Pincus, H.A. Focus on alcohol & drug abuse: Improving
service delivery for individuals with co-occurring disorders: New perspectives on the quadrant model.
Psychiatr. Serv. 2008, 59, 1251-1253.

American Society of Addiction Medicine. Public policy statement on co-occurring addictive and psychiatric
disorders. . Addiction Dis. 2001, 20, 121-123. [CrossRef]

Drake, R.E.; Mueser, K.T.; Brunette, M.F. Management of persons with co-occurring severe mental illness
and substance use disorder: Program implications. World Psychiatry 2007, 6, 131-136.

Perron, B.; Bunger, A.C.; Bender, K.; Vaughn, M.G.; Howard, M.O. Treatment guidelines for substance use
disorders and serious mental illnesses: Do they address co-occurring disorders? Subst. Use Misuse 2010, 45,
1262-1278. [CrossRef] [PubMed]

Lowe, A.L.; Abou-Saleh, M.T. The British experience of dual diagnosis in the national health service.
Acta Neuropsychiatr. 2004, 16, 41-46. [CrossRef]

United Kingdom Department of Health. Mental Health Policy Implementation Guide. Dual Diagnosis Good
Practice Guide; Department of Health Publications: London, UK, 2002.

Ruggero, C.J.; Kotov, R.; Hopwood, C.J.; First, M.; Clark, L.A.; Skodol, A.E.; Mullins-Sweatt, S.N.; Patrick, C.J.;
Bach, B.; Cicero, D.C.; et al. Integrating the Hierarchical Taxonomy of Psychopathology (HiTOP) into clinical
practice. J. Consult. Clin. Psychol. 2019, 87, 1069-1084. [CrossRef] [PubMed]

Stanley, S.; Gotham, J.H.; Johnson, K.; Padwa, H.; Murphy, D.; Krom, L. ATTC White Paper: Integrating
Substance Use Disorder and Health Care Services in An Era of Health Reform; Addiction Technology Center
Transfer Network: Kansas City, MS, USA, March 2015.

Burnam, M.A.; Watkins, K.E. Substance Abuse With Mental Disorders: Specialized Public Systems And
Integrated Care. Health Aff. 2006, 25, 648-658. [CrossRef] [PubMed]

Karapareddy, V. A Review of Integrated Care for Concurrent Disorders: Cost Effectiveness and Clinical
Outcomes. . Dual Diagn. 2019, 15, 56—66. [CrossRef] [PubMed]

Ries, R. Clinical Treatment Matching Models for Dually Diagnosed Patients. Psychiatr. Clin. N. Am. 1993, 16,
167-175. [CrossRef]

McDonell, M.; Kerbrat, A.H.; Comtois, K.A.; Russo, J.; Lowe, ].M.; Ries, R.K. Validation of the Co-occurring
Disorder Quadrant Model. |. Psychoact. Drugs 2012, 44, 266-273. [CrossRef]

@ © 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
@ article distributed under the terms and conditions of the Creative Commons Attribution

(CC BY) license (http://creativecommons.org/licenses/by/4.0/).


http://dx.doi.org/10.2165/00115677-200008050-00001
http://dx.doi.org/10.1080/19371918.2013.774673
http://www.ncbi.nlm.nih.gov/pubmed/23731427
http://dx.doi.org/10.1007/BF02287808
http://dx.doi.org/10.1016/j.evalprogplan.2006.10.005
http://dx.doi.org/10.1371/journal.pmed.1001122
http://dx.doi.org/10.1300/J069v20n03_10
http://dx.doi.org/10.3109/10826080903442836
http://www.ncbi.nlm.nih.gov/pubmed/20441462
http://dx.doi.org/10.1111/j.1601-5215.2004.0060.x
http://dx.doi.org/10.1037/ccp0000452
http://www.ncbi.nlm.nih.gov/pubmed/31724426
http://dx.doi.org/10.1377/hlthaff.25.3.648
http://www.ncbi.nlm.nih.gov/pubmed/16684728
http://dx.doi.org/10.1080/15504263.2018.1518553
http://www.ncbi.nlm.nih.gov/pubmed/30806190
http://dx.doi.org/10.1016/S0193-953X(18)30199-0
http://dx.doi.org/10.1080/02791072.2012.705065
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

