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Executive summary

Comorbidity means the co-occurrence of one or more diseases or disordersin anindividud. Itis
sometimes narrowly defined as the co-occurrence of schizophrenia and substance use disorders.

Comorbidity of mental disorders and substance use disorders is widespread and often associated with
poor trestment outcome, severeillness course and high service use. This presents a Sgnificant
chalenge with respect to the most gppropriate identification, prevention and management drategies.

The National Comorbidity Project amsto highlight the importance of this type of comorbidity and to
identify gppropriate strategies and policy responses. The Project isfunded jointly by the Drug
Strategy and Population Hedlth Socid Marketing Branch and Mental Hedlth and Specid Programs
Branch of the Commonwedth Department of Hedlth and Aged Care.

Thisinnovative project brings together, for the first time, two government strategies - the Nationa
Drug Strategy and the Nationa Mental Hedlth Strategy. The National Drug and Alcohol Research
Centre coordinated the Project.

Thefirst stage of the Project was to convene a nationa workshop on comorbidity. The workshop
had two broad ams. They were to:

provide an opportunity for information sharing among key stakeholdersin the area of comorbidity;
and

identify clear actions to enable progression of issues and/or inform policy decisions.

Recommendations and priorities from the workshop will inform a strategic gpproach for future action
in the area of comorbidity under the Second Nationd Menta Health Plan and the National Drug
Strategic Framework 1998-99 to 2002-03.

Dr Norman Swan facilitated the workshop over two days (6-7 March 2000) at Rydges Hotdl,
Canberra. Workshop participants included policy makers, researchers, service providers (public and
private), consumers and carers across the menta health and drug and acohol sectors. The sectors of
aged care, Aborigind and Torres Strait Idander hedth and the crimind justice system were dso
represented.

Aborigina and Torres Strait Iander Peoples were identified as a high priority populaion group.
Specific comorbidity goals and strategies to address the needs and issues of Aborigina and Torres
Strait Idander Peoples will be developed in the next stage of the Nationad Comorbidity Project.



Areasfor futureaction

The workshop identified Sx areas across the hedth continuum as a focus for future directions on
comorbidity. They are:

prevention and early intervention;

carers and consumer's;

research and evaluation;

education and training;

integration and/or collaboration between services, and
whole-of-govemment.



Prevention and early intervention covered both universal and targeted prevention strategies and
early intervention strategies. The selection of prevention as an area of focus reflected the strong
evidence presented at the workshop for the success of prevention interventions in mental health
both nationally and internationally (see Dadds, page 43).

The persona experience of carers and consumersin relation to comorbidity was presented with dlarity
to the workshop. The focus on carers and consumers as a broad area reflected strong presentation to
the workshop by carers and consumers regarding the impact on comorbidity (see Mayii, page 31 and
Ransome, page 33). Thelack of consumer involvement in service planning and evauation was a
gtrong theme and afocus of action identifying this area.

Research on the epidemiology (Andrews et ., page 19), causes (Hdl et d., page 11) and treatment
of comorbidity (Kavanagh, page 60) was presented to the workshop. The evidence about research
into causes and treetment demondtrated that, while there was promising evidence in some areas there
was aclear lack of evidencein others. Of particular concern was the lack of trestment research in
areas other than psychoses. In order to base practice on evidence the workshop participants felt this
gap must be addressed. The area of research and evauation reflected this need.

Presentations in the area of prevention (Dadds, page 43), treatment (Kavanagh, page 60) and general
practice (MacQueen, page 39) highlighted the availability of effective interventionsin menta hedth and
substance use trestment. However, they also emphasised the lack of training and specidist education
avalable. In following the evidence based practice model of this

workshop, the area of training and educetion reflects the need to address specidist training in both
menta health and substance use trestment.

Services and limitations of the present system were a clear issue identified by the workshop in relation
to comorbidity. Presentations on services (Webster, page 37), genera practice (MacQueen, page 3
9), comorhidity and Indigenous Audtrdians (Wilson page 7 1) and comorbidity and cultura diversty
(Maak, page 73) provided clear evidence of failures of the service system. While it was recognised
that Audtraia has developed excellent trestment service in both mental hedlth and substance use
disorders, the lack of communication between the two systems was a Significant barrier to providing
effective care to those individuas with comorbid disorders.

The Nationa Survey of Mentd Hedlth and Wellbeing (see Andrews et d., Page 19) provides a clear
picture of the scope of comorbidity in the population. It demongtrates that comorbidity iscommon
and that current resource dlocation in menta hedth isinsufficient. The survey dso demondrates the
need for awhole-of-government gpproach as having one disorder is not uncommon and having two is
not much less uncommon. Recognition of the number of different government departments who
potentially address comorbidity and the data from the Nationa Survey led workshop participants to
identify ‘whole- of-govemment' as a broad area for future action.

Recommendations
Workshop participants made a series of recommendations about each broad area for action.
These are summarised below.



Prevention and early intervention

Program of prevention research

That aprogram of prevention research be established to provide a basis for preventing comorbidity
that will ensure sustainability of initiatives. Further, in order to build the broad scientific basis of
prevention, an Ingditute of Prevention Research be established.

A trial of early intervention

That atrid of early intervention be conducted. A priority for research was identified as alarge scae
randomised controlled trid of the effects of early intervention for anxiety and depression on
development of substance use disorders through adolescence.

Carers and consumers

Increase awar eness of availability of services

That initiatives be developed which increase community awareness of the availability of services
for individuas with comorbid mental health and substance use problems.

Careplan policy

That acare plan policy on consumer and carer involvement in service planning be developed to ensure
they areincluded in dl service planning and evaueation. In developing this care plan it was further
suggested that a Commonwedth policy be written outlining the requirements for consumer and carer
involvement in service planning and feedback. To strengthen thisinitiative it was further recommended
that consumer and carer issues be afocus of the Audtrdian National Council on Drugs, the Mentdl
Hedth Council of Audrdia, the Alcohol and Drug Council of Audrdiaand the Audtrdian Hedth
Minigters Advisory Council.

Resear ch and evaluation

Resear ch and evaluation into comor bidity be strengthened, promoted and advanced

That promotion of comorbidity research involve development of a conference on comorbidity and
inclusion of comorbidity symposia at relevant conferences. Further, a bulletin board and website be
funded as a means of disseminating information on comorbidity.

Monograph on comor bidity



That a monograph in the area of comorbidity be funded. The monograph would contain a review
of current knowledge in the area of comorbidity.

A trial of treatment for comorbid disorders

Funding for at least one methodologically sound study in the area of comorbidity in an area other
than psychosis be provided.

National minimum data set
That religble and valid information be collected on the extent and nature of comorbidity in the

trestment population. The nationa minimum data sets in menta hedlth and drug and dcohoal fields
were highlighted as a means of achieving this recommendation. However links

need to be developed between the currently separate menta health and drug and acohol nationa
minimum data sets.

Education and training

Develop a national working group on training in comor bidity

That aNational Working group on training in comorbidity be established to oversee an
expandon and improvement in training. This group should be involved in developing core
competencies for sarvices to individuals with comorbid illnesses and establishing a 24- hour
telephone advisory and support service.

National Clearing House

That educationa resources be audited and disseminated through a National Clearing House.
Further, additiona resources be developed and disseminated as required. This recommendation
congstent with that made by the research and eva uation group concerning an dectronic bulletin
board, a website and a monograph.

Integration or collaboration between services

Access and communication

That treatment and support services be more client focussed and more readily accessble. That
common assessments, points of entry and asingle patient file be developed to facilitate this process
across menta hedth and drug and alcohal treestment services. This recommendation is consstent with
that made by carers and consumers regarding a care plan policy and that of the



research and evauation group regarding links between the minimum data sets in the menta health and
drug and acohol sectors.

Partner ships between general practitionersand specialists

That funding be provided to promote partnerships between generd practitioners and specidist
sarvices to ensure an integrated approach to comorbidity.

Position paper

That these issues be developed in a position paper on comorbidity to be submitted to the Royal
Audrdian College of Generd Practitioners.

Whole-of-government

Establish effective inter-sectoral partnerships

Comorbidity was recognised as a multifactorid issue including housing, income, welfare, hedth,
cimind justice, education and training. It was therefore recommended that initiatives undertaken in
comorhidity involve the whole-of-government. Establishment of effective inter-sectoral partnerships
with a strong emphasis on consumers and carers equal participation was also recommended. An
gpproach that recognises the particular needs of priority groups, such as Indigenous Augtrdians and
individuas from culturaly and linguisticaly diverse backgrounds, is needed.

Establisn funding priorities based on evidence

The evidence presented at the workshop showed that funding for servicesis not currently based on
the best available evidence. Funding for menta hedlth and drug and acohol services should be based
on the burden of disorders as well asthe evidence for effective interventions. 1t was adso
recommended that funding models be developed to ensure provision of both prevention and treatment
services.



| ntroduction

Comorbidity of mental disorders and substance use disorders is widespread and often associated with
poor trestment outcome, severe illness course, and high service use. This presents a Sgnificant
chalenge with respect to the most gppropriate identification, prevention and management strategies.

The National Comorbidity Project isanationa project amed at addressing comorbidity.

Cornorbidity in menta health and substance use disordersis common. National Strategies for both
mental health and drug and acohal in Audtrdia address the issue of comorbidity. Y et, comorbidity
has been largely ignored, until recently, in both research and policy. Although thisis changing thereis
no comprehensive and systematic review of the area. Reviews focus on particular comorbiditiesand a
narrow treatment focus, rather than on a public hedth perspective. Few, if any, governments teke a
collaborative approach. This project proposes to address this gap.

The Nationa Comorhbidity project focuses on three important questions:

a) What is comorbidity? Which are the most common and most disabling comorbidities from
both individua and public health perspectives using the epidemiologica evidence?

b) How can we prevent and/or treat comorbidity? What isthe research evidence on prevention
and trestment of the most common and most disabling comorbidities?

c) What aretheimplications of comorbidity for intervention?
*  How do we improve our response to comorbidity?

*  What are the current issues in Austraia with regard to comorbidity?
»  What is current good practice in trestment and service system models?
* What are possble policy directions under the Nationd Menta Hedlth Strategy and the
Nationd Drug Strategic Framework?
Thefirst step in addressing the gap was the National Comorbidity Workshop.

Workshop aims

The Nationa Comorhbidity Project Workshop provided an opportunity, for awide range of
stakeholders, to develop ajoint agreement on the most appropriate policy approach to comorbidity.
Recommendetions and priorities from the workshop will inform a sirategic approach for future action
on comorbidity under the Second Nationd Mental Health Plan and the Nationa Drug Strategic
Framework 1998-99 to 2002-03.



The workshop's broad aims were to:
provide an opportunity for information sharing among key players, and
identify clear actions to enable progression of issues and/or inform policy decisions.

The objectives of the workshop were to bring key people together, foster a shared understanding,
identify key issues, and develop dtrategies to inform policy and practice at dl levels.

Workshop participants and process

Dr Norman Swan facilitated the workshop which took place at Rydges Hotel, Canberra over two
days (6-7 March 2000). Participants included policy makers; researchers; service providers (public
and private); consumers and carers across relevant sectors, including mental health and drug and
acohol; and representatives from other sectors, including Aborigina and Torres Strait Idander health
and the crimind judtice sysem. A full list of participantsis at Appendix 1 and the workshop program
isa Appendix 2.

The Federd Minigter for Hedlth, the Hon. Dr Michael Wooldridge, opened the workshop.

To inform the workshop process six discussion papers on comorbidity were commissioned and
written by sdected experts from the menta health and drug and acohol fieds these condtitute the
bulk of this report. Each commissioned expert dso gave abrief presentation to the workshop.

Workshop participants then discussed their expectations for the workshop (see Appendix 3),
constructed avison for the future (Appendix 4), identified mgor themes and strategies which

would improve our response to comorbidity and, findly, created a specific plan for future action (see
'Framework for future directions).



Background papers and presentations

The Nationa Comorbidity Project aims to provide an evidence-based response to comorbidity. The
background papers and presentations commissioned for the workshop represent the best available
nationa and internationa evidence. The recommendations and framework for future directions are
based on this evidence and are informed by the knowledge and experience of workshop participants,

Conggtent with such an evidence-based approach, the opening address by the Federd Minister for
Hedth and Aged Care Dr Michael Wooldridge provides an excellent overview of the importance of
the issue, while Maree Teesson's paper provides a context for the National Comorbidity Project,
outlining the relevant government strategies and recent nationa data.

The definitiona issues surrounding comorbidity arein no way trivia. In the second paper Hall,
Lynskey and Teesson provide a discusson of the definitional and methodologica issuesin the study of
comorbidity. The definitiond issues are addressed in this workshop asit is not dways clear what the
term 'comorbidity’ means. The discussion paper outlines the development of psychiatric diagnostic
systems; the definition of what is meant by comorbidity; theories on the causes of comorbidity; and an
outline of why comorbidity isimportant.

The third paper, by Andrews, Issakidis and Slade, is built on the strengths of the 1997 Austraian
Nationa Survey of Mentd Health and Wellbeing. The authors provide an andyss of comorbidity
from awhole-of- population perspective. Most studies examining substance use disorder and mental
disorder comorbidity are in treetment settings. These studies provide vauable clinica information for
the best estimates of comorbidity for individuals who are recelving trestment for at least one disorder.
However, they overestimate the true level of comorbidity in the population because people with
comorbid disorders are more likely to seek trestment Smply because they have more disorders. This
iscaled Berkson'shias. Audraliaisone of only afew countries to have comorbidity deta available
from agenerd population sample. This paper provides a brief background on epidemiologica studies
on comorbidity, an analyss based on the Audtraian Nationd Survey of Mentd Health and Welbeng
including prevaence of comorbidity, an analysis of associated burden and unmet need and
comorbidity, and a comparison of Audtrdian findings with comparable internationa studies.

Comorbidity is argued to have asgnificant impact on both individuas and service sysems. The next
five papers (Mayii, Ransome, Morgan, Webster and MacQueen) relate the personal experiences of
people; consumers, carers and service providersincluding generd practitioners. The papersreflect a
broad scope and include an assessment of the impact of comorbidity usng case sudiesto
demondtrate the persond impact of comorbidity.

Dadds provides a criticd analysis of prevention as a crucia component in the breadth of interventions
consdered in the area of comorbidity. A report from the American Ingtitute of Medicine (1994)

noted that prevention of mental disorders has alow priority in the hedlth care agendas of most
countries and suggests that a grester effort should be placed on prevention in menta hedth. The
authors argue that severa factors make this possible. Firstly there has been a substantia growth in the



knowledge about both environmental and genetic risk factors for mental disorders and substance use
disorders. Secondly, anumber of promising modes for early intervention now exis.

One prevention opportunity, unique to mental hedth, builds on comorbidity. Larce United States
epidemiologica studies identified more than 80 per cent of al severe current psychiatric disorders
occur among the 13 per cent of the population who have alifetime history of three or more disorders
(Kesder et d., 1994). These results suggest that prevention of comorbidity (ie prevention of the first
onset of a second disorder) might reduce a proportion of lifetime menta disorders or substance use
disorders.

Dadds discusses the potentia for prevention interventionsin comorbidity in mental hedth and
substance use and outlines the evidence for modifiable risk factors, evidence for prevention
interventions, and evidence for the potentia utility of prevention interventions focussed on primary
prevention of secondary disorders.

The epidemiologica data suggests that prevention of comorbidity would reduce a substantia
proportion of al lifetime psychiatric disorders and an even greater proportion of ongoing disorders.
Y et despite such evidence, comorbidity has been largely ignored in risk factor research. Are
interventions aimed at the primary prevention of comorbidity warranted? If so, what are the
modifiable risk factors? Is prevention a plausible possibility?

Although some comorbidities would be difficult to prevent, are there others for which successful
prevention is a plausible possbility? For example, substance use disorders that occur secondary to
primary phobias. There are anumber of dinicd trids which highlight this comorbidity with phobias
amost dways preceding substance abusein age of onset. This comorhbidity is often conceptudised in
terms of sdf-medication or at least use of dcohol and drugs to manage fear. Based on this work,
interventions might be aimed either at curing the phobia before secondary acohol and drug use begins
or a teaching dternative drategies to manage fear. Such interventions may have the potentid to
reduce a substantial percent of lifetime substance use disorders and an even greater percent of current
disorders. Dadds addresses these important issues.

Comorbidity presents substantia treatment problems because standard interventions are complicated
or may even be excluded in individuals with comorbid disorders. Kavanagh examines the evidence for
trestment implications of comorbidity, addressing the issues of incidence, assessment, effectiveness of
trestment interventions and the influence of comorbidity on trestment outcomes. Kavanagh aso
discusses the organisation of services and the extent to which current service organisation and funding
systems address comorbidity.

Wilson presented the implications of comorbidity from an Indigenous Austrdian's perspective. While
Maak presented on the issues of comorbidity and cultura diversty.

Opening address

1 am delighted, as the Commonwealth Hedlth Minister, to be able to speak to you today on the ground-
breaking importance of this workshop for improving the health of our community.



Developing a nationa response to comorbidity isamajor priority for me and | am pleased that this
workshop partners the National Drug Strategy and the National Mental Health Strategy.

1 look to you al, as expertsin the areas of menta disorders, substance abuse, suicide prevention,
associated social issues and the role of government, to identify and develop better responses to people
with both a menta illness and a substance use disorder, and those at risk of developing comorbidity.

The provision of high-quality services to people with comorbid disorders is a mgjor challenge for
policy makers and service providers dike.

1 believe the need for improved servicesisincreasingly urgent. Asyou know, drug use and mentd
health disorders by themsalves have serious health and socid consequences for the individua affected,
their family and friends, and for the community.

The 1998 Nationa Drug Strategy Household Survey estimated that in 1997 over 22 000 desths and
more than a quarter of amillion hospital episodes were drug-related. Thelicit drugs (tobacco and
acohal) accounted for over 96 per cent of the drug-related deaths and hospitalisation.

The Nationd Survey of Menta Hedlth and Wellbeing conducted in 1997, reveded that nearly onein
five Audrdians over 18 will experience some form of mentd illnessin any 12-month period. To
experience these problems together can have a smply devastating impact on individuds, families and
carers.

And as experts in your respective fields, you will have come across comorhbidity conditions and their
impact, on many occasions.

| amn greatly encouraged that the Nationd Survey of Mentd Hedth and Wedlbeing has, for the first
time, provided us with an understanding of the high level of comorbidity in the generd population,
involving people who may never have accessed pecidist services.

Unfortunately, for those who do access hedlth services, they can be viewed as being too difficult - ‘the
client nobody wants - and can be bounced between services without receiving appropriate trestment.

The Nationd Survey results dso indicated that patterns of comorbidity varied somewhat between men
and women: for women, affective and anxiety disorders accounted for three-quarters of comorbidity;
while for men, in contrast, two-thirds of comorbidity involved an affective or anxiety disorder in
combination with a substance use disorder.

Many of you will be awvare of the gatistics from the WHO/World Bank Globa Burden of
Disease project which estimated that depression was the leading cause of disability worldwide in 1990
and would be the second leading cause of loss of hedlth in the world in the year 2020.

Other research is dso strongly suggesting that depresson may lead to or follow arange of hedth risk
behaviours including tobacco usg, illicit drug use and acohol misuse and dependence.



1 am particularly concerned by the results of the recent Australian Burden of Disease study which
found that nine out of the ten leading causes of burden in young males and eight out of ten leading
causes in young fema es were substance use disorders or menta hedlth disorders.

Other important informeation comes from the Nationa Survey of People Living with Psychatic 1liness
(1997-98) which found that people currently living with long-term psychoatic illness are: ten times more
likely to abuse street drugs, four times more likely to abuse alcohol, and amost three times more likely
to smoke than the generd population.

Quite clearly, thisis an issue that crosses existing government, medica and socid boundaries in terms
of prevention and trestment. The solutions must do the same. 1 encourage al participants to take
advantage of the opportunity provided by having anumber of fields of expertise, including drug and
acohol, menta hedlth and primary care, consumers and carers, together in this one room.

By putting your collective minds to work on addressng comorbid mental hedlth and substance usein a
comprehensive and congtructive way, 1 have no doubt we will come away from today with clear ideas
about how to take thisissue forward.

1 gppreciate your efforts and the time you have al given to tackle this important issue and 1 look
forward to hearing of your consderations.

Dr Michael Wooldridge
Minigter for Hedlth and Aged Care



Background: causes, prevention and
treatment of comorbidity

Dr Maree Teesson

Comorhidity in menta health and substance use disordersis widespread and often associated with
poor treatment outcome, severe illness course, and high service utilisation (Kesder et d., 1994; Wu et
d., 1999). This presentsasgnificant chalenge with respect to the most gppropriate identification,
prevention and management strategies.

The National Comorbidity Project, in addressing the area of comorbidity, builds on two recent
Audrdianinitiatives. Thefirg isthat both the Nationa Drug Strategy and the National Menta Hedlth
Strategy recognise comorbidity asanissue. The second isthe availability of nationa data on
comorbidity in mental hedth and substance use in the Australian generd population.

National Drug Strategic Framework and Second
National Mental Health Plan

In 1998, the Nationa Drug Strategic Framework 1998-99 to 2002-03 and the Second National
Mental Health Plan (Commonwedth Department of Health and Aged Care, 1998) were released.
Both documents acknowledge the importance of identifying and managing comorbidity. The Nationa
Drug Strategic Framework gates that mental heath and wellbeing can influence drug use and that links
need to be established with menta health agencies so the broad range of overlapping issues can be
considered. The Second National Mental Health Plan identifies comorbidity of menta hedlth and
substance use as a high priority and emphasi ses the importance of partnershipsin service reform and
ddivery. Activity under the Second Plan will focus on anationa response to this priority area
concentrating on prevention, targeted at the antecedents of these co-occurring disorders, aswell as
development of improved trestment and management through better collaboration and coordination
between mental hedlth and drug and acohol trestment services.

These two drategic policy documents place Audiraliain a unique position to contribute to the area of

comorbidity. They demongtrate a commitment to a broader and more collaborative approach to the

area of comorhidity than any smilar documentsin ether the United Kingdom or the United States. It
is the increased capacity from such a collaborative approach that Austraia can build upon.



National Survey of Mental Health and Wellbeing

Until recently Australiawas reliant on United States studies for epidemiological data on mental health,
substance use disorders and comorbidity. In 1997, the Mental Health and Special Programs Branch of
the Commonwealth Department of Health and Aged Care funded the Australian Bureau of Statisticsto
undertake the Nationa Survey of Mentd Health and Wellbeing - a survey of the mental health of a
representative sample of the Australian adult population (ABS, 1998; Andrews, Hall, Teesson and
Henderson, 1999). The survey provides the first national Australian data on the prevalence and patterns
of mental disorders among Australian men and women, highlighting the extent of comorbidity in the
general population. The Survey was conducted in 1997 on a nationally representative sample of 10 641
Augtralians.

The Survey was designed to answer three main questions:

. how many Audtrdians have which mentd disorders?
. how disabled are they by these disorders? and
. what services have they used for these disorders?

A modified verson of the Composite Internationa Diagnostic Interview (CIDI) (WHO, 1996)
identified the most common menta disorders (namely, anxiety, affective and substance use
disorders) using the two mgjor psychiaric classfication sysems, DSM-1V and ICD- 1 0. The
definitions of anxiety disorder, substance use disorder and depression are in Appendix 5.

The Survey achieved a high response rate. Seventy-eight per cent of digible adults aged 18 and
over completed the Survey interview and very few who agreed to begin the interview withdrew.
Reaults of the Survey were weighted to ensure the estimates were representative of the total adult
population.

Results of the Survey show a considerable degree of comorbidity in substance use disorders and other
mental health disorders (see Figures 1 and 2; Hall, Teesson et ., 1998, 1999). About one in four
persons with an anxiety, affective or substance use disorder dso had at least one other mental disorder
This meant they had two or more different classes of disorder, such as an anxiety and affective
disorder, or an anxiety and a substance use disorder. A smal proportion of men (0.8%) and women
(0.8%) had all three types of disorder (ie an anxiety, affective and substance use disorde).

FIGURE 1 AND FIGURE 2 NOT SCANNED

Among those individuas with mentd disorders, marginaly more women than men had at least one
other comorbid mental disorder (28 per cent of women as against 24 per cent of men with any of
these mental disorders). The patterns of comorbidity differed between men and women. Among
women, affective and anxiety disorders most often occurred together, accounting for three-quarters of
women who had more than one menta disorder. Among men, comorbid disorders more often



involved an anxiety or an affective disorder in combination with a substance use disorder. These
combinations of disorders affected two-thirds of men who had more than one mental disorder.

The National Survey of Mental Health and Wellbeing included alow prevaence study of psychotic
disorders. This component isthe first nationa epidemiologica study to examine comorbidity in
persons with psychotic disorders. A totd of 980 individuals with psychosis were interviewed, drawn
from a census of 3 800 consumers of mental health services. The 980 individuals screened
represented sampling from in-patient services, outpatient services, private genera practice, private
psychiatric practice and hostels. Schizophrenia and schizoaffective disorder accounted for over 60
per cent of the prevalence of psychotic disorders. Nicotine was the most commonly used drug in this
sample with 67 per cent using nicotinein the previous 12 months. Lifetime diagnoses of alcohol use
disorders were found in 30 per cent of the sample and cannabis use disorder in 25 per cent. When
individuals used cannabis they most often used it in conjunction with alcohol or nicotine, 99 per cent of
individuas usng cannabis had dso used dcohoal or nicotine in the previous 12 months (Kavanagh et
al., 1999).

The high rates of comorbidity have a number of implications for trestment and management. Mentd
disorders complicated by alcohol and other drug use disorders, and vice versa, have been recognised
as having a poorer prognosis than those without such comorbid disorders. They are dso more likely
to become chronic and disabling, and result in greater service utilisation (Teesson et d., 2000).

Comorbidity is of particular concern for young adults aged 15-24 years. The recent Australian burden
of disease and injury study found that nine out of ten leading causes of burden in young maes and eight
out of ten leading causes in young females were substance use disorders or mentd disorders. Thus,
apart from the burden resulting from road traffic accidents (and asthmain females), the disease burden
in this group isthe result of acohol dependence, suicide, bipolar affective disorder, heroin

dependence, schizophrenia, depression, social phobia, borderline persondity disorder, generalised
anxiety disorder and eating disorders (Mathers et d., 1999). Comorbidity of these disordersis high
and likely to result in Sgnificant disease burden.

Comorhbidity in mental hedlth and substance use disordersis highly prevaent. Both menta hedth and
drug and dcohal nationa dtrategiesin Australia address the issue of comorbidity. Y et, comorbidity
has been largdy ignored, until recently, in both research and policy. Although thisis changing thereis
no comprehensive and systematic review of the area. Reviews focus on particular comorbiditiesand a
narrow treatment focus, rather than a public hedlth perspective. Few, if any governments take a
collaborative approach. The National Comorbidity Project proposes to address this gap.
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What is comorbidity and why doesiit
matter?

Professor Wayne Hall, Dr Michael Lynskey and Dr M areeT eesson

Executive Summary

Comorbidity smply means the co-occurrence of one or more diseases or disordersin an individua. 1t
is sometimes narrowly defined as the co-occurrence of schizophrenia and substance use disorders.
We need to broaden our consideration of comorbidity in substance use and menta disordersin a
number of ways.

Substance use disorders in persons with schizophrenia are a particularly pressng and serious problem
for the affected individuas and their families; they aso present amgor problem for mental hedlth
services. But substance use disorders aso co-occur with anxiety, affective, persondity and other
substance use disorders. These comorbidities are common and therefore have sgnificant public hedlth
implications and well as consequences for the individua and society.

Different patterns of comorbidity are seen in specidist mental hedth and speciaist addiction services.
In menta health services acommon presentation is schizophrenia and acohol or other drug use
disorders whereas in speciaist addiction services comorbid anxiety, affective and personality disorders
are much more common.

Genera practitioners see most persons with comorbid substance use and mental disorders.

Mental disorders can co-occur with each other aswell as with substance use disorders; anxiety
disorders often occur with each other, as wdl as with affective and persondity disorders. Alcohol and
other drug use disorders aso frequently co-occur.

Symptoms of substance use, anxiety and affective disorders that do not meet criteriafor disorders may
also co-occur. Redtricting discussion to disorder may limit our understanding of the extent of the
problem partly because there is not a clear distinction between those who meet criteria for adisorder
and those who do not.

Tobacco useisacommon and neglected form of comorbid substance usein all menta disorders. Itis
especialy common among persons with serious mental disorders. Given its adverse impact on the



health of individua smokersit is a pattern of substance usein menta disorders which is of mgor public
health importance.

Mental disorders may co-occur for avariety of reasons.

They may be the result of the arbitrary separation of disorders, eg the anxiety disorders however, this
isunlikely to explain comorbidity between substance use disorders and anxiety and affective disorders.

Some types of substance use disorders may directly cause mentd disorders, for example, drug
induced psychoses. Some menta disorders may increase the risk of substance use disorders, for
example when individuals with anxiety and affective disorders use acohol and other drugsto sdif-
medicate.

Substance use and other mental disorders may share common causes or risks factors, as seemsto be
the case with conduct disorders and early onset acohol and other drug use disorders.

The co-occurrence of substance use and other menta disorders and the reasons they co-occur have
important implications for trestment and prevention.

Comorbid disorders are common, especidly in specidist menta hedth and addiction services.

Persons who have comorbid substance use and menta disorders have poorer outcomes than those
who have asingle disorder. For example, the trestments of alcohol dependence and depression both
tend to be less effective when conducted in the presence of the other disorder than when the
comorbidity is not present.

We need to improve our understanding of the reasons for comorbidity in order to prevent disorders
from occurring where possible and to better hdp individuas and their families who art affected by
comorbid mental and substance use disorders,

Definition

In generd medicine, Feingein (1970, pp. 456-7) has defined comorbidity as, ‘any distinct additiona
clinicd entity that has coexisted or that may occur during the clinica course of a patient who hasthe
index disease under study'.

Thisincludes the co-occurrence of two or more physical diseases (eg heart disease and diabetes).
which are defined in terms of their underlying cause (eg a micro-organism or a pathophysiologica
process). Inthefield of menta hedth, comorbidity more often applies to the co-occurrence of two or
more different mental disorders (eg depression and dcohol dependence). which are defined in tenns of
their characteristic symptoms rather than their underlying causes.



Co-morbidity in principle includes the co-occurrence of menta (eg depression) and physical (eg
stroke or cancer) disorders. In mentd hedth, comorbidity is sometimes even more narrowly defined
as the co-occurrence of substance use disorders (eg acohol or other drug abuse or

dependence) and psychotic disorders. We need to broaden our thinking about comorbidity beyond
this group.

Different types of cornorbidity

Comorbidity may aso be defined by the amilarity across classes of disorders or by the period of time
in which the disorders occur.

The co-occurrence of substance use and other mental disorders has been termed ‘heterotypic
comorbidity, meaning comorbidity between different classes of mentd disorders (Angold, Cogtello
and Erkanli, 1999). It may be contrasted with "homotypic' comorbidity, that is, with comorbidity
between different members of a genera class of mentd disorder (eg phobia and generalised anxiety
disorder, and between a cohol and other drug use disorders).

Another distinction is made between ‘concurrent’ and 'successive’ comorbidity. Concurrent
comorhidity isthat in which two or more disorders are present a the same time, such as schizophrenia
and acohol dependence. Successive comorbidity is defined as comorbidity in which disorders may
occur a different timesin aperson'slife, in waysthat may or may not be causally related to each
other.

Broadening comorbidity

The psychoatic disorders of schizophrenia and bipolar disorder have an understandable urgency for those
aflicted by them and their families, and the mental health workers who have to treat the distress and
disability these disorders cause. The difficulty many carers experience in getting help for family
members is compounded by the administrative separation in most Australian states of services for
substance use and mental illness. They aso often have very different treatment philosophies and
cultures.

People with psychoses and substance use disorders (often referred to as dual diagnosis) are more
likely to experience a range of negative outcomes including increased levels of medication non-

compliance, psychosocid problems, depression, suicidal behaviour, re-hospitalisation, homel essness,
poorer mental health, and higher family burden (Bartels et a., 1992; Drake et d., 1996). In addition,
persons with dual disorders often have a poorer trestment outcome than those with menta disorders
alone (Drake et a., 1996).

While the consequences of comorhbidity between substance use disorders and psychosis are
congderable, there are other patterns of comorbidity between substance use and menta disorders.
Aswe shdl see, substance use disorders are d'so common in persons with anxiety, affective and



persondity disorders, symptoms of which can aso be disabling and distressing to the affected
individuds and ther family.



Beyond specialist mental health services

Discussion of comorbidity within mental health understandably focuses on the most common types of
comorbidity found among persons treated in the specidist menta hedlth services. There are important
differencesin the patterns of comorbidity seen in patients trested by specidist menta health and
specidist addiction services.

However, both types of specidist services provide treatment to persons with difficult and complex
menta and substance use disorders. Their Saff develops expertise in diagnosing and treeting these
disorders and undertake research on the causes and treatment of these disorders. Specidist trestment
samples do not, however, provide an accurate picture of comorbidity in the population because
persons with comorbid disorders are more likely to be referred to specidist menta hedlth and
addiction services. We accordingly need population surveys to describe patterns of comorbidity
between substance use disorders and other menta disorders. Such data has now been provided by
the National Survey of Menta Hedlth and Wellbeing (NSMHWB) (Andrews, et a 1999).

The NSMHWB shows that generd practitioners see most people with comorbid substance use and
menta disorders and that generd practitioners are the first, and often the only point of contact for
many people with menta disorders. Generd practitioners accordingly provide the bulk of menta
hedth servicesin the Audraian community. Any policy that ams to reduce the burden of mentd
disordersin generd, and of comorbid menta disordersin particular, must improve the recognition,
diagnosis and management of these disordersin generd practice.

Comorbid disorders and symptoms

Comorbidity often refers to comorbid mental disorders as defined in the Diagnostic and Statistical
Manual or the WHO's International Classification of Diseases and most population surveys have
used these diagnostic criteria. Some critics of these classifications argue that there are no sharp
discontinuities in the symptom distributions for most mental disorders, even in the psychoses where many
would be prepared to accept that a categorical model of disorder has the greatest validity. Thereisno
obvious discontinuity in the symptom distributions of anxiety, affective, substance use or personality
disorders assessed in the general population (Andrews et a., 1999). A brief history of psychiatric
classification may help to loosen the hold that categorica diagnoses exert over our thinking about
comorbidity.

Contemporary psychiatric classification has been influenced by the Kraegpelinian model of mental
disorders. According to this model, mental disorders are mutually exclusive categorical disease entities
that are arranged hierarchically. Exclusion criteria ensure each individua receives one psychiatric
diagnosis. The Kragpelinian approach had a major influence on the third revision Of the Diagnostic
and Statistical Manual of the American Psychiatric Association (DSM-111).

The re-emergence of comorbidity as an issue in mental health owes something to serendipity. The
Epidemiologic Catchment Area (ECA) study (Robins and Regier, 199 1) set out to estimate the
prevalence of DSM-111 disorders in the population. The pencil and paper interview



technology used in the ECA made it difficult to implement the exclusion criteriaembodied in both DSM-
111 and ICD-9. This meant persons interviewed were assigned multiple DSM-I111 diagnoses rather than
being forced to have a single diagnosis. Its findings made clear that many persons with one mental
disorder had one or more other disorders. The National Comorbidity Survey has since confirmed the
ECA findings (Kesder et a., 1994).

Giving different drugs their due

The attention'given to drug use in people with menta disordersis not aways based on their
prevalence of use and burden of disease. For example, cannabis use among people with
schizophrenia has attracted attention recently in part because its use is arelaively recent
phenomenon (Hall, 1998). It has sometimes overshadowed the more prevaent use of, the more
readily available and much chegper, dcohol among persons with schizophrenia (Hall, 1998).

The high prevaence of acohol use anong persons with mentd disordersis smal by comparison with
the use of tobacco. Persons with serious mentd illnesses have some of the highest rates of daily
cigarette smoking in the community. More generdly, people with mentd disorders are over-
represented among cigarette smokers in the community (Degenhardt and Hall, 1999). Giver the
seriousness of the adverse effects that cigarette smoking has on hedlth, tobacco use among persons
with menta disorders deserves more attention in specidist menta health and addiction services and
in public hedth campaigns

Explaining cornorbidity

Comorbidity may be artefactua (Caron and Rutter, 199 1). The criteriafor one disorder may overlap
with the criteria used to define a second disorder so that supposedly separate mental disorders may not
be as separate as they seem. For example, the case for a general neurotic syndrome has been cogently
made on the basis of the extensive comorbidity that exists between supposedly different types of anxiety
disorders (Andrews et d., 1990). Thistype of explanation is most plausible for homotypic comorbidity
between different anxiety disorders, and possibly that between some anxiety and affective disorders. It
is aless plausible explanation of comorbidity between anxiety and affective disorders, on the one hand,
and substance use disorders, on the other.

If the comorbidity between substance use and anxiety and affective disorders is not artefactual, there
are anumber of hypotheses that may explain it (Kesder, 1995). First, one mental disorder may directly
produce another. Drug-induced psychoses are plausible examples of this hypothesis. For example, there
is evidence that heavy amphetamine use can produce a schizophreniform psychosis, which differs from
schizophreniain having an acute onset, and paranoid symptoms that rapidly remit with abstinence from
amphetamines and do not recur unless amphetamine use is resumed (Angrist, 1983). A similar case can
be made for acohol-induced depression in persons who are acohol dependent (Raimo and Schuckit,
1998). There are similar but more contentious arguments that heavy cannabis use can produce a
psychosis (Hall, 1998).



A second possibility is that one mental disorder may indirectly increase the risk of a substanceuse
disorder. For example, persons with anxiety and affective disorders may begin to use acohol and other
drugsin an effort to medicate their distress (Kesder, 1995). Although effective in the short term, with
chronic use, sdlf-medication miscarries, producing acohol and other drug dependence. Similarly, children
with conduct disorder and adults with antisocial persondity disorder may initiate alcohol and other drug
use earlier than their peers because of their greater propensity to take risks and engage in antisocial
conduct. This early initiation produces alonoer history of heavier acohol and other drug use, increasing
the risks of developing alcohol and drug dependence at an early age (Kandel et d., 1986; Kandel, 1993).

A third possibility is that comorbidity between substance use and other mental disorders may arise from
common causes. The syndrome of delinquency, acohol and drug abuse, precocious sexua activity, and
poor school performance may, for example, be manifestations of a common genetic predisposition and
family circumstances, al of which increase the chances of developing acohol and drug dependence
disorders and antisocia personality disorder (Jessor and Jessor, 1977).

These hypotheses can be tested in longitudina studies of mental disorders (eg Fergusson et al., 1997) in
population samples that minimise the selection bias that affects treatment samples. A number of studies
that have followed children from birth into early adulthood promise to elucidate these issues. These
include the Christchurch Child Health and Development Study in Christchurch and asimilar study in
Dunedin New Zealand. There are also long-term follow-up studies of people recruited as adolescents
and followed into adult life, which have improved our understanding of the adult mental health
consequences of adolescent alcohol and drug use (Kandel et d., 1986; Newcomb and Bentler, 1988;
Vaillant, 1995). Another research strategy is to conduct intervention studies. These enable us to see if
successful treatment of one disorder (eg a substance-use disorder) improves the outcome of the other
mental disorder (eg schizophrenia).

Why does comorbidity matter?

There are a number of reasons comorbidity matters. Firstly, co -Morbidity is the rule rather than the
exception with mental disorders, asis clear from studies in a number of countries including Australia
(Andrews et a., 1999; Merikangas et a., 1998; Hall, 1996).

Secondly, if we do not take comorbidity into account when studying individual mental disorders we may
mistake characteristics of the disorder under study for those that are due to an ignored comorhid
condition (Kesder, 1995).

Thirdly, understanding why different disorders co-occur may provide important opportunities for
prevention. For example, if we can identify people with symptoms of anxiety and affective disorders we
could intervene to reduce sdalf-medication with acohol and other drugs.

Fourthly, persons with comorbid mental disorders often have a poorer treatment response and a worse
course of illness over time (Kesder, 1995). They are more impaired, suffer greater social disability and
generate larger socia costs. Thisis probably in part because comorbid disorders are not diagnosed and
treated and in part because persons with more than one mental disorder are more difficult to treat.
Persons who have comorbid substance use and menta disorders have poorer outcomes than those who
have asingle disorder. This has been well demonstrated in schizophrenia (Drake et d., 1996) but is aso
the case in depression and anxiety (Kranzler et al., 1996). For example, the trestments of acohol
dependence (Project Match Research Group, 1997) and depression (Worthington et a., 1996) both tend



to be less effective when conducted in the presence of the other disorder than when the comorbidity is
not present

Fifthly, comorbidity has important implications for treatment. For example, in persons for whom a cohol
dependence is a cause of depression, treatment of acohol dependence may alleviate or eliminate
depressive symptoms (Schuckit et d., 1997a; 1997b). Conversdly, if acohol dependence arises from
self-medication of depression, the treatment of depression may reduce symptoms of alcohol dependence
whereas the treatment of acohol problems may not affect symptoms of depression.

Sixthly, even when there is no causal relationship between alcohol dependence and an affective disorder,
having one disorder may worsen the symptoms and course of the other. For example, depressive
symptoms may increase acohol consumption and a cohol-related harm in persons who are vulnerable to
developing acohol disorders. It may aso impair compliance with treatment of acohol dependence.
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What is comor bidity and why does it matter?

Workshop discussion
Pro& ssor Hall summarised the implications of his paper as follows:

What needsto start happening?

Recognition that comorbidity exists and that genera practitioners play an important role in delivering care
to people with comorbid drug and acohol and mental disorders. Further, tobacco use, which is often
ignored, is a significant factor when addressing comorbidity.

What needsto stop happening?

The lack of communication between specidist services.

In the year 2005 wher e should we be ?

The year 2005 would see better integration of services, recognition of the extent of the

burden resulting from comorbidity and better identification and early intervention.

What critical barriersneed to be overcometo get there?

The critical barrier isthe different cultures which exist in mental hedlth and the addictionsfidd. The

philosophy of care and treetment are different and it will require acknowledgment of common ground
to address this barrier.



The clinical significance of mental
disorders

Professor Gavin Andrews, Ms Cathy Issakidisand MrTim Sade

Executive summary

Concurrence, having more than one menta or substance use disorder at the same time, is more
common than would be expected, as though certain people are more likely to develop disorders than
others. People and families and clinicians al have to cope with concurrent disorders.

Comorhidity is atheoretica concept that refers to having more than one disorder at varioustimes. It
indicates vulnerability to illness and points to disability and a higher need to use hedlth services.

We looked at the frequency of common disordersin the last 30 days in people in the Augtraian mentd
health survey. We aso measured disability usng the SF-12, a short version of the familiar SF-36, and
multiplied the number of people affected by a disorder by the disability score to give the amount of
disability in the population that was accounted for by each diagnostic group.

Depression, anxiety and personality disorder accounted for more total disability than did somatoform
disorder, substance dependence or psychosis (see Table 1). Even when we looked at concurrent
diagnoses as well as single diagnoses the same pattern emerged (see Table 2b). But ways people
with two or more disorders were counted two or more times.

When we added the disability due to people with a single disorder to that due to people with two or
more disorders who had identified amain disorder that ‘troubled you the most' the picture changed
(see Table 3b). Three quarters of the menta disorder-related disability in Austrdiawas rdlated to
depression and anxiety, with the remainder split between the other four groups of disorders.

The mgority of people with two or more concurrent disorders rated anxiety, psychoss and
depression astheir mgor concern. A minority of people with concurrent substance dependence,
persondity or somatoform disorders rated those disorders as their mgor concerns.

We conclude that although the mgority of hedlth care funding goesinto psychoss and substance
dependence, in part because these disorders can cause affront and alarm, the mgjority of treatable
disability lieswithin the affective and anxiety disorders which do not cause affront or darm.
Perhaps we could better prioritise trestment.



Comorbidity is aterm that means having more than one disorder at varioustimes. Concurrent
disorders are those that actualy occur at the sametime. Neither is a strange concept in medicine,
The ddely, if lucky, will only suffer from glaucoma and arthritis, the young don't mind if they have
myopia and intermittent asthma. Having adisease is not uncommon, having two is not much less
common. Structured diagnogtic interviews have largdly been respongible for increasing the psychiatric
research community's awareness of the importance of diagnostic concurrence and comorbidity.
Multiple diagnoses, both current and past are more common, single diagnoses less common, as though
the burden of mental disorders tends to be concentrated in certain individuas. Sturt (1991), using
data collected in the United Kingdom by clinica interviewers found exactly this, asdid Boyd et &
(1984), andysing the famous epidemiologic catchment area study in the United States. It isagenerd
finding that is independent of instrument or country, and unlikely to be artefact.

Clinicians know this problem well. It is difficult to treat a person with schizophrenia whose

psychatic symptoms are sometimes due to the psychosis and sometimes due to drug dependence.
Likewise, the combination of personaity disorder and somatization disorder, or depresson and
anxiety, or any combination of the mgor groups of menta disorders, produces more disability, makes
the outlook worse, the dinician's task more difficult, and the family's burden greeter. Everyone calls
for help when people have concurrent disorders, it can be an emergency. But judging thingsto be
important from what forces itself upon usis a generd type of human error Our government swingsinto
action following dramatic rurd events like floods, and is dow to pay attention to insdious rurd
phenomenon like the gradud loss of productive farmland by risng sdinity, ' even though the burden of
sdinity is much greater than the burden of floods. So it iswith comorbidity and concurrent disorders.
Those that cause darm will receive help, those that quietly destroy a person's productivity can be
ignored.

This paper is concerned to estimate the clinica sgnificance of each group of mental disorders by
using datafrom the National Mental Health Survey in which arandom sample of Audrdian adults
could have their say about what troubled them. No one was ignored.

The Murray and Lopez (1996) Global Burden of Disease project showed that mental disorders
were the principa cause of ‘years lived with disability' and that, because of this, menta disorders
ranked high in any table of the globa burden of disease. It actualy may have overestimated the
burden of mentd disorders because it did not control for concurrence and hence, while they took
careto attribute years of lifelost to only one disease, years lived with a disability were multiply
atributed to al diseases a person currently had. There have been anumber of atempts to rectify
this (Andrews et a., 1998). The recent Australian burden of disease study (Mathers et a., 1999)
took a straightforward gpproach, apportioning the average disease weight between al disorders
present, and for this reason, aswell as for other methodologica changes, it calculated the burden of
mentd disordersin Austrdiaat 15 per cent of the totd, third in importance after heart disease and
cancer, a proportion that indicates the public hedth importance of menta disorders.

Comorbidity isadightly different issue to concurrence. Comorbidity refersto the clustering of
mentd disordersin certain individuas over time, that is, it refersto ahistory of disordersin the past
aswell asto the concurrence of disordersin the present (see Wittchen, 1996). Andrews et a

(1990; 1996) studied the common neurotic disorders in volunteer twin and clinic samples and related
comorbidity to the presence of agenerd vulnerability factor to these disorders. That is, while the



clinica phenomenology may be distinct, the underlying disorders may not be. Kesder et a (1994)
studied a probability sample of the United States population aged 18-54 and reported that nine out
of 10 severe 12-month disorders occurred in the 14 per cent of the sample with alifetime history of
three or more disorders. Andrews et d (in press) used the Audtrdian nationa survey datato show
that even within a 12-month timeframe, people with symptoms that met criteria for three or more
disorders over the 12 months had ten times the risk of having a current disorder, were eight times
more likely to have amenta hedlth consultation and seven times more likely to be disabled, when
compared with people who had had only one disorder in the past 12 months.

Comorbidity, the presence of two or more disorders sometime during an extended time period, is
actudly an abdtraction, useful for discussing risk factors, disability or service utilisation. On the other
hand, burden of disease calculations and hedlth service planning require concurrent disorders to be
addressed, and concurrent disorders are what the clinician must deal with. People who are sck want
their concurrent disorders addressed, they do not care too much what the past held or the future may
hold, provided they can berelieved today. This paper is about determining the clinical significance of
the various groups of menta disorders by controlling for the confounding effect of concurrent
disorders. Comorhidity will not be further referred to. Prevaence and disability data from the
Audrdian mental health survey will be used to estimate the dinical significance of mental disorders
controlling for the presence of concurrent disorders.



Method

SKip unless you disagree with the results and want to find out where the investigators went
wrong.

Sample

The survey was conducted by the Austrdian Bureau of Statistics under the terms of their Act that
guarantees the privacy of respondents. The survey covered urban and rura areas across Audrdia. A
rnultistage sample of private dwellings was drawn. Each State and Territory was Stretified and each
dweling within a stratum had an equa and known probability of sdection. Indl, 13 624 private
dwdlingswere initidly selected in the survey sample, and one adult member randomly sdected asthe
possible respondent; 1 477 people refused, in 558 households contact could not be made with the
identified respondent, and in 948 households no interview occurred because the identified respondent
could not communicate, there was degth or illness in the household, or the interview was prematurely
terminated. The sample included people aged 18 years and over who were usud residents of
households in the identified private dwellings. The sample did not include persons in hospita's, nursing
homes, hotels, gaols etc., or resdents of households in remote and sparsaly settled parts of the
country. For this reason persons of Aborigina descent were under-sampled and are not further
identified in this paper. Ten thousand, Sx hundred and forty-one people participated, aresponse rate
of 78.1 per cent. The age and sex characterigtics of the sample were weighted to match the age and
sex digtribution in the national census.

Assessment

The whole interview was administered from a lgptop computer. The CIDI (Andrews and Peters
1998) was used to determine, usng ICD- 1 0 and DSM-1V criteria, the presence of:

* Sxanxiety disorders- panic disorder, agorgphobia, socid phobia, (smple phobias were not
identified), generdised anxiety disorder, obsessve compulsive disorder, post traumétic stress
disorder ;

»  two affective disorders - mgor depression, dysphemia; and

»  four substance use disorders - acohol dependence and drug dependence.
Substance abusefharmful use was aso identified but the criteria are disputed and those data are not
further considered.

Screening questions were used to determine personality disorders (Loranger et d., 1997) and an
interview for ICD Neurasthenia (Tacchini et d., 1995) was modified to reflect the CDC criteriafor
Chronic Fatigue Syndrome or DSM-1V undifferentiated somatoform disorder (Hickie et ., 1997).



The CIDI module for schizophrenia generates fase pogitives (Kendler, 1996) and afive-item
psychosis screener was used instead.

Disability was measured at the beginning of the interview by the S 12 (Ware et ., 1996). The SF-
12 isageneric measure of disability that has a mean of 50 and a standard deviation of 1 0. People
who are disabled score less than 50, people who are very well score more than 50. The SF 12
produces two scores, a mental competency score and a physical competency score, the present data
only refer to theformer. Itisrdiable, vaid and sengtive to change and the longer form (SF36) has
been widely used in Audralia. We congder that it will become the standard health outcome measure
in both menta and physica medicine. The menta hedth score relies on questions about vitdity, socid
functioning, emotiond role and mental hedth.

Training interviewers and analysing data

All interviewers were experienced interviewers employed by the Australian Bureau of Statistics.
Supervisors for each State and Territory were trained to criterion at the WHO Training and
Reference Centre for CIDI in Sydney and then had a subsidiary course on how to train field staff.

Routine data analys's procedures were used but, as a result of the complex sample design and
weighting, specia software was needed to estimate standard errors. The standard errors of
prevalence estimates and proportions were estimated using 'delete- 1 jackknife repeated replicationin
30 design-based subsamples (Kish and Frankel, 1974). These calculations used the substance use
disorder AAN software package (Shah et d., 1997).



Results and discussion

Now read on, it's different to the usual paper - we'd like you to look at the tables as you read, to
seeif you think they mean what we think they mean.

Tablel:  Current diagnoses- population prevalence, disability and consequent population
disability attributed to each disorder group

Prevalence and relative disability

Population Mean SF- 12 Population
prevaence deviation disability units
Diagnosis 000 (%) X ‘000
Affective 518 (3.8) 1.7 881
Anxiety 739 (5.5) 11 813
Substance dependence 297 (2.2) 0.6 178
Per sonality 709 (5.3) 0.8 566
Psychosis* 56 (0.4) 1.0 56
Somatoform 164 (1.2) 15 245
Sum of the above 2483 (18.4) - 2739
Any mentd disorder 1 660 (12.3) 0.8 1494

T People who met criteria for abuse without dependence are not included in thisanalyss.
*if aweighting of severe disability for psychosisis used, the population disability units are
3.0x 56 = 168 000.

Table 1 commentary
Condder the table column-by- column:

Thefirgt column is about the frequency of the diagnostic groups in the population. Anxiety disorders
are the most common menta disorders and in any month, 739 000 Australian adults are affected.
People could have more than one anxiety disorder, say Post Traumatic Stress Disorder (PTSD) and
Obsessve Compulsive Disorder (OCD), but in this table they would till be counted as having just one
anxiety disorder. The frequency of persondity disorders has never before been estimated in any
population survey and while the prevaence (5.3%) is close to what was expected, more work is
required to know exactly who was being identified. The diagnoses of affective, substance use and
somatoform disorders are standard, are as expected, and the rates are likely to be correct. Psychosis
was the rarest disorder, 14 times less common than anxiety disorders. Psychoss was identified by
five screening questions and while the rate (0.4%) is certainly correct and about 56 000 Australians do
currently suffer from a psychods, we are not sure that the people identified are the same as those
identified in the recent low prevaence survey (Jablensky et d., 2000).



The second column isabout disability. The resultsin column two are the sandardised disability
score; 0-1 mild disghility, 1-2 moderate disability, and 2 or more severe disability. Remember, these
are group means, and individua scores are distributed above and below the mean value. Inthis
column the affective disorders generate the highest scores and the substance use disorders the lowest.
We have evidence that such sdlf-report measures do not accurately represent the true disability
associated with psychosis and have arbitrarily assgned an average score of three (severe disability) to
most cases of psychosis. The sgnificance of this decison will become apparent in later tables.

Thethird column is about the totd disability in the Audiralian population attributed to people with the

various disorders. When the number of casesis multiplied by the average levd of disability of those
cases, the affective and anxiety disorders are principa causes of disability in the community and,

psychosis aside, substance use and somatoforrn disordersthe least. But even if one substitutes avaue

of threefor al personswith psychoss, it still generates lesstotd disability that any other group of
disorders, smply becauseitisarare disorder. Thelowest individud disability scorein the nationd
mental hedlth survey was 4.2, thus an average score of three for awhole psychoss group is very low

indeed.

Thebottom row showsthat 1.7 million (1 660 000) people in Australia meet criteriafor any current
mental disorder, their average SF-12 score is 0.8 and the product of these scoresis 1.5 million
disgbility units. In the sub-totd line above, we show the total number of diagnoses as 2.5 million (50
per cent greeter), as though haf the people had symptoms that meet criteriafor two diagnos's groups.
Actually some people meet criteriafor three or four diagnoses and rather fewer have two diagnoses,
but the idea.should be clear. In the right hand column the population disability units are 2 739 000,
twice as high as in the bottom or 'any menta disorder' row, demonstrating that people with comorbid
disorders are more likely to have higher disability scores, higher even than the concurrence of two

diagnoses would suggest.
Table 2a: Prevalence and disability of concurrent one-month diagnoses
Diagnosis Concurrent diagnoses
Affective Anxiety Substance Personality Psychosis Somatoform Tota
dependence
Affective 183 245 64 185 20 74
x S~12 14 18 19 18 19 22 518
deviation
Anxiety 324 77 241 15 89
X S~12 0.6 15 15 19 18 739
deviation
Substance 165 72 T 18
dependence
X S~12 0.1 12 t 21 297
deviation
Personality 378 16 57
x SF~12 03 18 20 708
deviation
Psychosis 23 T
X S~12 3.0 T 56
deviation
Somatoform 47




XS-12 0.8 164
deviation
+=10000
Table 2b: Population disability units of concurrent one-month diagnoses
Diagnosis Concurrent diagnoses
Affective Anxiety Substance Persondity | Psychoss | Somatoform | Total
dependence
‘000 ‘000 ‘000 ‘000 ‘000 ‘000 ‘000
Affective 256 441 122 333 38 163 881
Anxiety 194 116 362 29 160 813
Substance 17 86 t 38 178
dependence
Persondity 113 29 114 566
Psychosis 69 T 168
Somatoform 38 245
+<10000

Tables 2a and 2b commentary

These are exactly the same people asin Table 1, now arranged according to their concurrent
diagnoses. In the top row 183 000 Australians met criteriafor an affective disorder only and their
mean disability score was 1.4; 245 000 Austrdians met criteriafor concurrent anxiety and affective
disorders and their mean disability score was 1.8; and so on.

Onthediagond, in bold, are the disability scores for people who met criteriafor only one current
diagnoss. Thetop two disability vaues were psychos's (remember we rescored dl of them as
severdy disabled) and affective disorders. The least disabling Single disorders were substance
dependence and persondlity disorders, respondents with substance dependence and no other disorder
returning an average score of 0. 1 standard deviation on the SF- 1 2. Thus while some might have
regarded themselves as very well and others as disabled, it was the average of thec

group that was close to zero, not thet al individuas with substance use disorders as their only menta
disorder scored closeto zero.

The cumulative disability associated with each sngle and double disorder is shown in Table 2b in the
same population disability units as used in Table 1, in fact the totdl disability scores by diagnosis are
exactly the same asin the right hand column in Table 1. The largest contributor to disability at the

population leve is the combination of anxiety and affective disorders. The least significart is substance



dependence aone (we would advise ignoring cdlls with less than 10 000 people smply because the
numbersin the survey on which they were based are too smdl to be reliable). Whileit iseasy to
identify the highest and the lowest single diagnoses, and the highest and lowest combinations of
diagnoses that contribute to psychiatric disability, it is very difficult to form ajudgment about the

totality of the datain Table 2b, important asit is.

Table 3a: Prevalence and disability associated with only or main problem diagnoses

Diagnosis as only or main problem

Other diagnodis as main problem

Diagnosis Only Main
Affective Anxiety | Substance Personality | Psychosis | Somatofc
Dependence
‘000 ‘000 ‘000 ‘000 ‘000 ‘000 ‘000 ‘000
Affective | 183 192 107 t t 13 t
x SF-12 14 1.9 1.9 t t 2.2 t
deviation
Anxiety 324 324 80 -- t 20 t t
x SF-12 0.6 1.2 2.1 -- t 16 t t
deviation
Substance | 165 53 23 35 t T T
dependenc
e
X SF 12 0.1 0.4 2.0 15 t t t
deviation
Personality | 378 99 62 111 13 T T
X SF-12 0.3 0.9 1.8 15 0.7 t t
deviation
Psychosis | 23 20 T t t t T
X SF-12 3.0 3.0 t t t t t
deviation
Somatofor | 47 32 29 34 T T T
m
X SF-12 0.8 1.0 2.4 1.7 t t T
deviation

1< 10000



Table 3b: Population disability units associated with only or main problem diagnoses

PDU'S: Diagnosis as only or main problem Relative burden

Diagnosis Only Main Total %Total PDUs
‘000 ‘000 ‘000 %Total PDUs

Affective 256 365 621 3

Anxiety 14 389 583 35

Substance dependence | 17 21 38 2

Personality 113 89 202 12

Psychosis 69 60 129 8

Somatoform 38 32 70 4

Tota 687 956 1643 100

Tables 3a and 3b commentary

The prevadence and mean disability scores for people with only one current diagnosis are displayed in
the first column of Table 3aand the population disability unitsin the first column of Table 3b. They are
exactly the same numbers that were on the diagondsin Tables 2a and 2b.

In the survey, once dl diagnoses had been established, each person who was likely to meet criteriafor
more than one of the listed diagnoses was asked, 'you mentioned having problems like (listing their
groups of symptoms). Which troubled you the most? Their response to this question was recorded as
the main problem for those with concurrent disorders, and the numbers, mean disability and total
disability units are displayed in column two of Tables 3aand 3b.

When people have two or more disorders, what proportion chose a particular group as their main
disorder? At someleve this gives an indication of what they might seek treatment for, or the disorder
they would mogt like to be without, not necessarily what might disable them the most. Seventy-seven
per cent of people with a concurrent anxiety said it was their main complaint; 61 per cent of people
with psychosis and 54 per cent of people with affective disorders said likewise. These three disorders
were of greatest importance to the sufferer, and anxiety disorders, above al other concurrent
disorders, seemed to trouble people the most. Forty per cent of people with a concurrent substance
use dependence chose it astheir main complaint, 28 per cent of people with a persondity disorder
and 27 per cent of people with a concurrent somatoform disorder did likewise. That is, in thesethree
groups of disorders, other comorbid disorders were judged to be more troubling, mostly these were
the comorbid disorders listed in Table 2a but sometimes people identified a concurrent physical
disorder astheir main complaint.

In Table 3b we list the population disability unitsfor sngle or only disorders, for the identified main
disorder when there were two or more present and the tota for the two classes. Nobody is counted
twice, the tota gives the sum of population disability units attributable to each group of disorders. The
total 1 643 000 population disability units, is greater than the sum of the averagesin Table 1, because
now we include only the disorders the respondents see as primary, presumably most severe, but it is
less than the subtotd in Table 1 because there is no double counting of disability. The affective and
anxiety disorders are the largest, accounting for 38 per cent and 35 per cent of the population total of
disahility respectively, or 73 per centindl. The remaning 27 per cent is divided among the other



three classes: persondity disorders 12 per cent, psychos's (even with the higher loading) 8 per cent,
somatoform disorders 4 per cent and substance use disorders 2 per cent. These results are not
dissmilar to the years lived with disability proportionsin the Australian burden of disease study.

Conclusion

Audtralia spends 5 per cent of its total health budget (public and private practice, specidist and genera
practitioner, in-patient and outpatient, veterans affairs and the pharmaceutical benefits scheme) on
menta hedlth. Thisis haf the amount of money per capita that Canada and the United Kingdom spend,
less even than New Zealand. About half this money is spent on Psychosis and substance dependence
treatment, disorders that do not account for a great deal of the total patient suffering or disablement.

If we were to respond to suffering or to the public health approach of relieving the burden of disease we
would prioritise both the anxiety and the affective dsorders. The preferential funding Of Psychosis and
substance use exists because, in a democracy, funds are alocated partly in response to voter demand.
Families of young people who develop psychosis or substance dependence are affronted by the change
in their loved one. Other families are afraid their children might devel op these disorders. Together, they
form a potent advocacy group. But the wider society is also sensitive to these concerns. Fear of the
crazed psychotic or drug addict is an important societal concern, and protection from this perceived fear
is seen as | egitimate expenditure of taxes.

This meeting is a cooperative endeavour between the Mental Health and Specia Programs Branch
and the Nationa Drug Strategy. In theinitid planning meetings it was clear that concerns were
centred on comorbidity between psychosis and substance dependence. We have presented data that
the main burden of concurrent disordersis dsawhere. The World Health Organization has argued
that, as there are insufficient funds to provide hedth care to al, we might prioritise diseases of grestest
burden and diseases in which there are cost-effective treetments. On both grounds the anxiety and
affective disorders rank higher than the other mental disorders. Earlier we noted the human tendency
to respond to emergencies, to prefer flood mitigation over sainity control. 1 ask this meeting to
consder the lost productivity that the many people with depression and anxiety generate and use our
limited funds to restore more people with anxiety and depression to a productive life. It won't be as
dramatic as responding to psychosis or substance dependence but it might avert more suffering and
disability among those who are Sick.
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The clinical significance of mental disorders:

Workshop discussion
Professor Andrews, in his presentation, highlighted the following points:

»  Having adisorder is not uncommon, having two is not much less uncommon.

e Structured surveys of the generd population have been responsible for increasing our knowledge
of theimportance of diagnostic concurrence and comorbidity. Furthermore, they are crucid for
intelligent service planning.

* The National Mental Health Survey interviewed arandom sample of Audtrdian adults and
alowed them to have a say about what troubled them. No one was ignored.

*  Weasasociety need to question our vaues and our decisions. drug use and psychosis are
emotive issues and are often linked to violence, crime and severe disability for theindividud and
their family. Depresson and anxiety, adthough far more prevaent go unnaticed because their
outcomes are generaly non-violent and less obvious, dthough depression and anxiety problems
can be just as disabling for the individua.

*  Theburden to society of mental disorders and substance use disordersis consderable. The
recent WHO Burden of Disease report estimates that mental health and drug and acohol
contribute 20 per cent to the burden of disease in society. Mentd disorders are the third leading
cause of burden in developed countries, after cardiovascular disease and neoplasms. Within the
mentd disorders, anxiety and depression account for 56 per cent of the overal burden and
substance use disorders account for 23 per cent. Importantly, anxiety and depression are
amenableto care.

*  Theother important information highlighted by the Australian Burden of Disease report is that
menta health and drug and acohol contribute 20 per cent to the burden of disease in society yet
only 5 per cent of the health budget, or 0.4 per cent of the gross domestic product is spent on
mental health and drug and dcohol in Audrdia Thisis haf of what Canada, the United Kingdom
and New Zedand spends. There won't be a redigtribution of funds so it is a matter of managing
scarcity.

»  Caman (1994) argues that we have a duty to provide careto dl who areill and then triage the
remainder to specidists according to cost-effectiveness. Bobadilla et d (1994) argues that no
country can meet al needs, therefore we must prioritise according to burden of disease.

*  We (the authors) looked at the frequency of common disordersin the last 30 daysin peoplein
the Audrdian mentd hedth survey. We aso measured disability using the S 12 and multiplied
the number of people affected by disorders by the disability score to give the amount of disability
in the population that was accounted for by each diagnostic group.



Haf of individuas with a disorder had more than one disorder. Depression, anxiety and
persondity disorder accounted for more total disability than did somatoform disorder, substance
dependence or psychosis. Even when we looked at concurrent diagnoses aswell as single
diagnoses the same pattern emerged. But always people with two or more disorders were
counted two or more times.

Three-quarters of the menta disorder-related disability in Australia was related to depression and
awxiety. The mgority of people with two or more disorders rated anxiety, psychosis and
depression astheir mgjor concern.

The mgority of hedth care funding goes into psychosis and substance dependence, in part
because these disorders can cause affront and aarm, the mgority of treatable disability lieswithin
the affective and anxiety disorders which do not cause affront or darm. Perhaps we could better
prioritise trestment.

Following the presentation the following issues were raised by a number of workshop participants:

It was recognised that the facts presented by the epidemiology are sound and thet the artificial
digtinctions between drug and acohol and mental health are indeed artificia and very unhdpful in
delivering care.

There was discussion around building prioritiesin service ddlivery and recognition that there were
not sufficient resources to provide direct treatment to everyone with comorbid disorders. A
number of workshop participants indicated that a public hedlth gpproach, incorporating schools,
menta hedth literacy and sdf-identification and management, was necessary in respect to
addressng comorbidity.
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The impact of comorbidity on consumers

M Cin Mayii

Ms Mayii did not prepare aforma paper for the workshop. Her presentation raised the following
issues:

The perception of consumers by the community is often negative and menta hedlth disorders are
often viewed in terms of disability. MsMayii argued that the community should be encouraged to
see these ilinesses in amore pogtive light. It was suggested that educationa campaigns should be
undertaken to change the stigma and discrimination suffered by consumers.

Ms Mayii urged policy makersto listen to consumers and understand the difficulties they facein
negotiating a complex and unwieldy system. It was further suggested that bureaucrats, consumers
and carers should make policies on services and other issues affecting consumersin equd

partnership.



The impact of comorbidity on carers

Ms M eta Ransome

How do parents find the strength, to preserve our energy and our sanity in a chronic Stuation, in the
effort to keep our children dive and out of gaol when we are struggling againg a system thet turn us
away intimes of criss? We are taking about mgor stress, high maintenance and intensive care for
families

1 have four adult children. One son, who is chronologicaly 25 years old, has schizophrenia and has
abused many drugs from early teenage years, including heroin dependency for three years. He has been
maintained on methadone for the last 18 months and uses marijuana daily. 1 consider this more stable but
gtill high maintenance financialy and emotiondly.

Traumais the onset of psychosis. How do you convince a young person to see a psychiatrist or a.,ree to
apsychiatric ward - impossible. The other option, as advised by a psychiatrist, isto cal for police
assistance to transport him to hospital. Many families have found this experience to be detrimentd. |, at
the time, thought 'good this stressful experience was necessary because now he is safe and receiving
professiond help'- wrong. Within afew days he was back on the street, angry with the family and
distressed. The short-term psychiatric ward didn't have the answer.

Trauma s the crisis point: when he was mentally ill, heroin dependent, suicidal and loose on the streets,
being refused admittance to a psychiatric ward because he was drug dependent and told 'that he had a
choice, and refused at drug rehabilitation centres because of the mental illness. 1 know numerous
families that have been desperate and help was refused. Isit any wonder that our overdose and suicide
rateis so high! 1 have forcibly admitted him to hospital a number of times and question what it is that has
been achieved. In acriss, when we believe they are a high risk, intervention in the form of a mandatory
facility is necessary, but please, we need an improved situation to work with, not one that has been
exacerbated.

Traumais finding a solution when faced with a life-and-death situation. 1 had to gain control of the
heroin, which was spiralling out of control and heading down the crime road unless 1 intervened. My
'harm minimisation’ was to 'do a deal’ with him. 1 paid for the heroin on the condition that 1 kept it and
metered out the doses. Gradually we were able to reduce it. What wouldn't a parent do to save their
child?

Trauma s the ongoing financial support, some leading to severe financia distress, when families incur
the debts to dedlers who threaten their child and to unscrupulous hock shops. Not to mention legal fees!

Trauma is the experience impacting on siblings especialy the younger ones. Many becoming
horrendoudly disturbed. Which one do we sacrifice?

Traumais the Criminal Justice System. Thisisamaor stressor especially prior to a court appearance. 1
find it enormoudly frustrating and distressing when | have worked so hard to help him reach a stable day-
to-day existence only to have ' him psychotic again because of this stressor. We need assistance before
the situation becomes this dire. The prison system need never be an Option with early intervention.



The long-term outcome for this group of young people remains very blesk & thispoint intime. They
don't have aplace in the community. The community has not been prepared for them. Families will
continue to be the ones at the coaface but we need support. Interventions such as proposed by
Professor David Kavanagh in the Dud Diagnosis Consortium 1998 Report, funded by Queendand
Hedth, are urgently needed to give us hope for a better future for our children.



The impact of comorbidity on carers. Workshop discussion

Ms Ransome highlighted the following issuesin her presentation:

The traumaof comorbidity isimmense and affects the whole family unit, yet the hedth sysem
cannot cope with the needs of carers and consumers. Services are often unavailable and the
atitudes of many agendiesis digparaging and humiliaing.

Gresater effort and resources should be placed into early diagnosis and intervention. The point
was made that often the trigger of attempts to access servicesisacriss but, even then,
consumers are often refused access. It was argued that this was often the case in very high-
risk stuations, such as threastened suicide. where there is a great need for a safe point of
shelter and support.

Y oung people with comorbidity often end up in gaol yet prison should not be an option.
Rether, emphasis should be put into early intervention. Early intervention should be available
in dl schools and lead to identification and appropriate management of at risk children.
Without changes, such asincreased early intervention, young people at risk may never reach
their potentid, aterrible lossto the individuas, their carers, communities and society asa
whole.

Aswell as early intervention we need to examine the services available to consumers and
carersin crisgs. These criss points often involve threstened suicide and may require
mandatory facilities. Consumers and carers need to be informed about the services available.

Education was argued to be the main key to changing the attitudes of al those concerned; the
consumer, their carers, service providers and the genera community.

| just want some respect

(Cresting aresponsive service system for people with dua diagnosis and their families - issues

for consumers and carers)

Ms Elizabeth Morgan
This paper was prepared as a background paper to the workshop but was not presented.

It is sometimes hard for service providers and hedth professonas to hear just how difficult the
experiences of people with adua diagnosis and their familiesare. One consumer describes the
experience of being treated 'like just another drunk’ by amenta hedlth professiona as one of the most
devastating sheld encountered. She found support in her friends and through non government (NGO)
providers.



A mother of ayoung man describesin detail her first encounter with a drug and acohol service as one
of extreme frustration and despair. Her son went on to commit suicide only afew weeks after shed
implored both service systems ' to treat her assessment of her son as very depressed and suicidd, as
legitimate and well informed. He was 17, had been recently confirmed as having adud diagnosis of
schizophrenia and drug dependence. He was intelligent, articulate and very distressed. Shewas
dismissed (or at least experienced it as such) as an over- protective mother who couldn't face her son's
illness

It is possibly tempting to dismiss these stories as the unique experiences of only one consumer or only
one family. However it is more difficult to do that when the stories of consumers and of families or of
carers begin to show a pattern of desperation, frustration, and a deep anger at the service system which
is consistent and shared. The anger is often dismissed as 'understandabl €’ in the face of a diagnoss for
your child, which provokes grief and loss. That is not to say that consumers and families don't
sometimes manage to create good relationships with the professonas and provider organisations that
offer support. Many can identify workers or organisations that have been their only source of support
or sanity through extraordinary circumstances and events.

Probably the mogt frustrating experience, which is described by consumers and families or carers, is
the way in which the service system characterises the person with a dual diagnosis as the problem.
Thisis expressed by the use of such labels as 'complex cases, 'multiple problems, multi- problem
clients, 'intractable behaviour' or 'unmotivated' to describe or atribute the difficulties of providing
sarvices to people with adud diagnoss and support to their families. Alternatively families are often
characterised as 'over protective, 'unable to come to terms with their loss or occasionaly as
‘contralling'.

Consumer and carer advocates dispute these characterisations and argue instead that the
diagnossreds at least partidly with afragmented and unresponsive service system; a problem of the
system and not the diagnostic assessment of adud diagnoss.

Consumers and carers are very articulate about how they diagnose system falure asamgor
contributing factor to meeting the needs of people with adud diagnoss. They beieve that the
symptoms of system failure are very obvious and can be detected by careful observation and an
honest gppraisal of the hedth of the systems.

The symptoms they believe need to be addressed are asfollows:

»  The current administrative separation of service systems especialy with respect to drug and
acohol, menta hedlth and other disability services.

* Thisarbitrary separation is grounded in different cultural and professional approachesto
particular diagnogtic assessments. If you have amentd illness but present firgt at a drug and
acohol service the service orientation will be driven by a primary focus on your drug or acohol
dependence. Y our menta illness will probably be seen as secondary and viceaversa. If you
happen to have a physica disability or an acquired brain injury the possibility that the drug and
acohol professond understands the full implications of thet will be very dim.



Many consumers perceive worker attitudes to people with adua diagnoss, especialy drug
and/or dcohal abuse and serious menta illness, as disrespectful and dismissve. Worker attitudes
to families are aso often experienced as dismissve or doof.

The sarvice systems ded with families ingppropriatdy. Very few have any real sense of the
redity of the lives of families and carers who are usudly the people left to pick up the pieces
after a sarvice has released someone from hospital and not told their family, or refused to see
someone when they present in an intoxicated or drugged state, or Smply spent a couple of hours
with that person and 'sent them on their way'.

Families spend large amounts of time with very ill consumers and will often have a huge amount of
knowledge about the patterns of daily life and the chalenges facing consumers. The fallure of the
various service sysemsto actively engage with familiesin supporting and sometimes confronting
consumersis a serious challenge.

The specidigt training of professonas working in different services does not equip them to dedl
with someone experiencing menta illness, drug and/or acohol dependence, or other forms of
illness or disabilities. Consumer and carer advocates argue that workers in the various service
systems should be undertaking joint training and peer education activities which address
diagnostic and assessment techniques. attitudes. shared case management and treatment
approaches.

Ealy intervention is critical and the service system is not seen as doing thiswell, a present. The
reasons are many and at least some of the challenge for providers relates to heavy casdoads.
However some of the challenge aso rests in early assessment and more gppropriate and shared
interventions by the service sysems. Thisincludes improved coordination of medica and
psychiatric interventions with socid and community support.

The answers for consumers and families rest in a commitment of the various service systemsto
acknowledge their own state of poor hedlth and to engage with consumers and families or carersto

find other ways of working. Both consumers themsalves and families or carers know only too well the

chalenges which services and professonds face in providing adequate and appropriate support and
treatment. Some consumers and families are perplexed by a system that aims to encourage some
sense of respongbility in consumers but fails to do so inits own backyard.

One consumer concluded by saying 'l know I'm not dways easy to work with but 1 just want to be
treated with some respect’. Respecting the knowledge someone has gained about their own illness
and needs requires the professionas to relinquish their own belief that they are the 'experts. A
respectful system will hear the consistent messages coming from consumers and carers and find ways
of finding shared answers.



The impact of comorbidity on services

Professor lan Webster

professor Webster did not prepare aforma paper for the workshop, however, the following issues
wereraised in his presentation:

*  Current methods of diagnosing illnesses favor identifying acute illnesses, therefore these current
methods do not fit well for chronic and comorbid illnesses. Individuals who have more than one
illness have common contact with the system but their problems and difficulties become
meagnified, rather than dleviated.

*  Therearedifferent philosophies, which guide the provison of servicesin menta hedth and drug
and dcohol. In menta health people are treated as sick and assartively followed up. In drug and
acohol only people who are motivated and want to change can access services. These
differences compound the problems faced by consumers within the hedth syssem. The linking of
mental health and drug and acohol would improve this current Situation and provide the capacity
to develop expertise on comorbidity within the system.

»  With increasing comorbidity comes increased homelessness and socid disadvantage. The
services available to people with these problems should therefore reflect their needs and seek to
redressthis disadvantage. Early intervention should be in place to manage those individuals
whose disorders present early in life.

Those who are most disabled use most of the services - it has been shown that 1 1 per cent of people
use 25 per cent of hospital resources. A better use of resources would be to assist these peoplein the
community with continued care. Thereisaneed to plan for future longterm care and give essy re-
entry to the system, based on the assumption that long-term engagement leads to better outcomes.
Services, therefore, require long-term funding. Perhaps long-term care could involve generd
practitioners usng shared care plans with nurses, prisons, schools etc - and help kegp communication
systems open between these professionals.

High staff turnover should be addressed - consumers get used to dealing with a particular hedlth
professona but then these professonds often leave the service. A mentd hedth helpline for frontline
professionals would provide vita support and help to address this problem.



The impact of comorbidity on general
practice

Dr Rod MacQueen

The following two cases illugtrate a number of issues relevant to comorbidity in generd medica
practice. The firgt involves common conditions leading to consderable morbidity in the community
and seen commonly in generd practice (see Australian Bureau of Statistics, 1998 data). Both cases
are red though names and minor details have been changed for reasons of confidentidity. Discusson
points are listed after each case.

Case 1:'Bill'

Bill, a42 year old man, said his girlfriend had told him he 'needed some help’. He said his problem had
cost him hisfirst wife and family and several jobs, as well as causing much suffering and heartache over
the years. The following story emerged.

When he was 16, Bill had been sitting on the lounge with his father watching TV when his father had
suddenly clutched his chest, groaned and fallen over, dead. After afew weeks, Bill began to experience
chest pain associated with feelings of unreality and of impending doom. He visited many hospitals and
genera practitioners around Sydney and remembers being given the message that either 'nothing is
wrong' or that it isjust anxiety'. It is possible that his anxiety problems were addressed but he certainly
did not recall that ever having happened. Instead tests were administered and he was sent home.
Occasionally he was admitted overnight but never more.

At the age of 20, Bill discovered that acohol made these feelings go away. By that stage he regularly
experienced shortness of breath, light headedness and a fedling of impending doom, particularly when
facing stressful situations. With acohol on board he felt 'quite norma’. Over the next 10 years he noted
he needed more a cohol to produce the same sense of relaxation and he began to experience problems
deeping, wakening with a panicky sensation and with marked anxiety al day unless he had afew 'heart
starters. Thisled to disharmony in his marriage and he and his wife split. After afew periods of
detoxification he discovered that Valium worked as well as the acohol but with fewer side effects.
Over the next few years he used Vaium whenever possible but continued with acohol on specia
occasions or when he could not obtain tablets.

Bill noted that whenever he stopped drinking or taking pills his symptoms worsened, and even after
prolonged periods of abstinence he felt worse with increasing anxiety, shortness of bresth and difficulty
getting on with everyday activities. He had finaly come to his current consultation, in a community
psychosocial unit, because he heard we dealt with both acohol and mental health problems and he knew
it wasn't just the grog'.



Thefollowing points are raised:

Does Bill have a serious hedlth problem? Could it have been managed as well as a heart attack
or pneumonia would have been? Twenty-Sx years on, are we more or less likdy to manage this
problem wel|?
Bill had access to hedth care fadilities but his qudity of life declined. Why is this? Does the
hedth care sector manage only physical hedth? Is mental hedth only dl those things left over
when 'red’ physicd hedth problems are excluded?
As we develop more diagnostic devices are we more or less likely to take serioudy issues such
as anxiety and alcohol problems?
With the average length of stay in ateaching hospita now 3.5 days with the focus on Sngle issue
management, isthisthe best training environment for future generd practitioners who will see
increesing comorbidity?

If agenerd practitioner or hospitd doctor had made the correct diagnoss, could Bill then have
been treated as professionally and routingly as if he had a heart attack or pneumonia? Hasthis
likelihood increased or decreased over the years?

The sacond case concerns aless common mental health problem but one seen with incressing
frequency in generd practice with the downszing of mentd hedth hospitds and the use of more
effective anti- psychaotic medication.

Case 2:John'

John, a 20-year-old student, was brought in by his mother and sster. He had been acting strangdly
and they fdt he had been smoking too much cannabis. John was degping much of the day, waking up
singing or talking to unseen people, neglecting showering and changing his clothes and forgetting to edt.
He had become restless a night and wandered aimlesdy around the neighbourhood. His university
grades had fallen progressively over two years. He had visited afew generd practitioners and
hospita's but was reluctant to discuss both his cannabis use and his menta distress.

He worried that he was mad and that it might relate to cannabis use, though he kept smoking. John
was physically reasonably well but mental examination revesled many psychotic festures. He said
cannabis helped him deep dthough it did not do much for the voices that often tormented him,
particularly at night. He received in-patient trestment with a diagnoss of schizophrenia, and remains
remarkably improved on anew anti-psychotic today, till smoking but less often. There was much
debate over the role of cannabis and future managemen.

The following points are raised:

What should we be telling people about the relationship between cannabis and menta headth? Do
scare tactics achieve anything?

John felt guilty about smoking, worried about the cost and possible effects. Later he



preferred to see himself as a dope smoker rather than as 'mad' and talked about cannabis whenever he
saw any hedlth professonas. |Isthe continued illegdity of this drug and the consequent misinformation,
anxiety and high price likely to help people like John or his advisers?

Lack of good information about cannabis causes people to be scared. 1t does not stop them
smoking and our incidence isrisng (Audrdian Inditute of Hedth and Wefare. (1999)). If

it stops people honestly discussing drug use with doctors, family and friends, how does this
help?

Should John have been admitted for in-patient diagnosis and management earlier? Would the prevention
of his psychosocid disintegration have been possible?

Is cannabis use likely to worsen John's outcome? Has John become dependent and if so does that
create problems? Does the cost of the drug have an impact? What is the risk of entering the crimina
justice system rather than being managed through the hedlth care

system and is this likely to be helpful ? Is this likely to be the best use of the taxpayer's dollar?

Isit appropriate to demand that John remain drug free? Does that include no acohol, no

coffee and no cigarettes? Or just no cannabis? If he uses cannabis is he then disqualified from
professiona health care?

Addressing future considerations

What needsto start happening?

Clearly, menta hedlth and acohol and drug problems need to be taught and managed through the
same systems and services asthe rest of hedlth care. They are no more an optiond extrathan is
diabetes or asthma management.

What needsto stop happening?

Fragmentation of care and funding into discrete bits and management of "hedlth’ as a consumer
product, with genera practitioners as 'hedlth supermarket’ operators, will not help in thisfield: five
minute consultations will not help. The fascination with technica interventions (eg 'l woke up, cured of
heroin’) and the down-playing of experience and interpersona skills must be redressed.

In the year 2005 wher e should we be?

Simply, in agtuatiion where the knowledge, attitudes, skills and systems alow these common
problems to be dedlt with as professionally and easily as are diabetes or asthma. Thisisnot as
easy as it sounds.



What arethreecritical barrierswhich need to be overcometo get there.?

The lack of under- and post-graduate training in acohol and drug matters, and the lack of role
models, mentors and a career path for those who are involved.

The lack of accountability for poor services in both fields, particularly acohol and drugs. Those
with comorbid problems are not diens, they are us (MacQueen, 2000).

The lack of maturity and compassion which alows the marginalisation of our own citizens as diens
and demons and inures us to their suffering is possibly understandable in the community but
unacceptable amongst those working in health care.
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The impact of comorbidity on general practice:
Workshop discussion

Dr MacQueen raised the following additiona issues in his presentation:

Generd practitioners see most individuas with menta hedth and acohol and drug problems.
Thisis because they are easlly ble professonas who are expected to manage a range of
issues and the logicaly gppropriate professonals to detect and manage individuas with this type
of comorbidity.

There should be no problems with identifying and managing individuals with this comorbidity but genera
practitioners are not doing it. Why? Because a every level mental health and drug and alcohol is
treated differently to the management of physica disorders.

There are arange of problems associated with addressing this type of comorbidity in general practice;
little training in relevant mental health problems; no training in dcohol and drugs. Thereis, however,
‘routine training' in physical specidties, such as cardiology and neurology. There are no role models or
mentors, no career paths or specialist support for general, practitioners who manage people with this
type of comorbidity.



Even when genera practitioners are keen to address these problems, lack of time and money are
barriers. Most consultations are short and society looks for a quick fix. Thereis no training and support
or relevant tools and techniques to use in detecting and managing people with these problems.

Finaly, comorbidity can be managed in general practice. It is often easy, these are common problems
for which management exists and outcomes are often very good, even in psychosis and illicit drug use.
Thereis, however, amajor block of work to be done to address the barriers general practitioners facein
providing appropriate services to these people.

Both drug and acohol and mental health professionds provide excellent services and it is now time to
market these services to genera practitioners in order to address the discrimination individuals with these
problems face.



Potential for innovative prevention
strategies

(The comorbidity of substance use and emotiond disorders)

Professor Mark R Dadds

Executive summary

Having emotiona problems (that is, anxiety and depression) is associated with at leest a threefold
increase in lifetime incidence of substance use disorder.

In most cases, the risk increases because substance use becomes a method of 'salf-medication’ to
dleviate the anxious-depressive symptoms.

The criticd period for developing emotiond and substance use disorder problemsis from late
childhood through adolescence.

Longitudind studies show two clear pathways.

. anxiety problemsin late childhood lead to depression in adolescence, and both then contribute
to early onset and persistence of substance use disorders; and

. conduct problems in childhood and adolescence predict early onset substance use disorders
and the presence of comorbid anxiety and depression facilitates thisrisk.

Thus, thereisenormous potentia for population reductionsin substance use disorders by

targeting thelir comorbidity with emotiond and behavioura disorders.

Recent large-scale trids in Audtraia and the United States have shown that brief school-based ills
training programs can reduce the incidence of emotiona and behavioura problems in preadol escent
and adolescent populations. These programs are designed to increase socia competence and
improve skills for managing psychologica hedth. Importantly, many of the same skills have been
shown to be effective in tregting substance use disorders.

No study has as yet assessed whether these early intervention programs for emotiona problems do
actualy reduce the incidence of substance use disorders through adolescence, however, it seems
highly likely they would.

Thus, apriority for research should be alarge-scde randomised controlled trid of the effects of early
intervention for anxiety and depression on development of substance use disorders through
adolescence.



| ntroduction: Aims and definitions

The am of this paper isto atempt to answer the following question: Can prevention and early
interventions for emotiond problemsin young people hold promise for reducing the incidence of
substance use disorders in our community?

Substance use disor der swill be used to refer to both acohol and drug abuse, unless the point under
discussion refers to one or the other specifically.

Internalising disor der swill be used to refer to the cluster of emotional disorders characterised by
negative affectivity and including the depressive disorders of major depressive episode and dysphemia,
and the anxiety disorders of generdised anxiety disorder, panic and agoraphobia, socia and smple
phobias, obsessive compulsive disorder and post-traumatic stress disorder.

The depressive and anxiety disorders show high rates of comorbidity within and between each other,
leading many researchers and clinicians to consider them as a genera class (eg negative affectivity,
neuroticism or internalising disorders). Much of the research reviewed has used samples with sub-
clinica problems rather than diagnosed disorders. Given this and the inherent arbitrariness of the cut-off
between problem and disorder, the term 'disorder’ will be used loosely

to refer to abroad range of identified problems (including explicitly diagnosed disorders) unless otherwise
Specified.

The comorbidity of substance use and internalising
disorders

Datafrom clinica samples point to a high overlap between substance use disorder and internaising
disorders, independent of whether the referred problem is substance use disorder (Reiger et al., 1990)
or internaising disorders (Bibb and Chambless, 1986). However, the frequency and nature of this
comorbidity can be highly variable in substance use disorder groups, ranging from acute internaising
disorders at referral that appear secondary to the substance use disorder and quickly remit in
treatment, leaving the 'pure’ substance use disorder problem to run its course, to longstanding
interndising disorders that may underlie the substance use disorder problems.

Contamination by referra issues thus makes dlinical sudies unsuitable for obtaining community
estimates of the comorbidity between substance use disorder and interndising disorders and
researchers must turn to epidemiologica studies. Two of the most up-to-date and comprehensive of
these are the Epidemiologica Catchment Areasurvey (Re-er et d., 1990) and the National
Comorbidity Survey in the United States (Kesder et d., 1994). These were consistent in showing thet
the lifetime comorbidity odds-ratio of having both an interndising disorder and a substance use
disorder ranged from approximately 2.5 to 3.5. Thus, one has approximately three times the chance of
suffering a substance use disorder if one has an internalising disorder, and vice versa, compared to a



disorder-free person. These odds-ratios are means collapsed across specific internalisng disorders
and substance use disorders. They would be considerably higher if calculated according to the
presence of any type of interndising disorder, and may be higher for socid phobia and panic or
depression in particular. There thus exigts, depending on the nature of the causal links between them,
an opportunity for joint preventative efforts.

Alternative causal models of the comorbidity of
substance use disorder and internalising disorders

Kesder and Price (1 993) propose four causal links between comorbid disorders, each of which has
implications for the design of joint preventetive efforts. They are:

. One type of disorder may lead directly to another. Thus, the abuse of certain drugs (cocaine,
psychostimulants) can directly produce panic symptoms. For the purposes of this

paper, it is difficult to concelve of internaising disorders directly causing substance use
disorders.

»  Comorbidity can occur due to indirect effects of one disorder on another. Thus, socid fears may
lead directly to the use of drugs as a self-medication strategy. While evidence in thisregard is
limited to descriptive dinica sudies, it is highly likely thet this direct path is characterigtic of a
substantia proportion of substance use disorder sufferers. However, the, reverse has been
noted, whereby substance use disorder exacerbates anxiety and depression. at least in the short
term.

one disorder may be associated with contexts that potentiate the likelihood of another. Thus,
conduct disorder may lead to exposure to deviant peer groups that increase risk for substance
use disorder Depression may lead to an erosion of socia networks that potentiates isolation and
thus solitary drug taking.

e Comorbid conditions may share common causes. Recent research has demongtrated that
generdised anxiety and depresson share agenetic vulnerability.

Clearly, Kesder and Prices modd reflects a putative structure that is unlikely to be so digtinctivein
redlity. Thus, two comorbid disorders may share some common causa variables, aswdl as having
indirect effects on each other, and influencing contexts that serve to exacerbate or diminish the other
disorder. Further, their model has very different implications a clinica versus population or
epidemiologicd levels. Patterns of inter-causdity will differ from person to person, and dinicians have
long been in the habit of sorting out the causal sequences of anxiety, depression, and substance abuse
as atrestment guide to working with the individud client. At the population level, and thus with regard
to preventative interventions aimed at large populations, any one causa pathway will explain only part
of the variance in comorbidity. However, this may be enough to judtify itsinfluence on the design of
large-scde community interventions.



Few studies have been reported that were specificaly designed to look at devel opmentd causa
sequences linking interndising disorders and substance use disorders. However, of those reported,
the results have been decidedly consistent. Catalano and colleagues, (1996) showed that a 'socia
development' modd that emphasises socid competence through late childhood and adolescence was
the best predictor of substance use disorder in the late teen years. Datafrom New Zealand show that
for males, depressve symptoms at age 1 1 are predictive of multiple drug use at age 15, even after
contralling for concurrent conduct problems (Henry et d., 1993). For females, no relaionship
between early symptomatology and later substance use was found, however, 'self-medication’ in
femaes at age 15 was associated with concurrent conduct problems and depressive symptoms.

Recent andyses of data from the Pittsburgh Y outh Study looked at predictors of persistent substance
use in adolescence. Results showed that delinquency was the best predictor of persistent substance
use, however, the combination of delinquency and internalising disorders characterised many of the
persistent substance use problems (Loeber et d., 1999). Similarly, Riggs and colleagues (1999)
showed that a combination of depressve symptoms and attention deficit problems contributed to the
Severity of nicotine dependence in adolescence. Overdl, these studies indicate that both internalising
and externalising problems in preadolescence are important predictors of later substance use
disorders.

Much indirect evidence aso bears on thisissue. Firg, gpart from transent internalising disorders
directly resulting from the use of specific substances, interndising disorders tend to precede substance
use disorders developmentaly. Second, in terms of comorbidity within interndising disorders, severa
studies have shown that anxiety problemstypically precede and are risk factors for depressive
disorders, however, the reverse has not been found (Angst, Voolrath, Merikangas, & Herst, 1990;
Coleet d., 1998; Hagnell & Grasbeck, 1990). Third, anxiety disorders and their early Sgns can be
identified in childhood and many emerge as clear disordersin late childhood and early adolescence.
Depression is rdatively rare before middle adolescence and sharesitsinitia onset period with
substance use disorder, that is, in the teen years.

Thus, it islikely that a history of anxiety disorders, depression, and then substance use disorder
represents one pathway to substance use disorder that characterises many substance use disorder
aufferers. Thus, early intervention for interndising disorders, in particular, the early Sgns of anxiety
problems may hold potentid for reducing substance use disordersin the community.

This stands in contrast to the pathway to substance use disorders coming through conduct and
attention deficit problems, high sensation seeking, and socid adversity that have been so commonly
recognised intile literature. It islikely that dternative pathways to substance use disorders through
internalising disorders, on the one hand, and externalisng problems on the other, are in fact
interweaving. Recent research has shown that anxiety and depresson may fegture in externdising
problems in young people far more significantly than has been traditionally acknowledged. Messures
of attention deficit, for example, are highly confounded by the presence of anxiety problems (Perrin
and Lagt, 1992), and interndising problems can enhance externdising problems through adolescence
(Loeber et d., 1994). The longitudina studies, reported above, that smultaneoudy considered early
internaising disorders and externalisng problems as predictors of later substance use disorders show
that they interact and magnify each other's influence on later substance use.



Prevalence of anxiety and related depressive disorders
in young people

This section aims to demongrate how a developmental model of internalising disorders can be used to
inform preventative and early intervention strategies. Following this, empirical evidence for
preventative effects will be reviewed within the structure provided by the developmental modd.

Despite the dinica sdience of childhood externalising problems, epidemiologica sudies using child
reportsindicate that anxiety disorders are the most common behavioura/emotiona disorder through
childhood and adolescence (Bernstein and Borchardt, 1991; Kashani and Orvaschel, 1990). In
Austraia, a school- based recruitment study showed that anxiety problems exceeded externalisng
problemsin 7-14 year olds using ether sdf-report or teacher nomination measures (Dadds, Spence,
Holland, Barrett and Laurens, 1997). The moda onset of most anxiety disordersisin middle
childhood to adolescence (panic and agoraphobic states generdly begin later), however, research has
confirmed that early temperamental characteristics can be identified in infancy that are predictive of
later anxiety problems (see below). Although many children gppear to 'grow out of' their anxiety
problems, others maintain some anxiety diagnoss into adolescence or adulthood. Anxiety problems
are more common in females, irrespective of age. Generdly, the prevaence of anxiety disordersis
gmilar in children, adolescents and adults, athough their presentation may change with age (Cogtdlo
and Angold, 1995).

Prospective studies of DSM~IV which defined anxiety or depressive disorders in adolescents noted
that most adult disorders were preceded by adolescent disorders (Fine et a., 1998). Typicaly the
evidence converges to show that anxious children are of higher risk for other affective disorders,
especidly depression (Beidd and Turner, 1997; Coleet d., 1998). Interestingly, the reverse of
childhood depression leading to later anxiety was not found. These research findings indicate that
early childhood through to adolescence is perhaps the most promising time for targeting prevention
programs for anxiety problems and internalising disorders in generd.

Risk and protective factorsfor internalisng problems

A summary of the risk and protective factors for anxiety during early childhood, middle childhood, and
adolescence are outlined in Table 1, together with a broad comment on the sirength of evidencein
support of the causa sgnificance of each.

The most sdient factors emerging in the literature are temperamenta predispositions to be shy and
fearful of novel people, abjects, or situations (behaviour inhibition or reticence), the existence of parental
anxiety or depressive problems, and exposure to traumatic environmental events. Secure attachment, an
easy temperament, and socia skills stand out as ongoing protective mechanisms. From a public health
perspective, many factors converge to influence the trgjectory of anxiety disorders.



Table 1. Developmentad risk for anxiety disorders and associated retention

Risk factor Protective factor Developmenta Evidence
occurrence

Temperamentd Temperamenta Infancy onwards Strong. Longitudina
dispostions dispostions sudies

behaviourd Copes with novelty

inhibition Sociability

shyness and

reticence

disgust sengtivity
Parenta Parentd hedlth Non-specific Strong. Longitudind
psychopathol ogy sudies
Parenting practices Parenting practices Infancy onwards Moderate: Mostly
d) insecure attachment secure attachment cross sectiona studies.
€) high protectiveness, encouragement of Shown to interact with
restriction and control | independence and temperament in
f)sdective dtentionto | exposure to novelty longitudind studies
threet and moddlling of moddling of
avoidance attention to

positivesand
prosocia coping

Exposure to aversves. | Protection from Childhood onwards Moderate: Mostly
- bullying and peer aversves retrogpective and

regjection prosocial school cross-sectiond sudies

traumatic experiences

experiences absence of trauma

learning problems school success

and schoal failure

Prevention could target any or dl of these variables, leading to multifactorial models of program
development. However, a more parsmonious and ultimately efficacious perspective may highlight
specific mechanisms associated with the onset and maintenance of internalising disorders that switch in
and out at various points in the person's life. Models of prevention need to focus on such windows of

opportunity.




Prevention strategies

Preventative interventions are categorised by ether of two common systems.

Thetraditional model

The traditional model examines prevention from the perspective of onset of disorder (Caplan, 1964)
. Inthismodd, prevention can be implemented at threelevels. Thefirst leve, primary Prevention,
intercedes before the onset of disorder to reduce the likelihood of the person developing
psychopathology. Secondary prevention isimplemented once problems have been identified, but
before these problems become severe. Finaly, tertiary prevention involves treetment of current
disorders with the aim of shortening the duration of the disorder and aso preventing relapse.

A second, and subsequent, model organises prevention initiatives based upon sample catchment
boundaries (Mrazek and Haggerty, 1994). Within this model, a prevention program aimed at reaching a
broad section of the community and applied to dl individuasis consdered a univer sal prevention
program. An example would be a parent program to improve coping skillsin parents and children.
Alternatively an indicated prevention specificdly targets individuals who are at high risk for a disorder,
such as anxiety. A child who is behaviouraly inhibited could be considered "at-risk' for anxiety. And a
selected prevention program targets people who are considered to be high-risk status based upon group
membership, rather than individual characteristics. With respect to anxiety, this could include individuas
who have been exposed to a natural disaster. This review will discuss programs in terms of universal,
indicated and selected prevention as, at present, thisis the most widely used mode.

Universal prevention programs
There are advantages and disadvantages associated with using different types of intervention.

An advantage of universal programsis that no selection procedures are needed and thus stigmatisation
isunlikely to result. However, such programs are likely to be more expensive from both a financia
and a human resource perspective. Importantly, and of ethical concern, without careful and thoughtful
design auniversd program risks the possibility of doing harm to heglthy people.

Shochet and O'Gorman (1995) have argued that a guiding principle of any intervention must be to
quarantine harm. Especidly ininitid trids when outcomes of prevention initiatives remain uncertain, it
isimperative that above al people are not worse off as aresult of participating in the program. For
example, concern is often expressed about possible iatrogenic effects of suicide prevention programs
when gpplied universdly to young people.

Indicated and selected prevention programs

Indicated or selected programs target those individuals most likely to be in need of assistance, thus
optimising the use of financial and human resources. Additionally, indicated or selected programs
increase the probability of identifying and intervening with individuals who otherwise may have gone
unnoticed and progressed to a more severe level of dysfunction. Within some contexts, indicated ad



selected programs are ten-ned 'early intervention' especialy if some level of dysfunction aready exists
within the sample. However, the selection procedures associated with selected and indicated programs
cary the risk of stigmatising or labelling individuals.

Simeonsson (1994) has formulated a number of criteriafor developing preventions, beginning with
clear understanding of risk, protective factors, and characteristics of the targeted population. These
factorsinform the formulation of the prevention program. The design of choice is a randomised-
controlled trid within alongitudind study.

Finally, adequate monitoring of the implementation and evaluation of the outcomes of the
prevention provide a guide for future devel opment.

Windows of opportunity: outcome studies in preventing
anxiety disorders

From a developmenta perspective, there are likely to be optimum times and optimum methods for taking
preventative action, an area that will eventually become clearer as further prevention studies are
evauated longitudinally. At this stage, although prevention has been receiving

increasing exposure in the literature, the number of controlled, longitudinal studies is decidedly small.

Early childhood

in the realm of family and temperament risk factors, infancy and early childhood are ided points of
prevention. One of the obstacles to determining the effectiveness of preventative efforts within this
young age group is the lack of established assessment criteria within this young age group that are
auitable for use a the community level. Additiondly, many of the cognitive-restructuring aspects of
reducing anxiety are beyond the cognitive capacities of children in this age group, and adult modelling
and shaping is the primary avenue of protection. Thus, for infants and preschoolers, the best treatment
approach is working with parents (Bemstein and Borchstadt, 1996). Knowledge of developmental
needs, including differences in temperament, parental support, fostering secure attachment, and
parental acquisition/modelling of coping strategies are broad areas of prevention. These strategies
provide opportunities for parents to learn patterns of interaction that support children's wellbeing, as
well as skills to manage parental stress.

LaFreniere and Capuano (1997) implemented a six-month intensive home-based indicated prevention
program for mothers and preschoolers. This project offered information on child development,
including booklets on development, behaviour, security, the body, and parental needs. Additiona
sessions were provided to address core skillsin parenting, as well as any additional persona or parenta
concerns in order to aleviate stress within the parent-child relationship. Findly, parents were helped to
build asocid support network. At the conclusion of the program, preschoolers teachers had assessed
as anxious and withdrawn showed significant gains in socia competence, but reductions in anxious
withdrawn behaviour only approached sic,nificance. Parenting stress in the intervention group did not
show a significant reduction relative to controls, athough a subjective positive bias was noted in
mothers who participated in the intervention.



A parent-teacher universal prevention program for children aged four to five years, amed at reducing
the incidence of internalising disorders later in childhood, is currently being evauated in Brisbane,
Australia (Roth and Dadds, 1999). The project is alarge-scale community project that seeks to identify
children at risk in this young age group, and determine the short- and longterm effects of a prevention
program through a controlled triad. Entitled, REACH for Resilience, the program aims to teach parents
and teachers strategies and ways of thinking that can increase children’s ability to cope with challenges,
especialy through adult modelling of these strategies and encouragement of children's efforts.

At this stage, the empirical evidence isinconclusive regarding optima prevention of anxiety disordersin
early childhood. Thus, it would be drawing a very long bow to argue, at this stage, that such
interventions could potentially reduce the incidence of substance use disorder in later life. However,
drawing from the literature on resilience (Cowen et d., 1996; 1997; ), the experience of a positive and
continuing relationship with a care giver seemsto be amajor factor influencing resilient versus non-
resilient children (Wemer, 1993). Secondly, children's temperament (easily soothed, low emotionality,
sociable) tends to elicit positive responses from adults as well as children, thereby helping develop socia
competence (Fox & Calkins, 1993). Thirdly, an internal locus of control (having a sense of influence
over life's events) was more evident in resilient children, and can be supported by age-appropriate
problem-solving strategies (Wyman et d., 1993; Shure, 1997). And, fourthly, an optimistic outlook
predicted socioemotional adjustment and a stronger internal locus of control (Wyman, et a., 1993).
necessary to:

develop efficacious and effective programs;

discover the specific factors necessary and sufficient to prevent the onset of anxiety disorder and

build resilience; and

track the effectiveness of these strategies over time.

Middle Childhood

Middle childhood appears to be an especidly advantageous time for anxiety prevention and early
intervention. Developmentdly, thisis the time when most anxiety disorders emerge, and these have
been shown to be predictive of adolescent depression (Cole et d., 1998). As children's cognitive
abilities mature, cognitive restructuring techniques are able to be utilised in helping atrisk children
change the meaning of aversive events and experiences. Thisis especialy important because the
impact of stressful events appears to be largely mediated by that individua's evauation of the event in
relation to their wellbeing. Dadds, Barrett, and Cobham (1997) suggest that intervention with,parentsis
especially important with younger age groups of children, whereas for older children the cognitive work
and exposure may be sufficient. A further advantage for this age group is that self-report measures
arereliable and valid tools of assessment, dthough it is still imperative to seek information from multiple
sources due to possible bias in anxious children to portray themselvesin a sociadly-desirable light.

Using teacher nominations in conjunction with children's self-reports seems most efficacious, as each
method taps different types of anxiety problems, yet structured interviews support the validity of each
method (Dadds et al., 1997).

Only recently have controlled dlinical trials with children diagnosed with anxiety disorders been
reported. The programs included individua cognitive work to reduce threat appraisal, exposure, and
enhancement of parental communication and child-rearing skills. The results areimpressive with
improvement maintained in 60 per cent to 90 per cent overdl in the controlled trids. Although these
Studies were treatment not prevention studies, they are worth consdering in some

Thus, pre



detall due to their important implications for design and implementation of anxiety prevention and early
intervention,

Kendall and his colleagues conducted two controlled treatment studies for children with a primary
anxiety disorder diagnosis (Kendall, 1994; Kenddl et ., 1997) The studies consisting of 16 to 20
cognitive restructuring technique sessions for the children. In the first controlled tria (N = 47) over 60
per cent of the treatment group no longer met criteria for an anxiety disorder, and these gains were
maintained a one-year follow-up. Kendall's second randomised clinica tria (N = 94) replicated his
earlier study with very similar results. Over 50 per cent of children no longer retained their primary
anxiety disorder post treatment (with significant reduction in severity for others), compared to only 6 per
cent (N = 2) in the waitlisted group. Effects were not modified by comorbidity, gender or ethnicity.
Periodic assessments of treatment gains suggested that psychoeducation (eight weeks) a one was not
sufficient treatment, but when followed by active exposure (eight weeks), these two segments together
created significant reductionsin anxiety disorders.

A similar treatment program (12 sessions) which involved parents as well as children was found to be
superior to one which involved only children (Barrett, Dadds and Rapee, 1996). Treatment gainsin the
child and parent treatment group increased from 84 per cent of children no longer meeting criteriafor
anxiety disorder at post treatment, to 95 per cent of children at 12-month follow-up. The child-only
treatment group showed no-diagnosis status increases from 57 per cent at post treatment to 70 per cent
at 12-month follow-up. 1n a subsequent study (Dadds et al, 1999) no differences were observed
between the child treatment or the child + parent treatment if only the child was anxious. However, a
very different outcome resulted when both the child and the parent were anxious. In this condition,
treatment gains were significantly lessin the child treatment than in the child + parent treatment, yet this
difference was reduced to a trend at sixand 12-month follow-ups. This intervention has been shown to
have similar outcomes when presented in group format (Barrett, 1999; Cobham et al., 1999).

A sdlected prevention project targeted children (N.= 1 786) aged seven to fourteen in Brisbane,
Augtrdia (Dadds et d., 1997). Inclusion in the project ranged from children who were exhibiting mild
anxious features, but remained disorder free, to those who were in the less severe range of a

DSM-IV anxiety disorder. An intensive screening process incorporated parent, child and teacher
reports, telephone calls and face-to-face interviews. Children with:

disruptive behaviours (impulsive, aggressive, hyperactive, non-compliant),
. lack of English as afirg language in the home,

. developmentd delay or other problem,
. no anxiety problem according to teacher reports, and

. invaid child reports (ticked 'yes to dl items)

were excluded from the sample. The find sample conssted of 128 children. Any child with severe
symptoms or whose parents requested individua help for their child's anxiety were referred for
individud trestment and no longer included in follow-up assessments.



The intervention was based on an adaptation of Kendall's Coping Cat Workbook, a 10-sesson
program presented in group format for teaching children strategies to cope with anxiety. The sessons
were conducted weekly for one hour at the child's school, in groups of five to twelve children. In
addition, parents periodicaly attended three sessions covering:

child management ills,

modelling and encouraging the drategies children were learning through the Coping Koda

Prevention Program (Barrett et d., 1994), and

how to use Kenddl's FEAR plan to manage their own anxiety.

The monitoring group received no intervention, but were contacted at planned intervas for
follow- up assessments.

Interestingly, at post-intervention no significant differences were found between the monitoring and the
intervention groups. Yet, at sx months follow-up, the intervention group showed a significant reduction
in the onset of disorder (16 per cent onset), relative to the monitored group (54 per cent onset). Most
importantly, the success of their program in reducing the existing rate of anxiety disorder and preventing
the onset of new anxiety disorders was successfully maintained at a two-year follow-up (Dadds et d.,
1999). These results are very promising. Given that over haf the at-risk children in the monitoring
group progressed from mild anxious symptoms into a full-blown anxiety disorder, middle childhood and
early adolescence appear to provide an important ‘window of opportunity’ for prevention initiatives.

The Primary Mental Health Project (Cicchetti et d., 1996) aso targets primary school children who
have been identified as having socid, emotiond, and learning difficulties. The core intervention is
edtablishment of a supportive reationship between the child and atrained paraprofessond. A series
of evauations have supported the effectiveness of the program in reducing interndising disorders.

When conducting an indicated prevention, such as described above, an important ethical caveat
surrounds the potentia to negatively label children who are deemed ‘at-risk,, and thusraise concerniin
parents as well as stigmatising children amongst their school peers. The Queendand project
surmounted this dilemma by describing the intervention as 'a pogtive skill building

experience, and the monitoring group provided ‘an information gathering/leaming exercise for
researchers.

Programsthat build socid skillsin primary school children without necessarily focussing on
internaising disorders have aso been shown to reduce internaising disorder symptomsin a
range of sudies usng universd, dedf, and behaviouraly a-risk students (eg the PATHS program:
Greenberg et d., in press).

Thus, successful prevention or early intervention and treatment in middle childhood has been

achieved with regard to anxiety disorders and symptoms. Studies have been able to demonstrate long-
term improvements for children up to two years Pogt-intervention. The long-term success of these
interventions has clear implications for a concomitant reduction in community costs and family distress.
None of the above studies took measures of substance use disorders at follow-up. However, itis
reasonable to gpeculate that these interventions have some potentia for reducing the incidence of
depression and substance use disorders in the adolescent years.






Adolescence

Prevention of anxiety in adolescence has received limited attention, although it should be noted

that the Barrett, Dadds, and Kendall treatment and prevention studies dl included chi d nup to

14 yearsin their successful reductionsin anxiety disorders. Stress inoculation training programs,
which use asgmilar intervention to the anxiety trestments, have been shown to reduce anxious
symptomology in universal adolescent samples (Kisdlica, Baker, Thomas and Reedy, 1994) aswell as
children evauated to be at-risk due to family breakdown (Pedro-Carrall, Alpert-Gillis and Cowen,
1992).

In later adolescence, the pressing nature Of such life-threstening issues as depression, suicide, drug
and acohol use, or safe sex Practices come to the forefront. With respect to internalising problems,
prevention of depression has gained prominence in research investigations.

To date, one of the most successful programs for reduction of depressive symptomsin young people
has been the Pennsylvania Depression Program for adolescents aged 10 to 13 years (Jaycox et dl.,
1994). The study included three separate programs focusing on teaching:

cognitive skills,
socid problem solving kills, and
acombination of cognitive and socid problem solving Kills.

Training in assertiveness, negotiation and coping skillswere dso included.  After finding no

ggnificant difference between the three intervention modalities, the groups were combined, resulting in
atreatment sample of 69 participants and await-list control group of 74. Significant improvementsin
depressive symptoms were obtained for the intervention group compared to controls at post-testing,
sx-month follow-up, and two-year follow-up (Gillham et d., 1994). Thisinnovative Sudy indicates
that psychoeducationd prevention efforts to build resilience to depression seem promising during early
adolescence. A limitation of the study was the possible biasing effect of a sdf-sdected samplein
conjunction with the low initia recruitment rate (between 13 per cent and 19 per cent) and ahigh
attrition rate (30 per cent).

In a second innovative study, using an adaptation of Lewinson, Clarke, Hops and Andrews (1990)
tertiary trestment approach, Clarke and his colleagues (1995) reported a sSgnificant improvementsin
depression for an indicated intervention group compared to wait-list for 14 to 15 year old adolescents.
The program was more successful than Jaycox et a (1994) at recruiting adolescents, however, it till
only succeeded in engaging less than 50 per cent of the adolescents identified at being at risk for
depression. There was aso areasonably high attrition rate, particularly in the intervention group (21
out of 76). In another indicated tria, Hains and Ellman (1994) reported Pogtive results for their
program which congsted of problem solving, cognitive restructuring, and anxiety management,
reducing depression scores in volunteer adolescents who had been classfied as having high arousa
levels. These authors aso experienced difficulty with possible self-sdection bias.



Bearddee and colleagues (Beardsec, 1989; Bearddee et d., 1992; 1993; Beardsee and MacMillan,
1993) evauated a selective program for adolescents and parents, where one or both parents had a major
affective disorder, often in combination with other serious psychiatric disorders. The authors used family
therapy and psychoeducational approaches to help families devel op a shared perspective on the
depressiveillness, and to change parents behaviour in relation to their children. In arandomised tidal of
20 families, parents who received faniily-based interventions reported significantly more improvementsin
behaviour and attitudes than that of parents who received information alone. Recruitment was
conducted through Medica Health Fund advertising, so no informetion is available regarding
recruitment rates and self- selection processes.

These studies Provide evidence for the usefulness of selective and indicated prevention programs.
They a0 highlight the well-known difficulties associated with recruitment and retention of adolescents.
To the adolescent, such programs could be seen to risk being singled out from the peer group a an
age when peer group acceptance is especidly important. This problem might be substantialy reduced
if intervention programs for adolescent depression could be implemented routingly as part of the
schoal curriculum, as ether an dternative or complement to indicated programs.

In Audtrdia, the Resourceful Adolescent Program (RAP: Shochet et d., 1997a; b) was developed to
meet thisneed. It congsts of components for adolescents (RA-P-A) and ther families (RAP-F). The
RAP-A isafully manuaised 10-week group treatment run in groups of gpproximately eight to 10
participants per group that focus on building resilience in adolescence as away of preventing
depresson. Given itsuniversal delivery, participation rates approach 100 per cent for the adolescents
athough recruitment of families has remained a problem. Early resorts from controlled trids indicate it
is associated with reductions in salf-reported depression, especialy for adolescents with preexisting
depression at pre-treatment (Shochet et d., in press).

Thus, the evidence from adolescent groups is congstent with that from younger groups,

supporting the efficacy of psychological skills building programs to reduce the incidence of interndising
disordersin young people. The content of the anxiety prevention and depression prevention programs
tend to be very smilar, and include core foci on cognitive skills, emotion regulation, deding with
chalenges, and socid problem-solving skills. However, none of these studies specificaly measures
substance use disorders as outcomes and so their effect in that regard remains unknown.



Specific evidence for preventing substance use

disorders by intervening to reduce internalising
disorders

No studies could be found that explicitly tested whether substance use disorders could be reduced
by intervening to reduce interndising disordersin young people. However, indirect evidence can be
found that helpsinform the area. Fird, it should be noted that many schoolbased studies exist thet
tried to directly change adolescents drug behaviour by training them in drug-related socid skills (eg
saying 'no’, managing stress without drugs). While many have reported positive short-term benefits,
overdl the successrate is hot impressive (Gorman, 1996).

Second, the vast mgority of substance use disorder prevention studies for adolescents have
focussed on externalising and socia adversty risk factors. Severd programs of research have now
shown that reductions in externdising disorders can be effectively produced by providing skills
building programs for the child, his or her family, and the school environment, through the primary
school years (see Greenberg et d., in press). Severd of these studies have shown effective
reductions in substance use disorders after targeting externalising behaviour (eg the Anger Coping
Program: Lochman, 1992; Big Brother/Siger: Tierney, Grossman and Resch, 1995).

Third. there a severd studiesin which promotion of generd resilience in primary school children has
been shown to reduce substance use into adolescence. For example, Schinke and Tepavac decision
(1995) showed that a universal school-based intervention that focuses on persond and socid -making
and assertiveness skills, reduced actua and Potential substance use in eight to eeven year olds. The
Sesttle Socid Development Project isauniversa program that combines parent and teacher training
throughout the primary school years. Controlled trids have compared early versus late scheduling of
the intervention in large samples. Secondary school intervention was not effective, however, the early
intervention modd (thet is, targeting social competence in the primary school years and continuing
across developmenta phases) has been shown to effectively reduce substance use disorders at 18
years of age (Hawkinset d., in press). Similarly, anumber of well-designed studies that have targeted
improved parent-child relationships have shown postive long-term benefits in terms of reductions or
delaysin drug taking (eg Kosterman et d., 1997).

The overlgp in skills focus between this program and those aming to reduce interndising disordersis
notable, asisther demongtrable positive outcomes, encouraging some optimism that the use of
school-based universal programs that increase resilience and reduce socid and persond problems
have the potentia to reduce the development of substance use disorders.

Community health issues in preventing internalising



disorders

The extent to which intervention technologies can actualy make a difference in the community is
influenced by a number of pragmeatic public hedth issues. Mogt of the intervention studies reviewed
were acombination of effectivenesswith efficacy trids. Thet is, while they were conducted in the 'regl
world' settings, they evauated the intervention under optima ddlivery conditions, eg within the context
of afunded research program, using careful experimenta designs and measures, and implemented by
highly trained and motivated staff.

The question remains as to the community effectiveness of such interventions when implemented in the
not-so-optima conditions of existing menta health and educationd sysems. Many interventions are
evauated up to the efficacy trid stage and the community effectiveness remains unknown. In the area
of prevention, effectivenesstrials are essentia and thus more work is needed to evauate these
interventions when implemented in community settings by non specidist, non-research motivated steff.

Recruitment of participantsis one of the mgor obstacles of Preventive interventions, regardless of type
of prevention. Because participants have not salf-referred for trestment and may not even fed they
have any problems, especidly in early childhood, the sense of urgency and motivation thet drives
clinica interventionsis often absent. With childhood anxiety problems, parents and teachers often
have not even noticed anxiety problems or often assume that children will ‘grow out of it'.

In the LaFreniere and Capuano (1997) study of selected children, less than one-third of identified
participants were successfully recruited. The Roth and Dadds (1999) trial of a parenting intervention
applied universaly to preschool children has maintained contact with approximately half of those invited
to participate. Indicated prevention projects in middle childhood show similar rates of recruitment.
Although no adolescent studies were found specifically targeting adolescent anxiety problems, selected
and indicated programs for depression in adolescents have typically achieved very low participation
rates. The Shochet et a (in press) school-based universal prevention of depression program received
parental consent for 86 per cent of potential students. However, when an additiona parenta ,component
was added to the program, parent attendance at three evening sessions was very low, with 36 per cent
atending one session and only 10 per cent attending al three sessions.

A third issue concerns the adminigtrative systems that control the resource alocations and structures
for mental hedth services. Aswe have seen, the most evidence to date that anxiety problems can be
prevented comes from school-based intervention trials. However, the responghbility for mental health
promotion istypicdly within satutory health rather than, education departments, and program
designers may find their efforts frustrated by alack of communication between the two groups.
Intersectoral issues, concerned with overlgpping structure and functions of the various agencies
responsible for health and education of young people, are amgor issue for the science and practice of
prevention.



Conclusions

Interventions for internaising disorders have been reviewed as a potentia strategy for reducing the
incidence of substance use disorders. An atempt was made to present a developmenta map of the
risk and protective factors that influence the perastence versus transence of internaising disordersin
young people. These switch in and out at various developmenta points of the lifespan, and thus, a
series of windows of opportunity for intervention can be identified. For these strategiesto hold
promise, two conditions must hold.

Fird, it must be shown that interventions can reduce internalising disorders at acommunity level. In
terms of commonsense and the available data, anxiety prevention and early intervention during
childhood holds great promise. Family and school-based programs during early childhood have the
potentia to lay afoundation of socid competence, dthough the findings are mixed as to their long-term
effects. Developmentdly, the primary school years, the age of onset of most anxiety disorders,
appears to be an optimum time to provide both universa and indicated prevention and early
intervention initiatives. Although the prevalence of anxiety disorders peaks during adolescence, there
has been scant evidence surrounding relevant prevention efforts at this stage of development

Second, reductions in the incidence of interndising disorders must be shown to have an impact on
substance use disorders. Studies that directly test the power of internaising disorder interventions to
reduce substance use disorders have not been conducted. However, two lines of indirect evidence
suggest optimism iswarranted. Firet, available data on developmenta pathways of internalising
disorders and substance use disorders indicate that internaising disorders precede substance use
disordersin a substantial number of cases and may contribute to their occurrence through a variety of
indirect and shared causdl links. Second, it has been shown that promoation of resilience in the primary
schoal years, usng Smilar srategies as are used to reduce internalising disorders, do in fact reduce
internaising disorders and substance use disorders in the adolescent years.

Isit worth pursuing afocus on internalising disorders as away of reducing the incidence of substance
use disorders? At this point the answer seemsto be atentative 'yes. A high priority for research
should involve longitudina studies of the inter-relations of interndising disorders, externdising
problems, and substance use disorders through childhood to early adulthood, with a subset of subjects
offering intervention for internalising disorders to assess their impact on substance use disorders.
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Treatment of comorbidity

Associate Professor David J. Kavanagh

Executive summary

Services have typically been poor at detecting substance abuse in mental disorders unless systematic
screening isin place. Some standard measures of substance use are poorly vaidated for usein
populations with severe mental disorder, but suitable screening measures are now avalable. While
additiona development of assessment proceduresis needed, a key task now isto train health
practitioners to provide screening and assessment for comorbidity, and promote systematic screening
for comorbidity.

People with comorhidity are sometimes regjected from treatment and from rehabilitation, employment
and housing options, but thereis little hard evidence on the scale of this problem. Clinicians report a
lack of specidist resources for people with severe comorbidity, and say that problems with
communication and collaboration between service providers are common.

Mechanisms for ensuring equity of access and service qudity for this population are urgently needed.

The available evidence on the nature of effective treatment is scarce and with some exceptionsis
methodologicaly weak. In people with psychoses, support is mounting for integrated trestment of
both disorders by a single case management team rather than use of sequentid or parale trestments
for the comorbid disorders. There are Sgnificant problemsin delivering integrated trestment when
different staff and adminigtratively separate services ddliver specidist trestment for mental disorders
and substance misuse.

In principle, an integrated approach should be more effectivein any set of comorbid disordersthat are
in ardationship of mutua influence, but a the moment there seems to be no direct evidence on the
relative berefit of integrated trestment within non-psychotic popul&tions.

The existing research does support the effectiveness of pharmacotherapies for psychoses, . depresson
and anxiety in the context of substance misuse. Current data on psychologica trestments such as
cognitive-behavioura therapies are promising, but there are very few well controlled studies. In
comorbid psychoatic disorders, we know very little about what elements of treatment are producing the
effects. In non-psychotic comorbidity, the research base is even narrower.

Our knowledge about the nature of comorbid disorders suggests that:



Services for severe menta disorders have to take account of high proportions of consumers a'so
having problems with substance use. Similarly, services for addictive disorders should routingly
take account of co-occurring festures of anxiety or depresson. Working with these comorbidities
should be seen as ‘core business for these services.

The number of people with anxiety or depression who aso have problems with acohal or other
substance useislarge. Equitable access to services by this population implies that interventions be
geographicaly accessble and have alow cogt. Interventionsin primary hedlth care and programs
with flexible ddlivery are needed.

Comorbid populations are marked by heterogeneity in the type and severity of the disorders and
in cognitive functioning. Effective management of comorbidity is likely to require a suite of
approachesthat vary in their content, length and degree of ongoing support.

Regardless of the way in which comorbid disorders originated, they usudly are in areationship of
mutud influence, rather than being completely independent or completely secondary. Treatment of
one disorder sometimes results in spontaneous recovery of the other, but a divison of disorders
into those that are ‘primary’ and those that are 'secondary’ is problematic.

The mgority of people with comorbidity prefer amoderation goa to complete abstinence. They
are likely to have afluctuating course to their disorders and in their commitment to change.
Successful engagement will often require that programs accommodate a range of treatment goals
and dlow re-entry after Igpses. A focus on hann reduction is likely to benefit some participants
who reject an abstinence option.

Sudtained emotiond distress can worsen a number of menta disorders. A highly
demandl ng or confrontative intervention for substance misuse is potentialy harmful in these cases.

Controlled trids of trestment for comorbid disorders are urgently needed, so we can design
services for this population using a sound evidence base. Given the frequency and impact of
comorbidity on individuas and the community, training of heglth practitioners should routindy
incorporate what we aready know about the assessment and management of cooccurring mental
disorders and substance use.

Research into the assessment and treatment of comorbid disordersisin itsinfancy. We have little
evidence on the specific procedures that are most effective for particular comorbid conditions.
However there are some indications on what principles might guide the design of services and
specific trestments.

Equity of service access

A common observation is that many people with comorbid substance abuse and menta hedlth
problemsfail to receive services or are provided with treatment of lessintengity or lower qudity than
if they had either disorder by itself (Kavanagh et d., in press). Reported problems extend across
provision of acute trestment, accommodation, rehabilitation and work programs (Kavanagh et d., in



press). Two related problems are seen - excluson from existing services that might be able to help
them (eg not providing in-patient admission or reectin. accommodation) and an absence of
gppropriate speciaist resources (eg appropriate rehabilitation or leisure activities). The extent of the
problem is difficult to establish, but it is sufficiently common to pose substantid difficulties for hedth
services managing comorbidity (Kavanagh et d., in press). Policies to ensure equity of access and
qudity of service delivery are needed, and monitoring systems need to be put in place.

Issues of specidist services versus ‘'maingreaming' of this population emerge. Concerns are raised that
the comorbid group will affect participants without the comorbidity (eg ded in drugs), or will
compromise the effectiveness of programs. However, frequently a smal change in program policy
may avert the need for additional speciaist services. Policies that accommodate people with

comorbid conditions within standard services will be criticd to providing affordable community
responses to comorbidity.

Assessment of cornorbidity

Comorbidity of substance abuse and other disordersis often missed in clinical settings (Ananth et d.,
1989). There are severd possble reasons for this problem, including training of clinicians, ambiguity in
the cause of some symptoms, and the rdlative insengtivity of some standard screening measuresin
detecting comorbidity (Carey and Correia, 1998). But the main reason for comorbidity to be missed
isthat screening does not routinely occur (Appleby et d., 1997).

Tegting of breath, urine, blood or hair can potentialy provide excellent information on consumption of
many substances. However, they have limitations as sole measures of substance related problems.
Some substances, such as acohoal, are not readily detectable unless they have been consumed very
recently. In many other cases, the clinician has to choose between an immediate test that only says
whether a drug has recently been consumed, and a more expensive or delayed test that provides an
indication of amount. A subgtantia delay in obtaining test results makes them of little use for
immediate dinicd management, and their cost or the perceived difficulty in obtaining samples makes
their routine use seem unattractive to hedth services. Some tests (eg of liver or lung function) can
measure changesin the physiological impact of substance use, but pathological tests cannot measure
other functiond effects.

Both screening and more detailed assessment of either substance abuse or mental disorders will
continue to rely on salf-report. While this method can present problems with non-disclosure and lack
of indght (Drake et ., 1990; Weiss et d., 1998), sdlf-reports can be rdligble and vdid if there are
incentives for accurate disclosure (Carey and Correia, 1998). Prior development of rapport with the
assessor gppears critical, and the belief that information will be checked againgt |aboratory results or
reports from other informants can increase the accuracy of self-report in settings where it otherwise
presents problems (Wilson et a., 1990).



A subgtantia functional impact from substance use can occur &t relatively low levels of consumption
when a comorbid disorder is present (Drake et d., 1990; Test et al., 1989). Screening measures such
asthe Michigan Alcohol Screening Test (MAST), that are best at detecting more severe disorder
therefore have limited utility in comorbid populations. Some brief sdlf-report measures that screen for
substance abuse now have demondrated religbility and vaidity in populations with menta disorder
Theseinclude

the Alcohol Use Disorders Identification Test (AUDIT: Babor et d., 1989; Saunders et .
1993; Kavanagh et a., 1999);

the Dartmouth Assessment of Lifestyle Instrument (DALI: Rosenberg et d., 1998),
the Severity of Dependence Scale (SDS: Gossop et al., 1995); and
the DrugCheck (Kavanagh et d., 1999).

While thereis till much to be donein refining these and other measures, the primary task now
gopears to be shifting to the successful dissemination of the measuresto routine clinica practice.

Models of cornorbidity treatment

Models of comorbidity treatment can broadly be divided into sequentid, pardld or integrated
approaches (Minkoff, 1989). In asequential model, one disorder is treated before the othen An
example is an attempt to undertake acohol withdrawal before attempting to treat other problems. Ina
parallel approach, two different practitioners or trestment teams deal with two separate problems.
Anintegrated gpproach attempts to address the comorbid disorders within asingle program thet is
usualy delivered by one trestment team.

A sequential treatment approach is best suited to Situations where one disorder is thought to be
secondary to the other, or where symptoms that look like a second disorder are redly related to the
first, and there is no true comorhidity a dl. In this Stuetion, trestment of the primary condition might
lead to relief of the secondary one. So, Brown and Schuckit (1988) observed that, while 42 per cent
of people atending an in-patient program for dcohol dependence initially seemed to so have mgor
depression, after four weeks of abstinence from acohol, only 6 per cent till continued to be
depressed. 1t might be suggested that trestment of depression in these people should await the
outcomes of acohol withdrawa (Oei and Loveday, 1997). Consderations such asthese haveled to
attempts to identify'which disorder is primary, or determine whether the disorders are independent
(Schuckit et d., 1997). However, even when one disorder predates the other or occurs when the
second isin remission, this does not guarantee alack of relationships between the disorders at other
times. For example, an exacerbation of one may make it more likely that relgpse occursin the other,
and the presence of each one may make it harder to treet the other.

The most common Situgtion is that the comorbid disorders affect each other or shift in primary or
secondary status over time (Hodgkins et d., 1999). Improvementsin either disorder may often assst
in the treetment of the other. Even when both disorders respond to a trestment for just one of them,
the person may ill be at risk of relgpse if the untreated disorder isrekindled. In most cases,



sequential aspects of treatment probably should be restricted to Situations where the evidence shows
that a particular procedure cannot be effectively deivered until a specific symptom is addressed.

Paralle trestments have the advantage that both disorders can be smultaneoudly treated by people
with specidist expertisein each area. Thismodd is congstent with the current administrative
separaion of servicesfor psychiatric disorders and substance misuse, but it can aso involve members
of agnglesarvice. There are several potentia disadvantages to this type of approach. If the
disorders do influence each other, there is potentid for the treatments to be mistimed or to act in
conflict with each other. The services may sometimes have very different gods (eg complete
abstinence versus harm reduction) or methods (eg confrontation versus clientcentredness, or assertive
case management versus persond responsbility for involvement). They may have priorities for service
ddivery (such as serious mental disorders) that make it extremey difficult to obtain assstance from the
partner service in cases that do not fulfil priority criteria. In some Stuaions, policies of multiple
services can each exclude particular groups of comorbid consumers, so that the group misses out on
the service atogether. Disputes can also occur about which person or service has prime responghility
for case management. In arecent survey of practitioners (Kavanagh et d., in press), inter-service
communication, referral and liaison were seen to produce significant problems for managing people
with comorbid disorders. While some of these problems might be addressed by collocation or
changes in specific hedth ddlivery policies, some difficulties in collaboration are probably inevitablein
adivided system.

Inprinciple, afully integrated trestment is preferable in any Stuation where comorbid disordersarein
ardationship of mutud influence.

Evidence-based treatment of comorbidity

Psychosis

Thereisvery little evidence on the effective treetment of comorbid substance abuse and mentd hedth
problems. Mogt exigting studies are on managing substance abuse in psychoss. They suggest that
trestment is more effective if it isintegrated across the problem domains rather than working in parale
or in asequential manner (Drake et d., 1998) Effective treatments focus on developing and
maintaining motivation and promote re-entry after lgpses. Studies with stronger effects tend to have
assartive case management and (in the relatively chronic or severdly affected populations usudly
studied) they extend over severd months.

Detailed information on the effective dements of treatment is not yet available, dthough severd
treatment approaches have recently been described (Bellack and Gearon, 1998; Graham, 1998;
Kavanagh et d., 1998; Sitharthan et d., 1999). Neuroleptic medications have been shown to be
effective in treating psychotic symptoms when substance misuse is present (eg Berk et d., 1999;
Volavka, 1999). Both acute services and ongoing support for people with psychotic symptoms and
substance use should alow for antipsychotic medication to be prescribed routingly.



Non-psychotic affective disor ders and anxiety

Research on anxiety and depression has tended to focus on treating the substance abuse or the mental
health disorder in the presence of the substance abuse rather than on treating both conditions (Mueser
and Kavanagh, in press). Most research has been on pharmacological management of the depression or
anxiety in the context of acohol misuse. Some of these studies have found that medication for
depression tends to be less effective when acohol misuse is present (Worthington et al., 1996).
However medications such as imipramine (McGrath et a., 1996) and fluoxetine (Corndlius et ., 1997)
remain superior to placebos in comorbid depression and acohol misuse.

One randomised controlled tria in people with depression and cocaine dependence compared
desipramine, cognitive-behavioura trestment for relapse prevention and their combination (Carroll et
a., 1995). Dedpramine had a specific effect for depressve symptoms and cognitivebehaviourd
trestment had a specific effect on cocaine outcomes. A combination of the two appears indicated.
Nunes et d. (1994) have as0 supported the use of antidepressants for depression in people
undertaking methadone treatment.

Some pharmacologica trestments are aso effective for anxiety in people with alcohol misuse. Three
out of four controlled trids of buspirone have found it superior to placebos for tregting anxiety within
people with alcohol misuse disorders (Kranzler et d., 1994; Macolm et d., 1992: Tollefson et d.,
1991; 1992), and some promising results on sertraine have been found in an open-labe study on
post-traumatic stress disorder and acohol problems (Brady et d., 1995).

There is some support for using cognitive-behaviour thergpy for depressve symptoms in conjunction
with treetment for alcohol abuse (Brown et d., 1997; Turner and Wehl, 1984). However, existing
studies were not limited to people with mgor depresson. The evidence on

psychologica trestments for anxiety and acohol misuse currently relies on case studies (Mueser and
Kavanagh, in press).

Personality disorders

There appear to be no published controlled trids of integrated treatments for substance abuse or
dependence. One recent paper advocated a manualised approach based on schema therapy (Ball,
1998).

Principles for development of treatments and services

Despite the rudimentary state of the research evidence on trestment of comorbidity, some generd
principles can be devel oped from our existing knowledge about comorbidity and trestment of
commonly comorbid disorders.

Effective management of comor bidity islikely to be critical to the cost-effectiveness of
services. Associations between substance misuse and mental disorders are even greeter in treated
populations than in the general community (Regier et d., 1990). Particularly high proportions are seen



in services for more serious problems (such asin-patient wards) and in younger patients (Kavanagh et
al., 1999). If these patients are not effectively treated, thiswill have a substantial impact on the overdl
effectiveness of the service. In practice, management of comorbidity becomes ‘core business for the
sarvice, whether or not thisis recognised.

Furthermore, people with comorbid substance abuse and mental disorder are less likely to have a
sustained recovery from either disorder (Brown et a., 1995; Mueser et a., 1992), and are more likely to
be heavy service users than are those without comorbidity (Kent et al., 1995). The substantial persona

and community costs of comorbidity mean that even a rdaively smdl increase in the effectiveness of
prevention or treatment has the potentid to make asignificant impact, and is likely to be worth
investment of resources.

Service deployment should take into account the degree of risk and community
prevalence. The greatest increased risk of substance misuseisin antisocid persondity disorder,
bipolar disorder and schizophrenia (Hall et d., in press; Regier et d., 1990). The greatest impact
of the substance use is with substances that have the strongest effect on the specific symptoms of
the person's disorder (eg in psychoss, halucinogens, amphetamines and cocaine). Targeting these
groups of particularly high-risk users has substantia potentia for individua benefit (provided
trestment effectiveness can be established).

On the other hand, afocus on more common conditions such as anxiety or depression, or more
commonly used substances such as dcohol or cannabis, islikdy to benefit larger numbers of
people. In the case of anxiety or depression that is linked to acohol misuse, aparticularly
subgtantid community-wide impact islikely to be achieved by providing accessble and rdatively
low-cogt interventions through, for example primary health care.

Thetreatment response to comor bidity needsto accommodate heter ogeneity in the type
and severity of comor biditv and substantial fluctuationsin problems and commitment
over time. Some people may respond to standard trestments for each disorder or even to brief
interventions, in other cases, intengve lifelong support may be needed. Some people will need
pharmacologica trestment. The mgjority will have low substance dependence and will not select
an absgtinence god, even in Stuations where it would be the most gppropriate one. Effective
comorbidity programs are likely to be marked by inclusiveness, flexibility and individud tailorin..
An approach that is primarily oriented to high dependence or that sees abstinence asthe only
positive god will have limited gpplicability.

Services need to accommodate multiple comor bidities. Asin the generd community, use of
one substance often increases the chance that others will aso be used. While acohal or nicotine
abuse often occurs aone, problems with other substances usually involve more than one drug
(Kavanagh et d., 1999). Furthermore, symptoms from multiple menta disorders will often be
seen. Sarvicesthat ignore these comorbidities in their treatments run Smilar risks to those that
ignore comorbidity atogether.



A confrontational or punitive stylein comor bidity treatmentsrunstherisk of triggering
exacer bationsor loss of participants. Disorders such as schizophrenia, bipolar disorder and
major depression are sendtive to emotiona distress that may be triggered by criticism, rgjection or
an inability to ded with task demands (eg Kavanagh, 1992). Sustained confrontation or very
punitive responses to lapses have the potentid to exacerbate the condition. Engagement and
retention of participantsin comorbidity programsis a sgnificant chalenge (Drake et d., 1998).
Features that make the programs aversive to participants increase the risk of their lossto
potentidly beneficid intervention.

Modified elements of existing treatmentsfor individual disordersarelikely to be useful
in treating comor bidity. We do of course have data on managing both mental heglth and
substance use disorders that occur done, including information on their effective management in
primary health care. In some cases, controlled trids include substantial amounts of relevant
comorbidity in the samples. A modification of key dements from these interventionsis likely to
benefit people with comorbidity. In some cases, the modification will presumably have to be
subgtantid, for example, the abilities of some people with schizophreniato apply complex sdlf-
management drategiesis likely to be limited. In others, little or no change may be needed (eg
psychologica management of acohol abuse in a phobic disorder).

Carewill clearly need to be exercised when combining trestments, so that any synergistic
reactions promote positive changesin both disorders wherever possible (eg methadone tends to
dow the metabolism of tricyclic antidepressants, creating a potentid risk of overdose, Scott et d.,
1998). Inprinciple, it should aso be possible to develop a series of treatment protocols for
common, low-severity conditions that could be implemented in standard primary hedlth care.
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Comorbidity and Indigenous Australians

Mr ScottWilson

Mr Wilson did not prepare aformal paper for the workshop. His Presentation raised the
following points

Substance misuse overview

Sixty-one per cent of the 25 to 44-year age group smoke cigarettes and over 50 per cent of the
total population are smokers.

Aborigind women are eight times more likely to die of smoking-related diseases than nor-
Aborigind women.

The mgor cause of dementiaamongst Aborigina people is dcohol-related brain damage.

Seventy -three per cent of 25 to 44-year-olds drank within the last 12 months and 22 per cent
drank a levels harmful to hedith.

The deeth rate for cirrhosis of the liver in Aborigind women was 11 times greater than that of non-
Aborigind women, for men it wasfive times grester.

In the recent Nationd Aborigina and Torres Strait I1dander Survey: 59 per cent of respondents
perceived acohoal as the mgor health problem and 30 per cent indicated that drugs were the next
magor hedlth problem.

Overdl, the unemployment rate amongst Aborigina peopleis 38 per cent and the youth



unemployment rate is 50 per cent

Aboriginad people comprise 1.6 per cent of the Austraian Population yet account for an arrest rate of
29 per cent. They aso make up 17 per cent of the total Prison Population.

Currently there are approx 1000- 1200 injecting drug users in Adelaide with heroin and speed being
the main drugs. Thisis gpproximately 10 per cent of the Adelaide Aborigina population. Methadone
usage isadmaost nonexigtent.

Of mgor concern to the families and friends of injecting drug usersisthat 52 per cent had
attempted suicide on at least two occasions.

Most Communities do not have any substance misuse services let done menta hedth services.

Conclusion

Thereisalack of appropriate services to help Indigenous Austraians who have comorbid disorders.
Servicesthat are available are not coordinated.

Research into causes and prevaence of comorbidity isamost non-existent. We need to identify
Programs that have been successful and to involve Indigenous peoplein al program planning and
evauation There are Programs that have been undertaken that are smple and cost- effective - they
just need appropriate dissemination plans.



Comorbidity and cultural diversity

MrAbd Malak

Population overview

Audtralians from non-Englishtspeaking backgrounds (NESB) comprise approximately 20 per cent of
thetotal Australian Population (Australian Bureau of Statistics, 1996).

New South Wales has the largest population of people born in a non-English-speaking country (40.2%)
and the highest number of people who speak alanguage other than English a home. New South
Wales aso has the most diverse population of al the Australian States and TerTitories. Source
countries recording the largest increases in population were the former Yugodavia, the former USSR,
the People's Republic of China, Hong Kong, Vietnam, the Philippines, India and Indonesia

The 1996 Census aso showed that older people born in a non-Englishspeaking country
condtitute 17.8 per cent of the Australian population aged 60 years and over, with this population
group expected to increase by a ggnificantly greater proportion (79%) than the Australian-born
population (29%).

It may reasonably be predicted that, Since it has been four years since the last Census, the 2001
Census will show acongderable increase in the Audiralian NESB population. For example, avallable
datigics from the Department of Immigration and Multiculturd Affairs Settlement Planning Database
1998 showed that, of atotal 67 170 settler arrivals to Australia for a one year period (1 996-97), 78
per cent were from a nor+ English speaking country.

The diversity of cultures, language, religion, educationa and socioeconomic backgrounds, pre-
migration and settlement experiences, refugee experiences of trauma, etc. meansthe Austrdian NESB
population is characterised by different needs, problems and understanding of menta health and
mental disorders.

In addition, the specific requirements and problems of groups and individuals within a community may
vary significantly. It has also been suggested that certain factors associated with the migration process
may increase the risk of mental health problems. These factors include:

communication problems due to low levels of English language proficiency;
adrop in socioeconomic status after migration;

separation from family and loss of extended family and socia networks; lack of recognition of
professond qudlifications; isolation (particularly in the case of older migrants);



experience of torture and trauma, or prolonged periods of displacement or housing in camps for
people from refugee backgrounds, and

- negdive or discriminatory experiencesin Audrdia
Age a time of migration, particular adolescent or elderly, has aso been found to be arisk factor.

In spite of these potentia risk factors, NESB people experience alower rate of service utilisation for
both hospitd (acute hospita, psychiatric units and psychiatric hospitals) and community mental hedlth
services compared to the generd community. Many studies have found that the mgority of people
from NESB receive mental hedlth treatment and support through genera practitioners, psychiatrists
or family members and only a smdl proportion of these people with a diagnosable menta disorder
receive specialised trestment through public menta hedth services (McDondd and Stedl, 1997;
Mitchell, Maak and Small, 1996).

People from NESB are less likely to voluntarily use menta hedth services for amenta disorder and
are more likely to be hospitalised on an involuntary bass. When admitted to a public hospita or
psychiatric unit they are more likely to remain longer. Some are also more likely than the generd
community to appear before the Mental Hedlth Review Tribund and to be placed on a Community
Treatment Order or Community Counsdlling Order. Others are more likely to be detained for longer
periodsin hospital under the involuntary provisons of the Mental Health Act 1990.

I ssuesfor NESB communities and comor bidity

A project conducted in the South Eastern Sydney Area Hedlth Service on NESB clients accessto
mental hedlth and drug and dcohol services showed some interesting petterns.

The results showed that even though NESB dlients had smilar referrd p . aternsto service, and
amilar levels of contact with service stff, there were some significant differencesin service
received.

NESB dlients received more pharmacological trestments and family consultations and less
cognitive behaviour thergpy, rehabilitation, drug and acohol services.

Perceptions of menta hedth professonds included:

- inadeguate area-wide guiddines, policies and procedures for NESB dlients;

- theneed for grester education, training and skill development; and

- inadequate numbers and lack of definition of role of bilingua mental hedth
Practitioners.

Clients and carers a so experienced difficulty accessing services.

Drug and alcohol prevalence data

Between 1991 and 1996 research was undertaken in the Vietnamese, Greek, Chinese, Arabic and
Italian speaking popuations of the Sydney metropolitan area and of the Spanish-spesking



population of the Sydney-Wollongong Area.

A series of questions was asked to determine the rel ative salience of acohol, tobacco and other
drug issues to each of these sub-populations.

It was found that 26 per cent of the Arabic-speaking sample, 1 1 per cent of the Vietnamese speakers
and 10 per cent of the Greek speskers sampled rated illega drugs as the most serious problem facing
the community.

Alcohol use
The Drug and Alcohol Multicultural Education Centre (DAMEC) studies found that acohol

prevaence rates differed greatly between the Vietnamese, Greek, Chinese, Arabic, Itdian and
Spanish communities and aso within them.

The three European language sub-populations - the Spanish, Italian and Greek speakers had
prevalence rates (for 'ever tried acohol’) of between 80 and 90 per cent and in each case rates were
higher for maes.

Among the Arabic speakers, dmost twice as many Chrigtians as Mudims reported having tried
acohal.

[licit drugs

The reported use of analgesicsin the Arabic and Italian spesking samples were higher than in the
generd community.

People of Spanish-gpeaking-background under 25 years of age reported use of marijuanasimilar to
that of the generd community.

Dependence was the main hedlth problem associated with the use of illegal drugs as mentioned by the
Chinese speakers (60%) and Vietnamese speakers (32%) and 21 per cent among the Italian
Speakers.

However, among Arabic speakers (46%) suicide was the most common problem associated with illicit
drug use.

The under-utilisation of heglth services by people from non-English speaking backgrounds
seems to be related to a number of barriers:

differing cultural perceptions and lack of understanding of addiction and illness,
gigmawithin the community with regard to mentd illness;



acute anxiety about possible hospitdisation and separation from the family;

lack of information about or understanding of available services, language and communication
problems preventing access,

cultura ingppropriateness of services and failure of services to understand or respond to needs of
the people;

ingengitivity of service providers,

delay in diagnosis and failure to detect psychiatric and addiction symptoms accuratdly;,

generd practitioners lack of resources and skillsin providing mental health and drug and acohol
care and in timely referra to gppropriate mental hedlth services, and

lack of coordination of services.

Recommendations

Liase with ehnic community organisations and groups to identify needs and issues and to

collaborate with them on developing and implementing effective prevention and promotion
programs in response to needs.

Develop and implement culturdly appropriate and effective promotion and prevention Strategies
to:

- reduce gtigma among the communities,
- provide community education about addiction and illness, eg through use of ethnic media and
targeted media campaigns and through ethnic community and religious organisations, and
- increase hedlth literacy about prevention and early detection by providing informetion in a
culturaly appropriate way to the communities about symptoms, treetment, available services,
legal issues, eic.

Identify and collaborate with key partners to coordinate service planning and ddlivery and facilitate
referrals between agencies. These should include;

- maingream drug and acohol servicesand DAMEC,
- divisonsof genera practice,

- cormnunity menta hedth teams,

- psychiatric units and hospitas,

- thetransculturd menta hedlth centre,

- torture and trauma services, and

- relevant non-govemment organisations.

- Increase access to hilingua hedlth practitioners.

- ldentify suitable settings for health promotion and prevention activities, eg schools, ethnic
community clubs or meeting places, primary hedlth care and community hedth care settings,
adult migrant English programs and migrant resource centres.



- Identify and establish strong links with key initiativesin relevant aress, eg research initiatives, rura
initiatives, drug and dcohal initiatives, youth initiatives, etc.

- Develop effective competency-based education and training initiatives to increase the skills of
service providers and specid project officers in working with people from non-Englishspesking
backgrounds.

- Develop evduation mechanisms to ensure dl services and program initiatives respond to the needs
of people of non-English speaking backgrounds and that these needs are taken into account in
planning and delivering services and programs.
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Framework for future directions

A synthesis of group work undertaken at the workshop identified Six areas across the hedlth
continuum to be focussed upon in future directions on comorbidity. In focussng on these areas
workshop participants aimed to improve hedth care practice and hedlth outcomes for comorbidity.
The sx areas were;

prevention and early intervention;

carers and consumers,

research and evaluation;

education and training;

integration or collaboration between services, and
whole- of-government.

Prevention and early intervention

The first area of prevention covered both universal and targeted prevention Strategies and early
intervention strategies. The sdection of prevention as an area of focus reflected the strong evidence
presented at the workshop for the success of prevention interventionsin mental heglth

both nationdly and internationaly (see Dadds page 43).

The workshop made the following recommendations in the area of prevention.

Program of prevention research

It was recommended that a program of prevention research he established to provide a bas's for
prevention of comorbidity that will ensure the sustainability of initiatives. Further, in order to build the
scientific basis of prevention it was recommended that an Institute of Prevention Research be
established.

A trial of early intervention

It was recommended that atrid of early intervention be conducted. A priority for research was
identified as alarge- scde randomised controlled trid of the effects of early intervention for anxiety and
depression on development of substance use disorders through adolescence.

In making the above recommendations the workshop aso endorsed a number of principlesto
guide investment in prevention research and strategies. These principles were as follows:



A lifespan approach

It was recommended that prevention interventions use gppropriate settings for different ages based on
the best available evidence. For example, family interventions should target the early stages of
development and universal hedlth promotion and early intervention should target the later ages (Dadds
page 49). Thefallowing matrix of intervention settings was suggested:

Matrix Framework

Setting

Age Group Education/Workplace | Community/family
Preschool School Geography

Specia needs groups
Childhood
Adolescence School Geography

juvenilejudice
Adulthood Work setting At risk groups
Older people At risk groups
Sustainability

It was recommended that prevention gpproaches use exigting structures and be built into funding
cyclesof all sectors (see Andrews et d., page 19).

Whole-of-gover nment

It was agreed that the approach taken towards prevention should be whole- of-community and across
government sectors, including community groups. 1t was further agreed that the chalengeisto
coordinate nationa programs, including the National Mental Health Strategy, the Nationa Drug
Strategy and the Crime Prevention Strategy (Pathways to Prevention). Education Departments, and
other government departments have akey roleto play in building a crosssectord plan with initigtivesin
various aress.

Equity

It was recommended that prevention strategies should have a strong focus on priority groups
especidly Aborigina and Torres Strait Idanders. Such afocus was clearly supported by Wilson's
evidence (page 7 1).

Indicators of success The indicators of successin the area of prevention and early intervention were
suggested as.

ashift in the field towards prevention, with a greater number of health professonastrained in
prevention interventions and an increased number of prevention initiatives being funded; and
that a scientific base to prevention, including a funding strategy to support prevention research,
has been established.




Barriersto success

The workshop identified a number of significant barriersin the area of prevention. These
included:

gpathy about prevention; and

the gpparent lack of partnership across hedlth and human service sectors.

Analysis

The workshop clearly endorsed a greater effort towards prevention. To date prevention of mental
disorders has alow priority in the health care agendain Australia. Dadds (page 43) argued that there
is now condderable knowledge about environmenta and genetic risk factors for menta disorders and
substance use disorders. Further, recent large-scdetridsin Austraia and the United States have
shown that brief school-based skills training programs can reduce the incidence of emotiond and
behavioura problemsin pre-adolescent and adolescent populations. These programs are designed to
increase socid competence and improve skills for managing psychologica hedth. Importantly, many
of the same skills have been shown to be effective in treating substance use disorders.

Thereis potentid for population reductions in substance use disorders by targeting their comorbidity
with emotionad and behaviourd disorders. However, no study has as yet assessed as to whether these
early intervention programs for emotiona problems do actudly reduce the incidence of substance use
disorders through adolescence. A recommendation of the workshop was that a large-scae
randomised controlled trid of the effects of early intervention for anxiety and depression on the
development of substance use disorders through adolescence be funded as a matter of priority.

Separating budgets for prevention, treatment and longer-term care also received considerable
attention during the workshop. Thiswas particularly so given the Andrews (page 19) andysis of the
prevaence of menta disorders. To undertake prevention programs for anxiety, depresson and
conduct disorders (the areas where there is evidence for effectiveness) with present health budgetsis
currently beyond the reach of services. So while the workshop endorsed prevention research and
interventions it did so acknowledging the investment of ongoing funds needed to sustain such a
broadening of activities of hedth services.

Carers and consumers

The focus on carers and consumer involvement as an area for action reflected the strong and clear
presentations to the workshop by carers and consumers regarding the impact of comorbidity (see
Mayii page 31 and Ransome page 33). Thelack of consumer involvement in service planning and
evauation was a strong theme and afocus of this area.



The workshop made the following recommendationsin this area:
I ncrease awar eness of availability of services

It was recommended that initiatives be developed which increase community awareness of the
avallability of services for individuals with comorbid mental health and substance use problems.

Careplan policy

It was recommended that a care plan policy on consumer and carer involvement in service planning be
developed to ensure they are included in al service planning and evauation. In developing this care
plan it was further suggested that a Commonweglth policy be written

outlining the requirements for consumer and carer involvement in service planning, and feedback.

To drengthen thisinitiative it was further recommended that consumer and carer issues be afocus of
the Audralian National Council on Drugs, the Mentd Hedlth Council of Audrdia, the Alcohol and
Drug Council of Audrdiaand the Audtrdian Hedlth Ministers Advisory Council.

The workshop strongly endorsed the principle of partnership between carers, consumers and service
providers and this was reflected in workshop discussions.

Indicator s of success

The indicators of successin this areawere suggested as.
improved and strengthened rel ationships between service providers, carers, bureaucrats and
consumers and improved community attitudes towards carers and consumers,
devel opment and adoption of a consumer/carer involvement policy; and
development of training packages for consumers and carers to asss in service development.

Barriersto success

The workshop identified a number of significant barriersin the area of carer and consumer
involvement. These were:

alack of accessto information about what services exit;
atitudind barriers to involving carers and consumersin service evauation and planning; and
insufficient funding to support the involvement of carers and consumers.

Analysis

The workshop strongly endorsed effective involvement of carers and consumersin planning and
evaduation. There was recognition that some effective mechanisms have been developed to support
the involvement of carers and consumersin service planning. The work of organisations, such asthe
Mentad Hedth Council of Austraiaformed the basis of the recommendations of the group.

An emerging theme was that crisis should not be the only porta to treatment and/or assistance for
people who are comorhbid. It was suggested that the availability of informeation about effective



interventions (also endorsed by the Research and Evauation group) would improve literacy and
accessto care.

Research and evaluation

Research on the epidemiology, causes and treatment of comorbidity was presented to the workshop
(Andrewset d., p. 19; Hal et d., p. 1 1; Kavanagh p. 60). The evidence presented about research
into causes and treatment demonstrated that while there was promising evidence in some aress, there
was aclear lack of evidence in others Of particular concern was the lack of trestment research in
areas other than psychoses. In order to base practice on evidence this gap must be addressed. The
priority area of research and evauation reflected this need.

The workshop made the following recommendationsin this area:

Strengthen, promote and advance resear ch and evaluation into comor bidity

It was recommended that promotion of comorbidity research should involve development of a
conference on comorbidity and inclusion of comorbidity symposia at relevant conferences.

Further it was recommended that a bulletin board and website be funded as a means of disseminating
information on comorbidity.

M onograph on cor nor bidity

It was recommended that a mono-raph in the area of comorbidity be funded. The monograph is
to contain areview of current knowledge in the area of comorbidity.

A trial of treatment for cornorbid disorders

The workshop suggested the funding of at least one methodologically sound study in the area of
comorbidity in an area other than psychosis.

National minimum data set

It was recommended thet reliable and valid information be collected on the extent and nature of
comorbidity in the treetment population. The nationa minimum data sets in the mental health and drug
and dcohal trestment fields were highlighted as a means of achieving this recommendetion. It was
therefore further recommended that links be developed between the currently separate mental hedlth
and drug and dcohol nationa minimum data sets.

In making these recommendations, the workshop aso endorsed a number of principlesto guide
investment in research and evaluation. These principles are that:

practices should be evidence based;
strategies should be based on consultation; and
drategies should be feasible and user friendly.



I ndicator s of success
The workshop suggested the indicators of successin this area be:

. Improved linkage and access to information. In particular it was fdt that collaboration
and communication between research groups and community, carers and consumersis
required, with one suggested mechanism being a conference on comorhbidity. In addition, the
world wide web to be used as a mechanism for linking research groups.

* Improved data collection systems. Workshop participants agreed that collection of
prevaence datain clinical populations was needed, aong with audits of current services. This
would include establishing a common minimum data set with agency input - for presentation to
the Commorwedth Mental Health and Specia Programs Branch, and Drug Strategy and
Population Hedlth Socid Marketing Branch, the Ministerid Council on Drugs Strategy and the
Hedlth Ministers Conference.

- Improved evidence. Randornised trials and program evauation to establish best practice in
prevention, training and interventions are funded. In addition the Commonwedth will explore
prioritised funding for collaborative research and the conduct of at least one methodologicaly
sound study in an areg, other than psychoss. (see Andrews et a page 19 and Kavanagh page
60).

A monograph on comorbidity published, printed and disseminated with evidence that the
monograph is being used.

Barriersto success

The workshop identified a number of sgnificant barriersin the area of research and evaluation. The
foremost barrier was access to funding. 1n addition, lack of expertise in comorbidity and poor
coordination of existing research projects were identified as barriers to adequate research on
comorhidity in Audrdia.

Analysis

The workshop identified a sufficient and strong research base as a priority. Such a base does not exist
in many areas relevant to comorbidity as outlined in the reviews by Hall et d. (page 1 1) and Dadds
(page 43). Kavanagh, in reviewing the literature, concluded that available evidence on the nature of
effective trestment is scarce. In people with psychoses, support is mounting for integrated treatment
of both disorders by a single case management team rather than the use of sequentid or parald
trestments for the comorbid disorders. However, there is no direct evidence on the relative benefit of
integrated treatment with nonpsychotic populations.

Kavanagh concluded that the existing research does support the effectiveness of
pharmacotherapies for psychoses, depression and anxiety in the context of substance misuse. Further,
psychologica trestments such as cognitive-behaviourad thergpies are showing promising results, but
there are few wel-controlled studies. 1n comorbid psychotic disorders, we know little about what



elements of trestment are producing the effects. In non-psychotic comorbidity, the research baseis
even narrower. Thislack of research base along with the findings of Andrews et d. (page 19) that
three-quarters of the mentd disorder related disability in Australiawas related to depression and
anxiety, made asignificant case for research trids to be funded in this area.

A dgnificant recommendation of this group was production of a monograph on comorbidity, outlining
current knowledge in the area. The workshop endorsed the production of a monograph that builds on
the background papers assembled for the workshop. The research and eval uation group
recommended that Dr Maree Teesson take responsibility for developing and producing the
monograph. The workshop endorsed this recommendation.

Education and training

Presentations in the areas of prevention, treatment and generd practice highlighted the availability of
effective interventions in mental health and substance use treatment (Dadds p.43; Kavanagh p.60;
MacQueen p.39). However, they aso emphasised the lack of training and specidist education available.
In following the evidence-based practice model of this workshop, the broad area of training and
education reflects the need to address specidist training in both mental health and substance use
treatment.

The workshop made the following recommendationsin this area:

Develop a National Working group on training in comor bidity

It was recommended that a Nationa Working group on training in comorbidity be established to
oversee the expansion and improvement in training. The workshop recommended that this group be
involved in developing. core competencies for services to individuas with comorbid ilinesses and
edtablishing a 24- hour tel ephone advisory and support service.

National Clearing House

It was recommended that educationa resources should be audited and disseminated through a
National Clearing House. Further, additiona resources should be developed and disseminated as
required. This recommendation is consstent with the recommendation made by the research and
evauation group concer ning an dectronic bulletin board, the website and the monograph.

In making the above recommendations the workshop a so endorsed a number of principlesto guide
investment in education and training, namely, a dient-centred model should underlie the whole system
and carers and other non-specidists should be supported in providing care to those with comorbid
disorders.

Indicators of success
The indicators of successin this area were suggested by the workshop as:

development of a Nationa Clearing House;
establishment of a National Working Group for education and training in comorbidity; and



development of collaborative training materials across both mental heath and drug and acohol
treatments.

Barriersto success

A number of significant barriers were aso identified by the education and training group including
competition for curriculum time in hedlth training and alack of role models and cross disciplinary
expertise.

Analysis

A clear theme of the workshop, reflected in the education and training group's recommendations,
was the link between evidence and practice. The recommendations of the group focus on strategies
to improve access to evidence-based information concerning interventions. The papers presented at
the workshop outlined the available evidence, particularly in regards to trestment (Kavanagh p.60).
However, presentations on the impact of comorbidity on consumers, carers and services and
workshop discussions made it clear that accessto effective interventions was hampered by alack of
training in the area (Mayii, p.31; Ransome, p.33; MacQueen, p.39, Malak, p.73).

Integration or collaboration between services

Services and limitations of the present system were a clear issue identified by the workshop in
relation to comorbidity. Presentations on services, general practice, comorbidity and Indigenous
Ausdraians and comorbidity and culturd diversity provided clear evidence of failures of the service
system( Webster, p.37; MacQueen, p39; Wilson, p.71; Malak, p.73). While it was recognised that
Ausgtrdia has devel oped excdlent trestment services in both menta hedlth and substance use
disorders, the lack of communication between the two systemsis asignificant barrier to providing
effective care to those individuas with comorbid disorders.

The workshop made the following recommendations in the area of services
Access and communication

It was recommended that treatment services be more client focussed and more readily accessble. To
fecilitate this process it was recommended that common assessments, points of entry and asingle
patient file be developed across menta health and drug and dcohol treetment services. This
recommendation is congstent with the recommendation by carers and consumers regarding a care
plan policy and the recommendation of the research and eva uation group regarding, links between the
minimum data setsin menta hedlth and drug and acohol.

Partner ships between general practitionersand specialists

It was recommended that funding be provided to promote partnerships between generd
practitioners and specidist services to ensure an integrated approach to comorbidity.



Position paper

A further recommendation was made that these issues be developed in a position paper on
comorbidity submitted to Roya Audtraian College of Generd Practitioners.

In making these recommendations the workshop aso endorsed a number of principles to guide services
in relation to comorbidity. These principles were that services would be consumer focussed - equitable,
accessible, responsive and inclusive. Further, the system should function in an integrated way and
respond to comorbidity as common practice in all services across health, corrections, education and
primary care.

Indicators of success The workshop identified a number of indicators of success for services. These
were:
e decrease in prevalence of comorbidity (measured in a nationa survey) and other defined harrns of
suicide and incarceration;
increase in access to services by people experiencing comorbidity;
increase in quality of services provided to people with comorbidity;
Health Insurance Commission recognises the specialist nature of drug and alcohol services;
single file issue explored and associated problems are addressed - eg privacy and confidentiality and
electronic, consumer accessible records to be considered; and
Commonwedlth provide funding to promote partnerships between genera practitioners and
specidists. Thisisto include speciaist mental heath advice available to general practitioners and a
position paper on comorbidity presented to the Roya Australian College of Genera Practitioners.

Barriersto success

Sgnificant barriers to successin the area of services were nominated - they are primarily
insufficient funding to services and prejudice and discrimination.

Analysis

The services group reflected the evidence presented to the workshop on the current imbalance
between funding for mental hedth and drug and acohol services and the burden of disease
resulting from these disorders. Andrews et d. (page 19) clearly demonstrated that currently
funding isincommensurate with need.

The epidemiology also demondtrates that comorbidity is of particular concern for young adults aged
15-24 years. The recent Austraian burden of disease and injury study found that nine out of the ten
leading causes of burden in young maes and eight out of ten leading causesin young femades were
substance use disorders or mental disorders. Thus, gpart from the burden resulting from road traffic
accidents (and asthmain femaes), the disease burden in this group is the result of acohol dependence,
suicide, bipolar affective disorder, heroin dependence, schizophrenia, depression, socia phobia,
borderline persondity disorder, generdised anxiety disorder and eating disorders. Comorbidity of
these disordersis high, with over 50 per cent having comorbid disorders.

Andrews et d. (page 19) pointed out that health care has dways and will dways be rationed and there
will never be sufficient funds to provide care that dl individuas with mentd disorders would like or



need. Australia spends 8.5 per cent of its gross domestic product on hedlth; the United Kingdom
spends 6.5 per cent; and Canada spends 9.5 per cent. Austraia spends 5 per cent of its health
budget on mental hedth services.

The burden to society of mental disorders and substance use disordersis considerable. The recent
WHO burden of disease report estimates that mental health and drug and a cohol contribute 20 per
cent to the burden of disease in society. Menta disorders are the third leading causes of burden in the
devel oped countries after cardiovascular disease and neoplasms. Within the mental disorders, anxiety
and depression account for 56 per cent of the overdl burden and substance use disorders account for
23 per cent. Importantly, these disorders are amenable to care.

The Austrdian burden of disease report aso highlighted that mental health and drug and acohol
contribute 20 per cent to the burden of disease in society yet (as stated above) only 5 per cent of the
hedlth budget, or 0.4 per cent of the gross domestic product, is spent on menta heath and drug and
acohol in Augrdia Thisis hdf of what Canada, the United Kingdom and New Zedland spend.

Andrews et d. argued that we currently spend a considerable proportion of our health budget on
people with chronic long-term disorders, Hall et d. argued asmilar point (page 1 1). While we have
evidence that trestment can be effective for long-term disorders (Kavanagh, page 60), thereisa
substantial group of people disabled by menta disorders who do not get trestment and who may aso
benefit from trestment.

Andrews et a. (page 29) concluded that the mgority of hedlth care funding goesinto psychosis and
substance dependence, in part because these disorders can cause affront and alarm however the
mgority of treatable disability lies within the affective and anxiety disorders which do not cause affront
or darm. Perhaps we could better prioritise trestment. The recommendations of this group reflect the
need to reconsider accessto care for al with mentd disorders and substance use disorders. Whether
we alocate our resources based on individua burden or hedth gain was not resolved by thisfirst
workshop.

Whole-of-gover nment

The Nationd Survey of Mentd Hedth and Wellbeing (see Andrews et d. page 19) provides aclear
picture of the scope of comorbidity in the population. It demonstrates that comorbidity is common
and that current resource dlocation in menta hedth isinsufficient. The survey dso demondratesthe
need for awhole-of-government approach. Recognition of the number of different government
departments which potentialy address comorbidity and the data from the National Survey led the
workshop to address the broad area of whole-of-govemment as atarget area.

The workshop made the following recommendations in this area:

Establish effective inter-sectoral partnerships



Comorbidity was recognised as a multifactorid issue including housing, income, welfare, hedth,
crimind 'udtice, education and training. It was recommended that initiatives undertaken in comorbidity
involve the whole-of-govemment. It was further recommended that effective intersectora partnerships
be established, with a strong emphasis on consumers and carers equa participation. Also required is
an approach that recognises the particular needs of priority groups such as Indigenous Austrdians and
individuds from culturdly and linguidticaly diverse backgrounds.

Establish funding priorities based on evidence

The evidence presented at the workshop highlighted the fact that funding for trestment serviceis not
currently based on the best available evidence. 1t was recommended that funding for menta hedlth
and drug and acohol services be based on both the burden of disorders and the evidence for effective
interventions. Further, it is recommended that funding models be developed to ensure provision of
both prevention and treatment services.

The whole-of -government group and the workshop endorsed a number of key principles. These were:
maintenance of equity of accessto care,

collaboration between key stakeholders, including professonasin mental hedlth, drug and acohal,
primary health, consumers and carers and non-govemment organisations, and
maintenance of quality.

Indicators of success
The key indicators of success for awhole-of-government gpproach were identified as.

a 30 per cent reduction in comorbidity amongst the prison population in five years through
improved access,

early intervention programs,

deveoping linkswith crimina justice agencies to redefine and examine current laws;

increased effective partnerships with key stakeholders; and

increased workforce satisfaction across al sectors, reflected in greater competence and
heightened confidence.

Barriersto success

The mgor barriers identified were the existing fragmentation across government, a both sate
and federd levels, and discrimination.

Analysis

The whole- of-government recommendations reflect a recognition that there are up to nine different
government branches a the Commonwedth level responsible for ensuring adequate care and
trestment to individuas with comorbid disorders. This often leads to fragmentation. Many of this
group's recommendations were reflected in previous recommendations from other groups. The



question of integration arose during discussion with the workshop. It was clearly endorsed that the
workshop supported integration of the mental health and drug and acohol areas but did not support
amagamation. Thiswas clearly an issue of the practica implications of the suggestions of the
workshop and one that will require further analysis.

Summary and way forward

The National Conorbidity Workshop was an unprecedented event and isthe first step in the

National Comorbidity Project. The community and the government now need to recognise the
extent of the problem and provide adequate funding.

Currently, generd practice is the predominant service providing help to individuas with comorbidity,
with little or no support from specidist services. The high prevaence of comorbidity in the community
highlights the urgent need to develop resources and effective support mechanismsto help generd
practice provide this care, and to improve the linkages between general practice and specialist
services.

A negative attitude towards individua s with comorbidity exists. We need to work with mutual trust and
respect towards consumers and carers, particularly Indigenous Australians and those from culturally and
linguistically diverse backgrounds.

We need action for better drug and acohol and menta . health services. we need some attitudina and
adrriinistrative changes; scarce resources need to be well managed; and partnerships between
the public and the private sector need to be developed.

The overd| god of the National Comorbidity Project remains to decrease the prevaence and
incidence of comorbidity and to increase the prevaence of early intervention.
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Appendix 2

Workshop aims and processes
The workshop has bought together a diverse range of participants. It isapart of the overal

project that looks at the relationship between drugs and alcohol and menta hedlth. The objectives
and ground rules of the workshop are asfollows:

Objectives The key objectives of the workshop were to:
«  bring key people together,
e achieve ashared understanding,
e identify key issues, and
* develop drategiesto inform policy and practice a dl levels.

Ground rulesfor the workshop The ground rules established for the workshop were to:
. find common ground - differencesin viewpoints will be noted,
. employ strategic non-partisan thinking,

. use the best available epidemiology and clinica evidence available, and
. work within existing structures - may need to be improved or modified.

Format

On day one thefirgt part of the day will involve presentations by arange of speskers on various
aspects of comorbidity. Group input to the particular topic will be sought after each speeker.
Following the presentations the group will work together to outline their expectations of the workshop.

The second haf of day onewill be spent in smdl group work, where participants will be given
the following scenario:

Day one- groupwork

It is 2005 and we are now ‘doing it right’ when it comes to comorbidity. Please paint arich picture of
what is actudly happening. In your vison of the future you must think broadly and consder what is
happening across the full spectrum of hedth care including prevention, early intervention and trestmernt,
aswell as other community support services. Specificdly,



How do you know you are doing it right9

How have health and other services changed?

What are you personaly doing that's different, eg how has your job changed?

Describe the communication lines between menta health, drug and acohol and primary care (ie
generd practitioners) and other community support services.

What exigtsin training that didn't back in 2000?

What were the most significant changes for carers and people with comorbid conditions which made
adifferenceto their lives?

What are the two main barriers which have been overcome9

Following a discussion of these questions the themes and Strategies raised were aggregeted into a
number of themes.

Day two involved work on the specific themes developed from day one. The scenario for the
group work on day two is outlined below.

Day two - groupwork

Y esterday we developed a detailed picture of how much better we could be degling with comorbidity.
This sesson is about specific planning in the theme you've volunteered to work on. Y ou have two
hours.

We suggest you frame your overdl plan first and then test it on something practicd like the
assessment tool.  The specific tasks you should complete are:

determine three principles which should drive services . in comorbidity;

determine one or two three- to five-year strategic gods,

determine what three things will tell you you've been successtul;

determine what three mgjor barriers need to be overcome;

nominate 6-8 actions which need to occur for the god to be achieved, by whom and by when,
decide what the criticd first steps are - again, by whom and when?, and

decide what commitment this group makesto carry this plan of action forward.



Appendix 3

Participant expectations of the workshop
Table1-Chair: lan Webster

Practical service ddivery

GPs have an extended role that gives them more time for education
Ided engagement (good practice)

Policy for dedling with professond cultures and organisations
Incdlusiveness - of people and life

Learning

Capacity of systems

Table 2 - Chair:Wayne Hall

Education of families, menta hedth problems, early identification and early intervention
Education of communities; mentd illness, destigmetise

Education of specidist gaff; menta hedth and drug and acohol

Education of generd practitioners

Improving communication, principles, service linkages, dinica pathways, working with
families, inter departmentd

Resources; more needed

Table 3 - Chair: Rod MacQueen

Priority for research

Appropriate clinical responses

Prevention activity

Generd infrastructure to support sustainable responses
Accessissues

Education issues - induding training and course devel opment
Strategic framework for policy makers and funding bodies
Exiging overlgp of service ddivery - integration issues

Table4 - Chair: David Kavanagh

Acknowledge that it's not the norm - need to upskill the services eg more training for GPs
and specidists want preventive focus

Increase awareness (including politicians)

Increased resources

Need to ensure relevance to ethnic cross cultural



Understanding of comorbidity in relation to aorigind community

Look a ways services structured - increase service match. Note high unmet. demands
Focus on disability or diagnodtic labelling

What are the partnerships that will best impact? Training.

Identify differences in orientation of menta hedlth and AD services better understanding
Fdl out in crimind judtice system

Consumer/carer focus

Socio-economic status/parenting/prevention

Table5 - Chair: Keyin Larkin

Strategies for Partnerships

Linkages (Alcohol and Drugs, Menta Health Services) that trandate to service ddivery
Agreed set of barriers and agreed set of strategies to address these

Identified enabling Structures for capacity buildingl

Divesting of ownership issues - client centred approaches

Common ground/language

A priorities set of actions

Table 6 - Chair: Tony Fowke

Work in partnership - Consumers will know who to talk to and resource

Role Of Private psychiatry - funding

Hedlth funds discriminate

Collaborative gpproach between private and public

Move forward in partnership - some agreement - agree to combine services - bring
sarvices together - intersectord linkages

Think beyond symptoms and diagnosis

Increase range of services

Improve skills of generd practitioners working in services (Specidised)

Table 7 - Chair: Marie Bashir

Clients will reach identified stepping stones toward effective strategies Identify the needs of

Y oung people and increase programs for them

Intersectora (departments) collaboration/ integration of approach to indigenous need re;
comorbidity issues

Pan of identifiable interventions

Education and training for drug and acohol and menta hedth workers, Police, generd
Practitioners etc (identification, assessments, management and prevention)

More (resources) accent on identifying children and young people at risk - schoals, families and
teachers - more training and education for research outcome oriented projects)



Table 8 - Chair:Aian Quiggey

Stop happening - substance use sudden change
Start happening - abroad view Of Outcomes
Generic background factors

Budgets for Prevention and treatment
Whole-of-government

Redigtic Outcomes

Training and retraining; undergraduate and Post graduate
Incremental change <5 per cent

Tobacco should be anissue

Information to ideas

Action plan with people identified

Practica dtrategies

I ntegration/working together



Appendix 4

Themes from group exercisefor day one

It's 2005 and we're now doing it right when it comes to comorbidity. Please paint arich picture of
what's actudly happening. In your vison of the future you must think broadly and consder what is
happening across the full spectrum of hedlth care including prevention, early intervention and treatment,
aswell as other community support services.

How we know we are doing it right
Services

. Comprehensive assessment - al drug and acohol workers should do menta health assessments
and dl menta hedth workers should do drug and acohol assessments.

. More open communication and information.

. Engaging Indigenous Audraians and those from linguidticdlylculturaly diverse backgrounds.

. Inpatient care with comprehengve trestment plans and continuity of care upon discharge
housing/rehab/family and carers.

. Whole- of-govemment gpproach - integrated service provison including resdential services,
sarvices through generd practitioners and supportive care.

. Services should have an outcome focus. Performance indicators should include decreased
psychopathology, increased gppropriate service contact, increased diagnogtic data collection,
less people with problems.

. Feedback should involve forma monitoring and evauation, qudlity assurance and informd,
qualitative and quantitative feedback from consumers and carers. Follow-up should continue
over an adequate timeframe.

. Pogtive feedback from consumers and carers from al backgrounds including rura and remote,
Indigenous and multiculturdly and linguidticaly diverse, better qudity of life for dl consumers

. Proxy markers: Uptake of proven programs and increased resilience training.

. Family cohesveness or community resiliencelviolence.

. Multiple markers needed: hedlth, satisfaction, employed, income, housing etc - drug use, age of
initiation, teen pregnancy, hope - educationd retention.

. Fewer frustrated consumers, carers and service providers.

. Demondtrable improvement in quaity, accessibility compassion - age-appropriate services for
clients and consumers - consumer feedback.

. Reduction in crigs Stuations.

. Policiesin place and implemented with evauation and outcomes underway.

. Consumersinvolved in dl agpects of planning, policy and service development. Policiesin place
- require partnerships to be developed with cultura groups and/or specia needs groups, eg
Indigenous people.

. Policiesin place and implemented with evauation and outcomes underway.

. Greater acknowledgment of need (hopefully) availability of support servicesfor carers.



. Traning - for carers and consumers.
Access issues addressed, including the need for rural links so consumers can get an appropriate
service when it is needed.
Services should be comprehensive - one shopfront, flexible timeframes, culturaly reevant.

Research
Research should be focussed on outcomes - measurable - reevant hedlth outcomes insruments
based on randomised controlled trials, consumer satisfaction surveys, more people accessing
treatment - fewer relapses and return to services.
No more descriptive studies but research should focus on cohort studies, action research, and
randomised controlled trids. Research should be built in, not optiondl.
Outcome studies indicate some promise.

Early intervention

Emphasis should be put on school-based and early intervention as well as on prevention.
Early detection/intervention and ongoing trestment should be intersectorid (no boundaries).

How health and other services have changed

Networks, partnerships and/or service agreements exist between key stakeholders. More
collaboration, communication and consultation exist resulting in decreased turf wars and less
boundaries. There is more elagticity and flexibility in the system.

Relevant support to primary care providers including remote support, eg telemedicine, evidence-
based interventions, family interventions, parenting programs, preschool

programs. The aim of these programs is to decrease risk factors, increase protective factors and
increase resilience.

Generd practitioners doing more psychosis-specific services, anxiety and depression (in
consultative capacity) -just like asthma or diabetes. Appropriate remuneration for drug and a cohol
and menta hedlth.

Staff attitudes improve.

Comorbidity is now core business for both specialist services and genera practitioners.

Integrated services health centres exist under the same roof - one entry point, one assessment, one
patient file, integrated treatment plan, crisis plan, outreach, genera practitioner involvement at the
start - both in drug and acohol and mental health. Common objectives with outreach available and
services where needed.

Thereisamore holistic view of hedlth - diagnosis and lifestyle and functioning.

Drug courts - treatment not incarceration, train police, judges and lawyers. Politica advocacy.
Emphasis on comorbidity and substance abuse as a heath problem (not a criminal issue for the
community).

Harm reduction as a policy.

More funding to support common objectives.

Training for staff in @l sectors - ongoing training and culture change, includes working

with other sectors (curriculum devel opment) to increase core competency - accreditation national
standards college training.



Focus on prevention - cost effectiveness and evidence-based school-based programs.
Implementation of evidence-based preventive (including children and young people) strategies
(including education and family causes).

Greater emphasis on accessto primary care for earlier intervention and networks.

Adolescence - ded with comorbidity, train others in gppropriate interventions.

How your job has changed
More research - especidly service-based research. Work is more focussed, with outcomes
defined and increased awareness of effective evidence-based interventions.
Service providers accept a broader brief but with greater resources to draw upon.

Redigtribution of resources by those persons with access to budgets.

Aimisfunctiond life vadued by dient.
Gresater adherence to comorbid/holistic approach including other disability recognition.
Greater support for carers.
More teamwork, especidly with generd practitioners. Interacting with different groups and
atending multi-disciplinary case conferences (inclusion of dl players). Work made more
rewarding through these mechanisms.
More flexibility, collaboration, consultation and communication. Moreinclusve of others
and less competition. Stronger participation in partnerships and networks and increased formal
intersectoral communication.
More access to information.
Advocacy for prevention and early intervention
Support the involvement of children, school, families and adolescents.
Sarvices avalable in different places and collocation of drug and acohol and menta hedlth
services.
New drug treatments.
Brief intervention/Cognitive Behavioura Therapy.

Communication lines

The communication lines between menta health, drug and acohol and primary care (i.e. genera
practitioners and other community support services) are described as:

Service agreements and Memorandums of Understanding will bein place. Clinical pathways.
Support by computers/other technology.

24-hour telephone consultation.

Interaction with a broad range of community agencies and government departments.  Effective,
comprehensve and ongoing communication - between staff.

Professond developmernt for dl gaff - non-government organisations, generd practitioners,
corrections staff and police - about each others collaborative roles.

Whole-of-government gpproach - nationd srategy - state government - (area boards) local
stakehol ders steering committee to ensure communication sharing information and monitor
progress - consumers and carers, norn-government organisations, local government, primary
carers, police and school, community support groups, drug and acohol, mental hedlth, researchers
(Outcomes).

Consumer and carer advisory groupsin place.



Media policy (code of ethics) review and liaison.
Comorbidity heglth promotion - health education.
Video conferencing.
Joint staff development.

Minimum data set.

Steff rotation.

Joint research,

Co-location.

Joint conferences.

Clinidanson cdl.

Training

Emphasis on interdisciplinary and inter service.
More ongoing commitment to service and staff development.
Compulsory generdigt training and specidist colleges and career paths, for nurses, medicd
officers and others.
Upskilling within shared care models, cross training between services, multidisciplinary training
across sectors (primary, secondary and tertiary), genera practitioners, primary care, education
and resources for family, other workers, eg housing, integration model in undergraduate education
(al disciplines).
More support.
Increased specialist education.
Engagement in leve sarvice ddivery.
More involvement in individua case planning.
Drug and dcohol and comorbidity issuesin core (mandatory) undergraduate training across al
relevant professiona streams - non-govemment organisations, religious, refuge, police
(knowledge).
Specific basic skillstraining in individua and conjoint trestment early recognition, assessment etc,
management or trestment planning.
Culturaly sendtive training (especidly in brief, effective, early intervention) for indigenous groups
and people from non-English speaking backgrounds.

- Greater flexibility in deivery of education to rurd and remote, eg telehe . dth etc.
- National competencies - psychiatry, mental health nursing, psychology, drug and acohol workers,

teachers, generd practitioners, medica school, occupational therapy, socia work; competencies
for assessment, prevention, relapse prevention, brief intervention.

- Client Sdf-directed learning.
- Consumer perspective.
- Universty - diploma and masters, college, distance education, sdf directed learning and continuing

education.

Significant changes for carersand people with comorbid conditions which made a differenceto
their lives

Support services available aong the continuum of care - continuity of care. Improved



referrd and linking.

Barriers overcome.

Have a purpose now - no more boredom.

Hope.

Access to good information.

Changesin culturd barriers between service providers, consumers and carers. Consumers and
carers are included as part of treatment plan and are lessisolated. Relationship is a partnership.
Increased housing, employment, socia interaction and health.

Funding changes.

Range of support strategies, eg crisis and respite care, access to quality prompt
consultation/advice/counselling. Detoxification and rehab accommodation for young adolescent
people with something to do.

Integrated or co-case management - enhanced services. Reduction of sigma and discrimingtion.
Increased and improved access to services and trestment. Improved referral and linking.

Thetwo main barriersthat have been over come

»  Faling between sarvices.

*  Attitudes and behaviours.

e Owneship and ills.

*  Exdusvity.

»  Linkages across sectors (housing and education).

*  Fragmentation.
Consumers and carers no longer isolated.
Integration and collaboration in gpproach by al stakeholders especiadly drug and acohol and
menta hedlth with increased respect across disciplines.
Decreased personal, professiona and agency discrimination against patients/clients.
Regection of exclusive and confronting models.



Appendix 5

Definitions and descriptions

These descriptions are taken from Andrews, Hall, Teesson and Henderson 1999, The Mental Health
of Australians, Mentd Hedlth and Specid Programs Branch, Commonwealth Department of Hedlth
and Aged Care.

Anxiety disorders

Being anxious does not qualify one for an anxiety disorder. Diagnosis of an anxiety disorder requires
that specific symptoms are present over a period of time and that these symptoms are accompanied
by changesin thoughts, emotions and behaviour that substantidly interfere with the person's ability to
love and work.

Persons who have panic disorders have repeated experiences of sudden, sometimes unexpected,
attacks of disabling fear or anxiety. Agoraphobia isthe avoidance of stuationsin which ether help is
not available, or in which escape impossible, for fear that a panic attack may occur. Social phobiais
the avoidance of gtuationsin which oneis percelved to be the centre of atention in case of
embarrassment or humiliation. Generalised anxiety disorder refers to months of irrationa worry
about everyday things. Obsessive-compulsive disorder is characterised by repested, intrusive,
repugnant thoughts about blasphemy, contamination or harm, and by repeated actsto neutrdise the
anxiety generated by the obsessions (eg repested checking or hand washing). Persons with post
traumatic stress disorder suffer from the continuing intruson of emaotiondly laden memories of a
previous traumeatic event.

Substance use disorders

Consumption of acohol or drugs does not qualify a person for a substance use disorder. Substance
use disor der s (which include harmful use and dependence on acohol or other drugs) typically involve
impaired control over the use of acohol or other drugs. Obtaining, using and recovering from acohol
or drugs consumes a disproportionate amount of the user'stime, and the user continues to drink a cohol
or take drugs in the face of problems that they know to be caused by them. They typically become
tolerant to the effects of alcohol or drugs, requiring larger doses to achieve the desired psychological
effect, and abrupt cessation of use often produces a withdrawal syndrome. Many experience other
psychological and physica health problems, and their alcohol or drug use often adversely affects the
lives of their spouses, children, and other family members, friends and work-mates.



An|1CD-10 Harmful Usediagnos's requires a pattern of substance use that is causing damage to
hedth. The damage may be physica (eg hepdtitis from sdlf-administration of injected drugs) or menta
(eg depression secondary to heavy consumption of acohoal).

An|CD-10 Dependence diagnosis requires the presence of three or more indicators of acohol or
other drug dependence. These indicators are:

astrong desire to take the substance;

impaired control over drug use;

the occurrence of awithdrawa syndrome on ceasing or reducing use;

tolerance to the effects of acohol or other drugs, as indicated by needing larger doses to
achieve the desired psychological effect;

obtaining, using and recovering from acohol or other drugs take up a disproportionate
amount of the user'stime; and

the user continues to drink alcohol or take other drugs despite associated problems.

The problems should have been experienced for at least one month during the previous year to
quaify for adiagnoss.

Depression

The World Hedlth Organization's internationa Classification of Disease - 10th revison (ICD-10) lists
aset of criteriathat are necessary for a diagnosisto be made. For example, the criteriafor mild
depressive episode would be satisfied if the person reported two weeks of abnormally depressed
mood, with loss of interest and decreased energy, plus one of the following symptoms:

* lossof confidence,

*  excessvequilt,

*  recurrent thoughts of degth,

e poor concentration,

* agitation or retardation,

*  deepdisturbance, or

»  changein appetite.

Severe depression requires that five of the eight symptoms are present.



