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LATEST INFORMATION ON DUAL DIAGNOSIS 
 
 

 SAMHSA’s (Substance Abuse and Mental Health Services Administration) Center for 
Substance Abuse Treatment has just released its Fall 2006, Volume 4, Issue 2: Substance Abuse 
in Brief, Fact Sheet, “Identifying and Helping Patients with Co-Occurring Substance Use and 
Mental Disorders: A Guide for Primary Care Providers.” 
 It has long been recognized that co-occurring disorders (COD’s) present daunting 
challenges to the treatment community, both the treaters of Substance Use Disorders (SUD) and 
treaters of Mental Health Disorders (MHD); also each condition is a confounding serious risk 
factor for the other.  In addition, by way of historical precedent and administrative 
fragmentation, insurance and governmental funding and treatment facilities have tended to 
isolate rather then coordinate treatment when COD’s, also called dual diagnosis, or co-morbidity, 
occur together.i 
 The purpose of this latest advisory from the US Department of Health and Human 
Services is to reverse the traditional approach and alert the primary care provider community to 
its potential helpful role in providing optimal care to its patients.  The intended audience includes 
physicians, PA’s, and nurse practitioners.  However, it would not hurt for all providers of care, in 
the MH community and SU community, to become familiar with this latest information.   
 What are some of the key barriers to proper identification of COD’s? 
 1. Patient denial or reluctance to admit:  Research has shown that 1/3rd of patients do not 
 divulge their SUD or MHD to their primary care provider.  With denial, a common 
 feature of advanced SUD, the patient does not actually “know” or perceive that their 
 condition is problematic.  Stigma and shame also get in the way of full disclosure.   
 2. Provider preconceptions about SUD’s or MHD’s or negative attitudes may discourage 
 disclosure.  If providers believe there is nothing they can do, or the condition is hopeless, 
 they may be reluctant to pursue certain questions. 
 3. Fear of opening the “can of worms.” 
  A. Insufficient training in the more up-to-date and modern information. 
  B. Failure to include in the annual patient history a section on SUD’s and MHD’s  
   as a routine.   
However, the well-trained clinician will include these elements in their routine practice in order 
to make even the briefer office visit more productive.  
  
 
 
 
 



What are some of the best screening questions? 
 

Problem Question Possible Response Positive Screen 
Alcohol When was the last 

time you had more 
than 4 (female) or 5 
(male) drinks in one 
day? 

1. Never 
2. Past three months 
3. > Three months ago

 
Past three months 

Alcohol or Drugs In the past year: 
1. Have you ever 
drunk alcohol or used 
drugs more than you 
meant to? 
2. Have you felt that 
you wanted or needed 
to cut down on your 
drug use? 
3. When was the last 
time you were 
intoxicated (drunk)? 
 

 
1. Yes or no 
 
 
 
2. Yes or no 
 
 
 
 

 
1. Yes  
 
 
 
2. Yes 
 
 
 
3. In past year 

Depression During the past few 
weeks: 
1. Have you been 
feeling down, 
depressed, or 
hopeless? 
2. Have you lost 
interest or pleasure in 
the usual things? 

 
 
1. Yes or no 
 
 
 
2. Yes or no 

 
 
Yes to either question 

 
 There are physical signs and symptoms that are red flags for SUD’s and MHD’s or the 
combination, COD’s.  Keep these conditions in mind when evaluating the following findings:ii 
 SUD: Nasal irritation, unexplained bruises, long sleeves in hot weather, enlarged liver or 
spleen, abnormal LFT’s, hepatitis, withdrawal symptoms 
 COD: Headaches, GI symptoms, fatigue, apathy or flat emotion, social withdrawal, 
cardiac pain, or cardiac arrhythmia, hypertension, change in mood, activity level, sleeping, 
appetite, weight, lowered concentration.  Feeling worthless, shame or guilt (inappropriate).  
Fears, worry, repetitive intrusive thoughts or actions.  Problems with thinking or impulse control.  
History of physical or mental abuse.  
 This list of Red Flags should serve as warning signs as it is not a comprehensive list and, 
obviously, many conditions may produce similar signs and symptoms. 
 Your differential diagnosis should consider COD’s in conditions of chronic pain or in a 
chronic condition that does not respond to usual treatment.  It is also important to keep in mind 
that withdrawal symptoms may mimic many MHD symptoms, such as insomnia, anxiety, 
depression, and sexual disorders.   



Setting Treatment Priorities in COD  
 Decision trees for treatment usually rest on the 4-Quadrant of Care Model: 
         SUD 

B. 
High SUD 
Low MHD 

C. 
High SUD 
High MHD 

A. 
Low MHD 
Low SUD 

D. 
High MHD 
Low SUD 

                  
      MHD   
 
Category C: Severe SUD and severe MHD may require emergency care.  Also, intensive, 
integrated treatment for both disorders is usually indicated.   
 The basic approach to treatment of the milder conditions in the primary care setting 
includes collaboration with specialists in each area, SUD and MHD.  The Primary Care role, 
however, centers on Brief Intervention.  Research has shown Brief Interventioniii (BI) to be 
effective in reducing substance abuse as well as decreasing anxiety and depression.  BI, usually 1 
or 2 to 6 brief visits, with the chief goal of modifying behavior or dysfunctional mood states.  
There are 3 essential elements to BI:  
 1. Simple direct feedback, nonjudgmental and supportive, relating to prior history, 
 current warning signals, abnormal medical findings (physical exam, lab tests, mental 
 status). 
 2, Straightforward advice, oral and written, on alcohol limits, negative behaviors, etc. 
 3. Plan of Action, mutually agreed upon, with appropriate referrals and follow-up. 
 
It is important to discuss these conditions in a matter-of-fact way, emphasizing that they are 
treatable conditions, but are subject to relapse.  Encouraging the patient’s cooperation and trust is 
essential to the success of the treatment plan.  The Primary Care’s show of empathy, knowledge 
and understanding go a long way to counteract the treatment barriers of shame, guilt, denial, and 
resistance to change.   
 
Websites: 
National Clearinghouse for Alcohol and Drug Information (NCADI) www.ncadi.SAMHSA.gov 
National Mental Health Information Center (MMHIC) www.mentalhealth.SAMHSA.gov 
Alcoholics Anonymous www.aa.org 
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