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PSYCHOEDUCATIONAL GROUP THERAPY 

FOR THE DUALLY DIAGNOSED

I  INTRODUCTION

Working with individuals who have both substance misuse and mental illness is very difficult.  These people are very unhappy with themselves but often deny their responsibility for their unhappiness, preferring, while in treatment, to blame staff and the treatment setting for their problems.  Many staff who have never run a group will be leading psychoeducational groups for the first time.  For some, the idea of running a group is terrifying.  For those who have run groups, most feel it is good way to improve relationships with patients and to increase their motivation to accept the responsibility of helping themselves.  The more patients help themselves, the less custodial and more therapeutic staff’s role becomes.

All it takes to run a group is a little common sense, a little good will and a positive attitude-that the group is a fun way for staff and patients to learn.  This handbook has done its job if those reading it think to themselves “But I knew most of this already and have been using it with patients on  a one-to one basis”.  In learning to run psychoeducational groups staff are only being asked to recognise and improve existing  skills so that staff  can begin  appreciate why they are only able to help patients to help themselves.  If a staff member knows what he/she does right, he/she can do it more often.

II  LEADING PSYCHOEDUCATIONAL GROUPS

a.  The Handbook
This handbook was developed to teach professional staff to run psychoeducational groups with dual diagnosis patients.  It was designed to be used in conjunction with 10 one hour training sessions.  This manual is for all staff, using information from Psychiatry, Psychology, Social Work, OT, Rehabilitation Counselling and Nursing departments to provide information about addiction and mental illness in an organised and systematic manner.  No matter what your professional affiliation, running groups will:

· teach you some new information

· give you a new skill and role in dealing with patients

· give you a relief from the everyday functions which your normally perform

This handbook provides the tips for running groups, information which will help you with the content of the sessions and an explanation of the structure of the groups.  We will be use the same problem-solving approach for all the issues we teach, hoping that patients will learn the format and apply it to solve problems they encounter in their recovery.

b.  Psychoeducational Rehabilitation 

The basic assumption of psychoeducation is that life skills can be taught and people can learn new ways of solving problems.  A range of skills have been taught using this approach, ranging from how to live life after a heart attack, to how to manage a schizophrenic child.  Most of the important things people do (marriage, parenthood, etc.) we are not taught to accomplish so we learn by repeating what we see in our family of origin, or by trial and error.  If you ever bought a self-help book, you have used psychoeducation to improve your life.  Possibly, the book offered you some concrete ideas which helped the situation which caused the problem.  The results of the psychoeducation are good.  For example, for years it was expected that physically abused children were likely to abuse their children.  One social worker* is using a psychoeducational approach, with success, to prevent the cycle of abuse.  Parts of the models of AA, NA, Al-Anon and therapeutic communities, are based on the theory that people can control a problem better if they understand it, and can use problem solving techniques they are taught, to exert control. The basic assumptions, therefore, are that people will learn new skills to apply to their personal lives with practice can use the skills consistently enough to cause changes in their lives.

c.  Goals

1.  Unit Goals:  The dual diagnosis patient is one who has only recently come to prominence in the psychiatric literature (Miller,1994). How much of the depression, thought, disorders, impulsive anger and character disorders that are seen in these substance misuser are caused by the drugs they have taken?  How much of the substance misuse is an attempt to self-medicate their depression, thought disorders impulsive anger and character disorders  which existed before the substance misuse ?  One thing is reported consistently by substance misusers - they feel they stopped growing as people at the time they began to misuse drugs regularly (usually adolescence).  Therefore, whether psychiatric problems preceded substance misuse or the opposite occurred, these individuals now exhibit signs of mental illness as a result of their lack of development at a time of life when most adult social knowledge is learned.  On an inpatient unit, as the veil of drugs clears, individuals are faced with many realities which they do not know how to deal with.  An easy avoidance technique is to deny they have problems.  But if they, are successful in being discharged while denying their problems, they will be non-compliant with out-patient treatment, believing they are not in need of  help.  The ultimate unit goal is to decrease these patients’ need to rely on the hospital, by improving their capacities to rely on themselves.  Therefore, the unit goal is to decrease denial and increase patient’s belief  that they can learn to take responsibility for their lives through accepting help.

2.  Patient Goals:  As mentioned, inpatients who are dually diagnosed face many dilemmas:

· After having destroyed much of their lives, they must if it is possible/worthwhile to change and repair their lives.

· If they decide to change, how can they compensate for the deficient social skills which they have not improved since adolescence, in the way other adults have.

· If  they decide to try to change, how do they manage the intense feelings which they may have always had which the highs and lows of addiction have intensified?

· How do they form a new identity?

Because psychoeducation gives them simple and clear information to try to apply to their lives, it provide patients with skills to change their lives.  The topics we have chosen address the issues commonly identified by those wanting to change.  It is hoped that each group will offer a few concrete suggestions that they can remember in order to believe it is worthwhile to change.  If  we cannot expect major changes in 10 sessions, we can expect sufficient change to motivate them to find a way, upon discharge, to try to keep changing.  Our goals for patients therefore, to increase motivation and find ways for clients to change by addressing their issues.   If they have a few new thoughts each group, they may realise that there is always a another way to try to change, even if they have tried before.

d.  Preparing yourself to run groups

Therapist’s expectations often predict the rate of a patient’s progress.  If you believe that schizophrenics are too disturbed to learn to manage themselves, it is likely that your schizophrenic patients may always need custodial care.  As mentioned earlier, it was once believed that little could be done to prevent abused children from becoming abusing parents because their self-images were ‘damaged’.  By changing expectations (one is not a passive victim of misuse but an active survivor), therapists have more recently dropped the ‘damage’ concept and have capitalised on the survival strengths of abused individuals to overcome their habits of thinking and acting abusively.  Abused people have found hope and skills towards developing non-abusive relationships.

What is believed about substance misusers and the mentally ill ?  Certainly the mental health field has had little success, overall, at treating addictions.  We all probably know one alcoholic or drug addict who went through multiple psychiatric treatments with little success, and if  we have worked in psychiatric hospitals, we are well aware of the high percentage of patients who revolve in and out of the doors of our institutions.

But the question is whether the low ‘recovery’ rate is due to the nature of their illnesses or to our lack of knowledge and funding available for treatment.  The answer isn’t yet known.  In Georgia, there is a sobriety rate of over 90% for addicted physicians who have entered their rehabilitation programme* and this recovery rate remains 2 years after entering the programme.  In the 1960s when half- way houses were well funded, the number of days which chronic psychiatric patients spent in hospitals dropped significantly.

In preparing yourself to run groups, you must start by challenging your own expectations.  Do you believe that a person who has relapsed repeatedly can really become abstinent ?   Do you believe that we can prepare people to use their strengths and supports in the community ?  If so, you will run a believable group and patients will be eager to learn from you.  Your belief that they can change reflects more respects of patients than they have of themselves.

This is a new rogramme.  Therefore it offers a new chance and hope for dual diagnosis patients.  It is based on the assumption that our patients can grow.  If  they don’t, we should think about how we can improve the programme first, before we assume they can’t be helped.  A major part of running these groups will be to notice what works and what doesn’t.  In this way the lessons we teach can be continuously improved. 

Running inpatients’ groups

Not everything that goes on in a group has to do with the patient’s reactions to the group.  There are ward issues that now affect how they act.  Being aware of these allows you to understand some of the reactions you see, which appears to have nothing to do with the groups.

· There is no confidentiality; things are repeated outside the group and written in charts.  This may cause some patients to keep silent, while others may try to appear less paranoid than they may feel.

· There are ward rules that apply even in groups (non-violence, respect to staff , etc.) which affects patients in the same way as lack of confidentiality.

· The staff leave the ward when their shift end.  Patients remain with one another 24 hours a day.  This can both increase agitation between patients and increase friendship bonds which will be evident in the way patients interact in groups.

· Being isolated from the world tends to increase the sense of personal isolation that most mentally ill and substance misusers feel.  Being locked away makes them feel more different.  While this may cause some to reach out or to become dependent on staff, others may feel resentment towards group leaders who the see as representatives of the society which rejects them and locks them away.  The dependent person may attempt to say things they think the leader wants to hear, even when everyone knows s/he is being dishonest.  The angry patient may attempt to disrupt the group whenever the group challenges the denial (“ I didn’t ask to come here. Others say I have problems.  It’s their fault that I am here”) by confronting him/her with the responsibility in his illnesses.

· This way the patients reaction to the issues depends upon what will maintain their low self -esteem.  But the opposite actions may help different patients. The angry patient may have his/her denial challenged by the dependent patient and they will get on each other’s nerves.  There will be multiple examples of this which you may encounter.

How do staff deal with these issues? By remembering that each patient is only trying to maintain his/her self- esteem.  But if the leader believes that there is nothing worse about a mentally ill substance misuser that there is about oneself, the patient will have no need to deny his/her illness in that group.  In section D of this handbook, we explored the need for leaders to confront their feelings about these illnesses.  If we believe that our patients are less fortunate that us in having major illness against which they must fight every day, just to maintain the level of opportunity that others have, then our patients will hear that message in our attitudes.

  A person only needs to deny mental illness if he/she  thinks it is “awful” to be “crazy”.  Others can live with mental illness if they consider it, like diabetes, as a lifelong condition which no one wants, but can learn to manage.  Likewise, being an alcoholic, having a “hot temper”, feeling scared of others, feeling insecure, etc. are conditions which people don’t want, but can learn to manage.  Therefore, by gently confronting denial while urging self-acceptance of oneself with one’s faults, therapists can often prevent outbursts in groups.  “We all have weaknesses and bad habits” may be a useful phrase.  Another example is “OK, Mr. A and B, you don’t like each other because Mr. A has learned he must hide his faults and act ‘together’ while you have learned you must face and discus yours.  Accepting the fact that others are different to how we want them to be is helpful, as it allows us to accept that that we have parts of ourselves which we would like to be different.”

Generally, you have to “put your money where your mouth is”.  If you suggest patients should accept their faults, you must be prepared to allow them to point out your faults, and see if you can accept them.  A good phrase to use is “That’s interesting, I’ll have to think about that”, because you neither accept the criticism nor reject it.  A final useful tip is to talk about how “we” manage our problems rather than how “they” must manage theirs.  It signals that everyone has problems managing anger, accepting illness, etc.

One author, Irvin Yalom (1975),  who writes about in-patient groups, describes the following as the factors that promote growth in groups:

a.  Instillation of hope: By seeing other patients who are leaning to manage their problems, more disturbed patients may believe there is hope for change.

b.  University: Most patients feel isolated and different.  By learning  they are not alone in their problems, weaknesses and miseries, they may feel reconnected to the human race.

c.  Imparting information:  It’s one thing to accept one has a problem and another thing to know how to manage it.

d.  Altruism:  This means giving to others.  By giving help to others patients learn they have valuable qualities to offer.  Patients often feel  more helped by one another than by staff, because they value another’s similar dilemmas.  By learning the joy of giving, they may realise is not so shameful to put another in the role of giver, when they ask for help.

e.  Correction of family life: The first group we belong to is a family.  Each family has its own problems.  Being in a group that doesn’t have the same problems, may allow people to realise they can get different, and better responses from other as adults than they might have received from their parents when they were children.

f.  Development of socialising techniques: Not only will we be teaching people how to relate better through the content of the discussions, but also by modelling good behaviour.

g.  Imitative behaviour: People imitate the good qualities which they admire in others in a group.  This imitation serves as practice for learning to act another way.

h.  Catharsis: This means having an emotional release.  Sometimes one person’s comments will have great personal meaning to someone else who may respond emotionally.  When this is an honest reaction, it is a sign that denial has been challenged and that the person has stared to accept something about him/herself.  Others may pretend to be having a cathartic reaction, in order to feel close to someone.  People who do so are often too vulnerable to be confronted at the moment, but may respond well later to a statement about how difficult it must be to have to go to such lengths for attention.

i.  An understanding of one’s place in the world:  We all have issues we must deal with- finding meaning in our lives, taking responsibility for our freedom and accepting what we can’t control etc.  These issues are addressed directly and indirectly  in groups.

j.  Belongingness: By feeling a valued part of a group or community, patients combat the fear of being alone in the world.  We can all tolerate being alone, if we believe we can also belong.  

k.  Interpersonal learning:  Not only will we be teaching people behaviours that will allow them to get along with others, but also we will be demonstrating this through our own behaviours.

There is a theme in Yalom’s factors.  People learn less when corrected for their errors  and more when they are complimented for the things they are currently doing adequately.  People also learn more by watching and imitating than by talking over information.  If we teach “How to manage your anger”, the patients are likely to try to anger us, to see how we manage our own anger.   This is not just testing us.  They also hope we can manage our anger, so they can see how to do so, which is more powerful than being told how to do so.

III  THE PROCESS

a.  Content outline

In this series of sessions, each will follow the same outline, a cognitive therapy,  problem solving approach.  One reason for this consistency is so that patients are not surprised by how information is presented and can concentrate on what is presented.  The problem solving approach is one we all use in examining how to solve confusing issues.  We use it repeatedly here, hoping that patient will become accustomed to the approach and can use it to solve some of the many problems we do not have time to cover.  In reading the outline, consider whether you use a similar approach to solve your own problems.

STEP
PROCESS
WHO DOES



1

2

3

4

5

6
Define issue and problem (i.e.: managing anger).

Ask patients to list some aspects of the problem (e.g.: patients list some possible responses when they get angry).

Re-define the problem adding information or ideas (e.g.: indicating that all the responses listed by patients fall into 5 categories of anger).

Evaluate the pros and cons of the alternative listed (e.g.: what’s good and bad about each of the 5 styles of responding to anger ?).

What keeps people from acting in the positive ways they know.

Homework assignment
Staff

Patients

Staff

Patients

Staff and patients

Staff

b.  Topics

To start the psychoeducation project, a small number of lessons had to be decided upon.  The 10 topics/skills most important for dual diagnosis patients to learn were determined by surveying a multiprofessional sample of clinical staff in two inpatient psychiatric facilities.  Each topic has an issue which made the topic seem relevant to teach.  These are as follows:

TOPIC
ISSUE(S)



1.  Types and symptoms of mental illness

2.  Types and symptoms of addiction

3.  Treatments of mental illness

4.  Treatments of substance misuse

5.  The special problems of dual diagnosis patients

6.  Knowing your needs

7.  How to offer and accept help constructively

8.  Managing anger

9.  Caring for your body and allowing it to care for you

10.  Setting goals


Everyone experiences some symptoms in their life.  It is not a condition to be embarrassed by but rather an illness to be managed, like diabetes.

Denial prevents people from understanding or acknowledging their condition.  Denial is not ‘badness’, but rather a symptom that causes other symptoms such as manipulation, irritability, relapse etc.

Medication sharply reduces symptoms but can have side effects.  They do not solve the problems that may have triggered a relapse or that have resulted from mental illness.  Therefore treatments must include social re-education (therapy) and social supports.

Because the addiction and denial comes from a part of the brain that people can’t talk to or directly control, treatment must affect behaviour, thoughts, habits and beliefs.

By using drugs during the years that others have been developing relationships, a recently abstinent addict will still have many severe personality or character problems which constitute a form of mental illness.  But also, many individuals were drawn to addiction when they saw differences in their thoughts and feelings from those of their friends.  Either way, when sober, they must address these factors of mental illness.

Most people believe that being ‘in need’ makes them vulnerable and feel danger.  They consequently avoid understanding their needs and never learn how to fulfil themselves.

Fear of being vulnerable and pride in appearing clever or ‘together’ prevents people from offering and accepting help constructively.

To most people anger is the same as wanting to hit out.  They hit out or avoid doing so by acting passively, rather than using anger constructively and assertively.

Drugs and mental illness cause people to become disassociated from their bodies.  By re-connecting with their bodies, people have the sense of a friend which can contain and relieve their pain.

Often people do not set goals because they are afraid of failing to achieve them.  Overcoming perfectionism and learning to learn from one’s mistake without self-blame is a  skill.

c.  Process outline

These groups were designed to run twice weekly for a two month period.  Two groups of 8 patients will attend sessions 1 – 5 during the first month, then progress to the more informative sessions 6 - 10 the following month.  That means that we teach 2 groups every week, finishing the cycle in 8 to 10 weeks.  Then two new groups can form and begin the cycle again.   By keeping the programme running in this manner, all patients on the unit will be able to attend all of the lessons in a relatively short period of time.  This puts on small staff groups which can be overcome if everyone is willing to become experts at teaching a few different lessons.

The following is a step-by-step account of what will happen in each group:

1.  The leader will introduce the purpose of psychoeducation.

2.  The leader will ask for volunteers to talk about anything they learned or did with their homework assignments.

3.  Introduction of topic and the issue by staff.

4.  Staff *  ask patients to list some aspects of topic.  Staff first allows free discussion, and then asks silent members to contribute one by one, by calling their names.  As a patient volunteer writes down the alternatives which patients state, the leader is marking credit forms to indicate patient participation ** .  The leader should also acknowledge or agree with all comments made by patients as a short term reward (reinforcement).

5.  Patient volunteer reads list which patients have made.

6.  Leader will review list or add information.

7.  Leader will ask patients to decide what is good or bad about some aspect of the problem.

8.  Staff notes that since patients are aware of the good and bad points of this issue, it is not lack of knowledge which prevents them from acting in their best interest.  Staff suggest some things which might interfere with their ability to apply the knowledge to their best interest and ask for comments.

9.  Leader suggests a homework assignment which may help them overcome the barrier to helping themselves.

10.  Staff give feedback and credits for patient participation.

d.  Hints about group process

· Groups must feel safe.  Leaders must verbally correct and, if needed, physically remove patients who are threatening, disruptive, agitated, overly demanding of attention or who attempt to humiliate other patients.  Another way to make patients feel safe is for the leader to give a personal example of the problem under discussion, if it is felt that the topic is arousing agitation in patients.  This helps because, if ‘normal’ people have this problem, then it is easier for them to face up to the problem.  Many leaders may feel uncomfortable giving personal examples.  It is also OK to say “I know someone who …”.  The best time to offer such personal comments is when you see patients can’t imagine any successful solutions, when they are feeling hopeless or so anxious that they are preferring to deny rather than examine the problem.

· Smiling and making eye contact is the best way to get people to pay attention.

· If you can comfortably joke with patients or encourage them to joke about their own faults, the faults will appear less overwhelming.  It also increases personal and group involvement.  However, be sure that the person and all other patients are aware that you are laughing with the person as a sign of respect for them, rather that at the person.

· If you sense discomfort or people are walking out, mention that the topic is a hard one for anyone to deal with and that patients must trust their own strong feelings they are experiencing (this implies that you trust their feeling and may allow them to sit still with the feelings).  Experience has given them these reactions, particularly the experiences they had growing up.  It is often useful to tell patients that they learned what to feel before they learned how to think about what they felt so that feelings are habits which are hard, but not impossible to change now that they are old enough to think about their feelings.  Give them a few minutes to think about relevant past experiences when they were children, particularly how their families felt about the issue.  Remind them of how early they learned their first reactions.  Then you can ask if anyone has thought of anything they need to share.  If there are no personal thoughts from patients, this is a good point for staff to volunteer an example of their own.

· With the patient who always disagrees, thank him/her.  This is a compliment if they are sincerely attempting to share information.  If they are trying to be rebellious this is a polite way to show them that they are not affecting you.

· The attention seeking patient may be more silent if he is asked to give others a chance to speak, and is rewarded with extra smiles or eye contact when silent.

· If someone is talking for too long, interrupt apologising for the interruption but reminding the person that each group has limited time and a lot of information to cover.

· If a patient is silent but clearly involved, give an example of something you are discussing, using that patient’s name or behaviour.  It will reward his/her involvement and encourage his/her participation.

· If 2 patients are engaged in destructive verbal confrontation, always address the less disturbed and ask him/her to have the control to allow you to deal with the situation.  Then remind both, keeping eye contact with the more disturbed patient, that their differences are ways that each survives.  Suggest that if they can learn to tolerate what they don’t like in each other, maybe they can learn to tolerate what they dislike in themselves.  If the confrontation continues, very firmly tell each that their jobs as patients are to improve their ability to get along and that their behaviour show they have more work to do before they can survive outside the hospital.

IV  THE LESSONS

In the next 10 sections of this handbook, each session will be outlined so that staff may review the information to be taught to patients. It may seem daunting to see so much information and feel responsible for knowing all of it.  But you may only be asked to specialise in one or two lessons at a time.  Since you will be responsible for only a limited amount of knowledge, it is more important to consider these lessons as if you were patients, considering their questions and reactions to the material they will be presented.  This is the best preparation for teaching.  Very soon the information we teach becomes rote and almost boring.  But we will always be challenged by new comments and questions by patients.  We do not need to know all the answers.   It is more important to be able to support patients for asking questions.  We can always come back with an answer a day or two later.

Manual format: This manual contains 10 psychoeducational sessions that are broken into two major section.  The 5 five sessions concentrate on basic facts, whilst the remaining 5 sessions focus on the patients in the groups. The facts presented in sessions 1 - 5 may be new to some of you, and therefore you may have to learn them in order to teach them.  However, to the patients, they are just facts, and easier to listen to.  For sessions 6-10, the lessons concentrate on self-management skills, which are common sense to teach, but which are emotionally charged topics which are hard to learn.  The dual diagnosis historical context chapter that precedes the 10 sessions is provided to impart a basic understanding of the historical issues and treatment implications for effectively dealing with the needs of the dually diagnosed patients in your care.

V. DUAL DIAGNOSIS CONCEPTS:
TYPES OF DUALLY DIAGNOSED PATIENTS

Sciacca (1991) noted significant differences between mentally ill chemical addicted (MICA) patients and chemically addicted mentally ill (CAMI) patients  (in both mental health and addiction treatment settings) that have an impact on treatment planning and service delivery for the dually diagnosed.  The term dual diagnosis is somewhat broad and misleading (for example; mental illness and learning disabilities are dual diagnoses).  The distinction between MICA and CAMI patients has a significant impact on the selection and use of a variety of intervention techniques and strategies.  MICA patients generally present with symptoms of severe and enduring mental illness that has been complicated by an addiction to a psychotropic drug(s).  CAMI patients are characterised by their chemical addiction with the subsequent development of a concomitant severe and persistent mental illness.  Traditionally, MICA patients have gravitated toward mental health treatment systems, while CAMI patients have generally sought treatment in addiction treatment settings; each with varying degrees of success (Bachrach, 1986‑87). 

Mental illness and substance misuse must be approached differently for both groups for effective therapeutic outcomes to occur (Sciacca, 1991).  The severe and enduring mental illness of MICA patients makes it difficult for them to engage in the motivational interviewing or more restrictive treatments often used in addiction treatment settings (Bachrach, 1984).  On the other hand, CAMI patients often require relief from the effects of addiction and withdrawal before they can fully focus on their treatment for the psychological and social issues that have emerged or intensified as a result of their addiction. 

The terms MICA and CAMI were introduced by the New York State Commission of Quality of Care for the Mentally Disabled (NYSCQC)(1986). The commission's report made it clear that the term denoted individuals with severe, persistent mental illness, accompanied by chemical misuse and/or addiction. To differentiate persons who have severe alcohol and/or drug addiction with associated symptoms of mental illness, but who are not severely mentally ill, the term chemical addicted mentally ill or CAMI has come into common usage (NYSCQC, 1986; Sciacca, 1991.

Effective treatment of MICA and CAMI patients requires diagnostic clarification as the initial step in successful care planning.  To address the problem of multiple diagnoses of mental illness and substance misuse, clinicians from addiction and/or psychiatric backgrounds must learn to make the clinical formulations for each of the concomitant disorders, using clear diagnostic standards and evidence based assessments.  The consideration of which disorder came first, important in considering aetiology, should not interfere with the diagnosis and treatment of persistent conditions that exist and simultaneously interact on a functional level (Breakey, 1987; Miller, 1994).

The following list identifies many of the characteristics that distinguish MICA and CAMI patients which can be quantitatively assessed and addressed through a variety of treatment techniques:
MICA Characteristics

  “1. Severe mental illness exists independently of substance misuse; persons would meet the 

    diagnostic criteria of a major mental illness even if there were not a substance misuse 

    problem present.

  2. MICA persons have a DSM-IV-R, Axis I (American Psychiatric Association, 1987) 

    diagnosis of a major psychiatric disorder, such as schizophrenia or major affective 

    disorder.

   3. MICA persons usually require medication to control their psychiatric illness; if 

    medication is stopped, specific symptoms are likely to emerge or worsen.

3.  Substance misuse may exacerbate acute psychiatric symptoms, but these symptoms 

generally  persist beyond the withdrawal of the precipitating substance.

   5. MICA persons, even when in remission, frequently display the residual effects of major 

    psychiatric disorders (for example, schizophrenia), such as marked social isolation or 

    withdrawal, blunted or inappropriate affect, and marked lack of initiative, interest, or 

    energy. Evidence of these residual effects often differentiates MICA from populations of 

    substance misusers who are not severely mentally ill.

 CAMI  Characteristics

   6. CAMI patients have severe substance dependence (alcoholism; heroin, cocaine, 

    amphetamine, or other addictions), and frequently have multiple substance misuse and/or 

    polysubstance misuse or addiction.

   7. CAMI persons usually require treatment in alcohol or drug treatment programs.

    CAMI persons often have coexistent personality or character disorders .

  8. CAMI patients may appear in the mental health system due to "toxic" or 

    "substance-induced" acute psychotic symptoms that resemble the acute symptoms of a 

    major psychiatric disorder. In this instance, the acute symptoms are always precipitated by 

    substance misuse, and the patient does not have a primary Axis I major psychiatric disorder.

  9. CAMI patients' acute symptoms remit completely after a period of abstinence or 

    detoxification. This period is usually a few days or weeks, but occasionally may require 

    months.

  10. CAMI patients do not exhibit the residual effects of a major mental illness when acute 


     symptoms are in remission.”   

                                                                                      (Sciacca, 1991, Chapter 6)

HISTORICAL CONTEXT

The chronic mentally ill patient who also suffers from substance misuse problems (drugs, alcohol or both) poses a unique set of difficulties for treatment programming.  Such patients present a variety of individual, social, financial, and political challenges to effective programme planning, design, implementation, and evaluation.  Dually diagnosed patients not only require intensive psychiatric treatment for mental illness, but concomitant treatment for substance misuse symptomatology as well.   As a consequence, these patients tend to stretch the ability of traditional community-based treatment programs to deliver adequate services to effectively meet their multiple treatment needs. Such problems in mental health delivery and prevention systems have led to the development of a variety of treatment models designed to treat mentally ill chemical misuse (MICA) patients  (Bachrach, 1984; Drake, Antosca et al.,1991; Minkoff 1987).   This section reviews such models.  Their underlying theoretical and philosophical assumptions, and historical development demonstrates the utility of each model to adequately meet the multiple needs of MICA patients.

De-institutionalisation and the corresponding increase in the number of homeless mentally ill has been associated with the emergence of a growing population of patients with concomitant mental illness and chemical misuse (MICA patients) (Drake, Osher & Wallach, 1989).  Numerous studies have demonstrated a rate of substance misuse and or dependency among the mentally ill at between 32% and 85 % (Safer, 1987; Schwartz & Goldfinger, 1981).  MICA patients are the most frequently cited population of dually diagnosed patients in the professional literature (PsycINFO, 1993).  They have been reported to utilise higher rates of acute hospitalisation, have histories of more housing instability, homelessness, criminality, and homicidal or suicidal behaviour than either the mentally ill or chemical misusers alone (Caron, 1981; Drake et al. 1989; Osher & Kofoed, 1989; Safer, 1987).  Poor medication compliance and response to treatment have also been linked to this dual disorder (LaPorte, 1989; McClelland, 1986).

Although remarkable progress has been made in improving general health for developing nations, unfortunately this has been accompanied by a deterioration in mental health for the dually diagnosed and other populations.  In many areas outside Europe and North America, reported cases of schizophrenia, depression, dementia, and concomitant substance misuse have risen dramatically.  In low-income societies, 24.4 million people will be affected by some form of mental illness by the year 2001.  This is an increase of 45% since 1985 (Kleinman & Cohen, 1997).  Rapid urbanisation, chaotic modernisation, and economic restructuring of many societies have fractured social supports and extended family structures, increasing violence, substance misuse and suicide (World Health Organisation [WHO], 1995).

Dually diagnosed patients in these low income societies are particularly affected by the lack of clinical resources and options because their multiple disabilities require more clinical resources than are generally available.  When combined with an increase in overall use of both medical and psychiatric care facilities, dually diagnosed patients generally are not treated in programs designed to meet their multiple needs (WHO, 1995).   In developing nations the clinical needs of such patients must be evaluated in the context of their social structures to effectively treat this difficult and growing population in a culturally sensitive manner (Kleinman & Cohen, 1997). 

 MICA patients have not only created significant treatment challenges for traditional treatment programmes, but for the entire mental health and addiction treatment care systems (Minkoff, 1991).  Bachrach (1986‑87) has referred to MICA patients as "system misfits" who do not fit the typical 'patient profile' within either the mental health or addiction systems of care.  Traditional mental health programmes are often poorly equipped to address dependency and ongoing intensive recovery needs of MICA patients.  Addiction programmes generally have difficulty treating MICA patients with psychotic symptoms or who require medication and psychotherapy to address a variety of mental health issues.

Historically, treatment modalities for dual diagnosis populations have been developed to deal specifically with symptom reduction and long-term rehabilitation for each particular population.   However, these programmes have had limited degrees of success in treating the dually diagnosed (McLellan, 1986; Schucket, 1985).  MICA patients have multiple treatment needs and interactive symptoms, requiring a more integrated approach than is generally employed (Breakey, 1987; Miller, 1994).  Depression, delusions, and hallucinations, for example, are often related to, caused by, or intensified by substance misuse and addiction (Minkoff, 1987). 

Breakey (1987) notes that there are few, if any, efficacy or evaluation studies among the MICA treatment program reports published in the professional literature.  He also notes that most of the published reports have been descriptive and anecdotal in nature, generally describing the treatment strategy that was developed for MICA patients, but failing to report their clinical findings.   Minkoff (1987) contends that MICA patients can receive effective treatment that will directly address their addiction and mental illness, but only in programmes that are designed to specifically address both constellations of symptoms. 

 A variety of hybrid programme models have been proposed and developed to meet the multiple clinical needs of MICA patients (Evans and Sullivan, 1990; Minkoff 1989; Osher and Kofoed, 1989). These models generally fall into one of two categories.

1. Disease-specific models with modifications ‑ These traditional substance misuse or mental health programmes attempt to treat the multiple symptoms of MICA patients by incorporating additional mental health treatment or addiction counselling into their spectrum of services.   Despite these enhanced techniques, the primary clinical focus in such programmes generally remains on the principal diagnosis of mental illness or substance misuse.   Disease-specific programmes often link their patients to other treatment programmes to address those symptoms that cannot be resolved in the original programme due to staffing, modelling, or other.constraints.  In mental health programmes that link patients with substance misuse programmes, a traditional approach to treating either mental illness or substance misuse can be utilised.  Because of this, the combination of multiple treatment programmes is more of a treatment strategy than an independent model.  Thus, programmes using linkage models can be considered hybrids of existing disease-specific programme models.

1.  Integrated programmes:  These programmes incorporate the clinical resources and systems necessary to not only meet the multiple clinical needs of MICA patients within a single programme, but do so in an individualised manner, customising treatment planning and services to meet the needs of individual MICA patients.   Integrated programmes provide a mix of services, such as group and individual rehabilitation therapies, psychoeducation, case management services for long- term follow-up, and other expressive therapies to treat mental illness.  Most integrated programmes for MICA patients also provide substance misuse treatment, pharmacotherapy, and group therapy that specifically address the independent living needs of patients recovering from both mental illness and addiction.  With such a wide array of services, integrated programmes can tailor services to meet the specific needs of individual patients.  Patients who appear to misuse substances in an effort to self medicate can be provided with treatment plans that emphasise recovery from mental illness.  Other patients who present with severe addiction symptomatology and secondary symptoms of mental illness can have their treatment focused more on the recovery from addiction.  In this way the specific needs of each patient can be effectively addressed.

Most disease-specific treatment models for MICA patients emphasise sequential programme modelling in which patients attend further treatment after they have met their current treatment goals in substance misuse or mental health (Minkoff, 1991).  In cases where patients are linked to other disease-specific programmes to resolve those issues that cannot be treated in the original programmes, the hybrid linkage strategy is often used. 

Such hybrid strategies emphasise a parallel treatment process that requires patients to 

attend further treatment in another programme for the mental health or substance misuse treatment they cannot receive in their current programme.  Such parallel service systems attempt to deal with both addiction and mental illness simultaneously, while independent disease-specific, sequential models first treat the mental illness or substance misuse, then send the patient to another programme to work on the remaining symptoms.

However, in both disease-specific and hybrid linkage programmes, generally only one treatment philosophy is stressed for MICA patients and it is typically substance misuse treatment (Minkoff, 1991).  In such programmes, mental illness and underlying pathology are often treated as secondary to the substance misuse and the primary treatment phases and components generally mirror that of traditional substance misuse treatment programmes (Osher & Kofoed, 1989).   This may be due to the fact that withdrawal from substances is often the most emergent problem for MICA patients who seek assistance.  Consequently, the addiction symptomatology becomes the primary focus of diagnosis and initial treatment, and guides the treatment planning process.  This results in a concentration on treatment for addiction and minimises the focus on mental health and recovery from mental illness.

Effective treatment for either the addiction or mental illness symptomatology first requires clinicians’ understanding of the interaction between all presenting symptoms.  Thus, the first step in meeting the treatment needs for MICA patients is a complete assessment of all presenting symptoms.  However, in many traditional disease-specific programme models, initial assessment instruments are often selected to measure only the aspects of the patients' symptom constellation that can be treated at that facility.  Consequently, other deficits, such as medical illness, history of trauma, skill deficits or inadequate/dysfunctional support systems, perceptual disturbances, and deficits in cognition are neglected (Koegel & Burnam, 1988).  Conversely, integrated programmes are generally designed to consider the full range of patients’ symptoms and distress into account, and customise treatment to meet these needs.

The development of these models has been based less on the clinical efficacy of the models, but more on availability of funding and political interest in treating specific patient populations (Humphreys & Rappaport, 1993).   This fragmentation of programme models has been perpetuated through the development of artificial and arbitrary administrative divisions at National, regional, and local levels, without regard to clinical measures of success for the various programme models.  Consequently, it is possible that many public sector and grant-funded programs continue to be financed through a variety of funding streams with little or no demonstrable clinical success.  This divertss critical funds from those programmes that use more clinically viable models. 

TREATMENT MODELS FOR THE DUALLY DIAGNOSED

The use of an integrated model appears to have distinct advantages over disease-specific models of care for MICA patients.  A detailed review of the historical development, theoretical/philosophical assumptions, model components, and efficacy highlights these strengths as a model for effective treatment.

Over time, established research and treatment programs for population-specific diagnostic categories have produced barriers to patient care.  This is due to overspecialisation of treatment programming and tends to limit access or reduce services for the dually diagnosed.  Clinician, programme, institutional, and funding biases have contributed to the development of programmes that are focused on treatment within disease-specific categories, such as mental illness or substance misuse.  These biases are generally in the direction of treatment of primarily single diagnosis symptomatology.   They have resulted in the development of treatment programmes and associated techniques that concentrate on one aspect of patient pathology while excluding others, such as psychotic spectrum and mood disorder symptomatology.  Self-help programs such as Alcoholics Anonymous (AA) and Narcotics Anonymous (NA) Programmes are examples of programmes that use such treatment strategies (Cummings, 1993).  

Many AA and NA programmes discourage the use of all substances, including psychotropic medication used to treat mental illness (Ridgely, Goldman & Willenbring, 1990).   This ignores the biologically based causes of mental illness and limits biologically focused treatment for psychosis, depression, and many other symptom constellations.  In many of these programmes, all aspects of care that appear to be in conflict with the goal of moral and social improvement that underlies the 12-step method used in AA and NA are discarded as potentially harmful to the substance misuse treatment.  Thus, severely disabled MICA patients may only receive part of the treatment mix they need for full recovery from both mental illness and addiction.

In general, this bias within systems of care, or paradigm bias, is due to the evolution of separate administrative divisions and funding pools that foster effective political and administrative organisation at the expense of creative and innovative clinical care.  Artificial and arbitrary divisions at the National, regional and local government levels continue to promote this process and consequently prevent programmes from developing joint projects or crossing service boundaries to more effectively treat and manage patients with multiple diagnoses (Drake, Osher, Wallach, 1991; Ridgely et al., 1990).  Often otherwise eligible patients who seek treatment at disease-specific programme facilities and who happen to have co‑existing disorders are refused treatment, or are prematurely discharged from such treatment programmes solely on the basis of their category of pathology (Galanter et al, 1988).  This situation has caused many population specific treatment programmes to be overutilised and restrict entry due to space limitations, while other, less restrictive community mental health programmes remain underutilised (Cummings, 1993).

Prior to de-institutionalisation, almost all types of dually diagnosed patients received care from an integrated state hospital system.  However, with the reduction of long-term, institutional beds came a corresponding rise (albeit slow) in various streams of funding for community mental health centres and more recently for substance misuse programmes.  In addition, separate funding streams were also developed for the long-term community-based treatment of learning disability and child/adolescent disorders.  Each of these funding streams produced a corresponding division in both clinical research and service delivery.

The philosophies of treatment tended to vary as new funding streams and divisions of services developed.  Mental health centre models tended to adopt a medical or biochemical deficit philosophy, while substance misuse programmes developed treatment programs that were based on an internal character deficit philosophy (Valliant, 1983).  Other funding streams for learning disabled and adolescent disorders produced programmes based on combined medical and social environmental/ecological deficit philosophies (Humphreys & Rappaport, 1993).

Brower, Blow and Bereford (1989) identified five distinct treatment philosophies that have emerged in disease-specific treatment programme models.  He writes that many programmes typically employ moral deficit, learning/behavioural, disease, self-medication, or social deficit philosophies of treatment.  Though each of these treatment philosophies have advantages when applied to a target population, each are compromised by their rigid adherence to that particular philosophy and are therefore limited in their effectiveness.

The moral deficit philosophy is historically the oldest model for both substance misuse and mental health treatment.  In this model, mental illness results from a moral weakness and lack of willpower. The goal of rehabilitation is to increase the patients' willpower to resist their 'evil' cravings for substances or resist the irrational urges of mental illness and become ‘good’.  Though the moral deficit philosophy has the advantages of holding patients accountable and responsible for the consequences of their actions, the major disadvantage of this treatment philosophy is that it places the treating clinician in an antagonistic relationship with the patient.  In such programmes, clinicians must adopt a judgmental stance that is blaming and punitive.  The moral deficit philosophy is often embraced by patients themselves who feel guilty for their past actions and who readily assess themselves as bad and weak willed.  Though this treatment philosophy may help some chemical misusers, it could be disastrous for the MICA patient, who has no control over the biochemical imbalances that caused the mental illness or the substance misuser who may be hypersensitive to blame.

Disease-specific programs utilising a learning/behavioural philosophy assume that substance misuse and other deficit behaviours are caused by the learning of maladaptive habits (Marlatt, 1985). In this case, the patient is viewed as someone who has learned 'bad' habits through no particular fault of their own.  The goal of treatment is to teach new behaviours and cognitions that are more adaptive.  The main advantages of utilising this model are that clinicians are neither punitive or judgmental in their service delivery, and the learning of new, more adaptive habits is the primary focus of treatment.  Unfortunately, such models shift the focus of control to the patient, thus fuelling the  patient's denial of either mental illness or substance misuse.  Since they may deny that they are out of control, they may deny that any problem exists.  For MICA patients, who may resolve their chemical misuse or mental illness problem, this could have serious consequences because the remaining clinical deficits will not be resolved. 


The disease/deficit philosophy is perhaps the dominant model used among disease-specific treatment providers today (Brower et al., 1989).  In programs that adopt this philosophy, substance misusers are seen as individuals who are ill and unhealthy, not because of an underlying mental illness, but due to the disease of chemical dependency itself.  Because there is no known cure for this 'disease', the patient is considered always and forever ill.  The treatment in this case is complete abstinence.  Chemical misusers are expected to "change from using to not using, from ill to healthy, and from unrecovered to recovering" (Brower et al., 1983, p.150).  Although guilt is relieved because patients are not held responsible for developing chemical dependency, and treatment is neither punitive nor judgmental, this treatment philosophy may not account for patients who return to normal asymptomatic drinking.  When applied to mental health, this model cannot account for spontaneous remission either.  Since these 'diseases' are considered incurable and only manageable from a disease-deficit perspective, no spontaneous recoveries or remissions should be possible.
Programmes that adopt a self medication philosophy assume that chemical dependency occurs either as a symptom of mental illness or as a coping mechanism for underlying psychopathology.  The patient is viewed as someone who uses chemicals to alleviate the symptoms of a mental disorder such as depression.  The goals of treatment for these programs emphasise improvement in mental functioning.  Chemical misusers and the mentally ill are expected to change from mentally ill to psychologically healthy, using medication that more appropriately addresses their individual symptom constellations.  The major advantage of these programmes is that psychiatric problems are diagnosed and treated along with the substance misuse symptoms.  However, this is also the main disadvantage.  Assuming mental illness as the aetiology for chemical misuse negates the possibility that chemical misuse causes or exacerbates the psychopathology.  Because the focus of treatment is on the resolution of underlying mental illness, the chemical misuse problems that may be the true clinical aetiology may not be resolved for MICA patients.

Social deficit philosophies of treatment tend to view chemical dependency and mental illness as the result of environmental, cultural, social, peer, or family influences (Beigel & Ghertner, 1977).  Substance misusers and the mentally ill are viewed as products of external forces such as poverty, drug availability, peer pressure, and family dysfunction (Brower et al, 1989).  The goal of treatment in these programs is to improve social functioning by altering their environment or their coping responses to perceived stressors.  This may involve group therapy, attending self-help groups, residential treatment, and interpersonal therapy; all with the goal of improving social skills.  An advantage in assuming a social deficit philosophy is that the role of the social environment is brought into clinical focus and treatment is geared toward reintegrating patients into their social milieu.  The main disadvantage in adopting this treatment philosophy for the treatment of MICA patients lies in its exclusive treatment of social factors for problems that are often multiple.

By accepting any of these underlying assumptions alone, and relying solely on one philosophic stance, researchers and practitioners perpetuate the status quo by remaining uncritical about the problems inherent in their models.  This process has, as a consequence, produced service barriers that have discouraged or excluded large numbers of dually diagnosed patients from seeking, being admitted to, or successfully completing appropriate professional treatment programs (Bachrach, 1986; Humphreys & Rappaport, 1993.

Programme Components of Integrated Programme Models

An integrated system of care for MICA patients incorporates more comprehensive treatment philosophies and strategies than traditional disease-specific models.  Integrated approaches allow for the use of the most appropriate level and type of treatment technologies available to rehabilitate patients at their individual level of need.  Thus, integrative treatment plans can be customised to meet both the mental health and addiction needs of the patient.

Traditional disease-specific and linkage programs tend to be more generic in nature, requiring patients to conform to the expectations of the programme, as opposed to the programme conforming to the needs of the patient.  Many substance misuse models emphasise group and individual counselling in a highly structured, substance-free, restrictive environment.  These programmes generally promote abstinence from all substances, including psychotropic medication with addictive potential, such as benzodiazepines.  Long-term aftercare treatment focuses solely on sobriety issues.  On the other hand, disease-specific models in mental health concentrate on functional adaptation and rehabilitation in a less restrictive milieu, but minimise the problems of addiction.  It is assumed in each of these program models that patients will be motivated to participate in treatment to alleviate their distress.  Those who do not conform to the mandates of these programs are considered treatment resistant or treatment refractory and are encouraged to seek help elsewhere or are discharged from the programme.

Developing a comprehensive and more effective system of care requires the use of a wide array of services delivered under a conceptual framework that merges both addiction recovery and psychiatric rehabilitation.  Minkoff (1989) has identified an integrated conceptual framework for treatment of MICA patients and the key concepts for developing such programs.  The critical elements for developing such a system are as follows:

“1. Chronic psychotic disorders and substance dependency are both viewed as examples of chronic mental illness, with many common characteristics (biological aetiology, hereditability, chronicity, incurability, treatability, potential for relapse and deterioration, denial, and guilt), despite distinctive differences in symptomatology.

2. Each illness can fit into a disease and recovery model for assessment and treatment, where the goal of treatment is to stabilise acute symptoms and then engage the person who has the disease to participate in a long‑term program of maintenance, rehabilitation, and recovery.

3. Regardless of the order of onset, each illness in considered primary.  Further, although each illness can exacerbate the symptoms of and interfere with the treatment of the other, the severity and level of disability associated with each illness is regarded as essentially independent of the severity and level of disability associated with the other.

4. Both illnesses can be regarded as having parallel phases of treatment and recovery.  Those phases include acute stabilisation, engagement in treatment, prolonged stabilisation/maintenance and rehabilitation/recovery.  Osher and Kofoed (1989) have further subdivided the engagement phase into engagement, persuasion, and active treatment; prolonged stabilisation is the intended outcome of active treatment.

5. Although, in dual diagnosis patients, progress in recovery for each diagnosis is affected by progress in recovery for the other, the recovery processes commonly proceed independently.  In particular, progress in recovery may depend on patient motivation, and patient motivation for treatment of each illness may vary.  Thus, patients may be engaged in active treatment to maintain stabilisation of psychosis, while still refusing treatment for stabilisation of substance misuse.”                


  




(Minkoff, 1991, p.18)
Such a conceptual framework has a number of implications for treatment programme design.  Each system of care within the integrated model must include programme elements that meet the needs of the patient in every phase of recovery and rehabilitation.  In addition, the programme must address levels of severity and disability within each phase of rehabilitation.  For example, programmes must provide for acute detoxification services for both psychotic and/or non‑psychotic patients; deliver services for the stabilisation of psychosis, whether the patient is in active substance withdrawal or not; and provide individual and group therapy services that are designed for various degrees of dysfunction in both substance misuse or mental illness.  Operating under this combined conceptual framework of type and severity of dysfunction requires integrated models to be staffed with sufficient numbers and types of clinicians who can provide the customised, comprehensive treatment to relieve all types of symptoms at all levels of severity.

In addition to the comprehensive provision of the mix of services, an integrated programme should provide for acute stabilisation, continuity of care, and ongoing stabilisation and rehabilitation for both addiction and mental illness symptomatology.  Relapse occurs often in both mental illness and substance misuse.  Programmes must possess or link with adequate facilities to stabilise patients during acute episodes and relapses.  In addition, maintaining a vast array of services under one program umbrella, provides for continuity of care by short circuiting the "ping‑pong treatment" of bouncing back and forth between various programmes (Ridgely et al, 1990) .  This usually occurs in linkage programmes and creates a discontinuity of services for the patient and confusion in treatment planning for clinicians.  Finally, ongoing stabilisation and long-term rehabilitation must be designed into the phases of treatment to enable patients to build on the gains made within the integrated programme.  This may take the form of case management or ongoing day treatment.  These programme components reduce the incidence of relapse for both mental illness and addiction and promotes patients’ re‑integration into the community (Harris & Bergman, 1987).

The characteristics and programme elements listed above generally describe common characteristics of integrated programmes in residential and hospital settings.  A review of the literature on integrated MICA programmes also identifies five common characteristics for outpatient  programmes as well.


1. Abstinence is a goal, not a requirement.

2. Patients with substance abuse and substance dependence are treated together.

3. Group models, with either staff of peer leaders, are fundamental.

4. Patients progress from (a) low‑level education or "persuasion" groups, in which patients have high denial and low motivation, to (b) "active treatment" groups, in which they are more motivated to consider abstinence and are willing to accept more confrontation, to (c) abstinence and support groups, in which they have mostly committed to abstinence and help each other to learn new skills to attain or maintain sobriety.

5. Involvement of available family members is recommended.

                                                    (Minkoff, 1991, p.23)

By incorporating this vast array of services under an integrated conceptual framework, MICA patients, who typically fail in traditional treatment due to low levels of motivation or treatment bias against either substance misuse or mental health issues, can be treated at their individual level and scope of dysfunction.  The development of an integrated programme model builds on the most effective treatment technologies available in addiction and mental health, while overcoming the differences that separate the systems and treatment programmes.
Nuttbrock, Rahav, Rivera, Ng-Mak and Struening (1997) attempted to verify the positive impact of integrated programmes in their investigation of clinical outcomes for patients in two residentially based treatment programmes.  Using the Brief Psychiatric Rating Scale (BPRS)(Overall & Gorham, 1962) and Schneider and Struenings' Specific Levels of Functioning Scale (SLOF) (1983), they compared clinical outcome data for patients in an integrated community residence programme and an integrated therapeutic community programme.  Using a pre-test post-test design, MICA patients in both programs were rated by counsellors at the beginning and end of their treatment programme to determine what specific impact the integrated model had on the patients' functional improvement and reduction in symptoms associated with psychopathology. 

All patients in these programmes were assessed on the dimensions of psychopathology and level of functioning.  The assessment of psychopathology identified patient levels of psychotic ideation, generalised anxiety, agoraphobia, cognitive disorientation, and hostility.  Functional level examined patients’ personal care, instrumental activities (observed capacity to perform everyday activities of daily living), interpersonal relationships, social acceptance, and work skills.   Patients were assessed within 1 month of engaging in treatment and on their 12th month to determine the effects of treatment on these dimensions.

The  results of this investigation demonstrated positive treatment effects on the dimensions of personal care and interpersonal relationships.  In addition, there were significant reductions in levels of hostility.  These results suggest that all patients can benefit from an integrated programme, regardless of their severity of psychopathology and distress.  

Value of the Psychoeducational Group Therapy Approach to Treatment
The issue that becomes most apparent when discussing substance misuse cases and issues with staff was the lack of knowledge or understanding of alcoholism and drug dependency as a disease--in effect, as an illness with symptoms that need to be brought into remission. Information about the disease concept of the use and misuse of various substances was disseminated to both staff and patients throughout our facilities, as an initial (and now an ongoing) approach to focusing attention on the problems. It has been out experience that with the advent of a treatment groups and a rise in information about the topics,  staff tend to take interest in beginning a group in their service area. 

Few mental health professionals would argue with the fact that heavy confrontation, intense emotional jolting, and discouragement of the use of medication are detrimental approaches to the treatment of a chronically mentally ill person. Yet efforts to treat these patients have consisted mainly, of referring them to agencies that treat primary substance misusers who do not have a chronic disorder, where in many cases the above treatment methods and strategies are employed. It is no wonder that there is a great deal of resistance from these patients to follow through with these referrals, as well as refusal by these agencies to take responsibility for an ongoing psychiatric disorder. 

The treatment method we have found effective features non-confrontational approach. The group process focuses on educational materials and permits each patient to discuss substance use issues in an impersonal way when this is more comfortable. Treatment staff do not seek to ‘catch patients out’ rather the objective is to engage patients in a process that offers a variety of information and points of view on the use of drugs and alcohol.

Peer support evolves out of each patient's eventual openness in discussing issues that are important in their lives as well as the relationship between substance use and other variables. Group leaders and members assist individuals to gain insight into the dynamics and patterns of the use of the substances when this is applicable. One of the essential learning experiences is the relationship of the use of drugs or alcohol to each patient's psychiatric symptoms. Group members begin to identify these interaction effects in others and in themselves. 

Since group members are often resistant about attending self-help groups such as AA and NA, the model includes inviting AA and NA speakers to the group sessions to conduct open meetings and to tell their story to the group. These sessions are always highly effective, and they enable patients to benefit from identifying with recovering substance users even though they may not be comfortable or able to follow a full programme of AA or NA. As a result of these sessions some patients do begin to attend these support groups in addition to our programme. 

The contents.of the educational process includes issues unique to patients with a chronic mental illness, such as mixing medication with other substances, as well as areas that are similar between primary substance misusers and our patients.  For example, the use of the substances affecting the patient's motivation and behaviour versus the patient being in control of the use of the substance. Recurring themes such as the need to find new social networks are addressed through general discussion as well as through each individual's discussion of his or her own problems.

LESSON 1 – MENTAL ILLNESS

1.  Staff introduction:  Mental illness is actually an incorrect term. The correct term might be mental, emotional and social illness.  All illnesses that psychiatry has identified include mental, emotional and social symptoms.  Many include physical symptoms as well.  Every person alive suffers from some symptoms of mental illness in his/her lifetime.  Often it is not the ‘diagnosis’ which determines who needs hospitalisation.  Many schizophrenics and other psychotics maintain themselves well in the community.  Instead it is the extent to which a person accepts and manages his/her illness, thus preventing the social symptoms from occurring, which can prevent hospitalisation.

2.  Patients are asked to list any types of mental illness that they know (sample answers):

schizophrenia, depression, manic-depression, hyperactivity, paranoia, catatonia, retardation, addiction, personality disorders, phobias, senility etc.

3.  Staff review the major types of illness which people might see in a hospital:

· Those whose brains are different, without the use of drugs such as brain damaged, senile, or those who have confusion after strokes, heart attacks, etc.

· Those whose illnesses are part of a pattern of drug misuse (which will be explored in the next lesson).

· Those with thought disorders such as schizophrenics, manic-depressives, depressives and phobics.

· Those with personality disorders such as borderline, paranoid, dependent, avoidant, schizoid, narcisisstic, histrionic or anti-social.

4.  Patients are informed that drug misusers (who will be discussed in the next lesson), those with thought disorders, and those with personality disorders are the most commonly seen in psychiatric hospitals.  Since there is little that is good about mental illness, this lesson will break with the general outline and patients will be asked to list symptoms that they might know for each of the illness which the leader will name.  The leader will fill in important information which the patients may not know.

a.  Thought disorders:  These illnesses appear to occur most often in people who have other family members with the illness.  These illnesses seem to be genetic, though someone with these genes may not develop the symptoms if their lives are not stressful.

· Schizophrenia - When showing symptoms, a patient may hallucinate (hear voices).  NOTE:  ‘FEELING’ AND ‘SEEING’ HALLUCINATIONS DO NOT OCCUR WITH MENTAL ILLNESS BUT ARE COMMON WITH DRUG MISUSE.  They may be delusional and grandiose (“I’m Jesus Christ”), persecuted (“The FBI is after me”).  Many get confused and can’t follow a conversation or talk well themselves.  Even when they get better, there are often remaining social symptoms: low energy, fearfulness of people, low self-esteem and feeling difference from others.  With treatment, voices, delusions and confusions disappear, but the social symptoms rarely disappear, so that it is always harder for them to be with people and to concentrate.

· Depression - The person becomes convinced that he/she is worthless and life holds no hope or pleasure.  This can result in agitation, which causes the person to skip meals and stay awake.  The opposite can also happen, so that the person eats a great deal and sleeps many extra hours.  Some depressions are so bad that people also become delusional or hallucinate.  Both tears and anger are common.  Most depressions last 6 months unless treated.  Between depressions these people can feel and act normal.

· Manic-depression - These people also experience depression.  But they have manic episodes as well.  They may be unable to stop talking or talk very fast.  Often the sexual and aggressive impulses are very strong.  Another symptom tends to be grandiosity.  The manic phase can switch to a depressive phase quickly, so that these people may have little ‘normal’ time between cycles, unless they treat their illnesses.

· Phobias are fears of specific things which cause panic.  For example, claustrophobia (fear of closed spaces) or xenophobia (fear of strangers) are common.  Because there is no real danger which would generate such intense fear in these situations, this is also disordered thinking.  Many phobics perform rituals (eg: handwashing) which they do almost superstitiously, trying to prevent the fear of the trigger situation.

b.  Personality disorders - We all have personalities with good and bad features.  But when the bad qualities are serious, and we deny or refuse to change these qualities, we have a personality disorder.  The following are a list of some common types of personality disorders:

Borderline individuals tend to have intense highs and lows because they often put too much trust in people at first.  But then, when others do not live up to the borderline’s impossibly high standards and demands, they lose hope quickly.  A slight flaw in another person may be enough to prove to the borderline that the other person is (and all people are) untrustworthy and not worthy of love.  Because of their feelings about people changing so quickly they feel out of control and often try to control by manipulating others.

· Paranoid individuals don’t think people are following them like people with thought disorders.  Instead they just think that everyone is out for themselves.  They are so watchful of others doing harm to them that they see harm where not was intended.  Even people who want to be nice to a paranoid get angry when the paranoid accuses them, and soon even nice people can turn mean.  In this way paranoid personalities create the harm they are trying to avoid.

· Dependent people don’t want to take responsibility of their lives and ask others to care for them.  Often when others care for them in a manner they dislike, they are too frightened to stand up for their rights.  So they always feel resentful, but are unwilling to take control of their own lives to make them better.

· Avoidant people have been so hurt by others that they do not enter into new relationships unless there are guarantees that the relationship will work.  They spend a lot of time feeling lonely.

· Schizoid individuals also spend a lot of time alone, but prefer this.  They have decided people are not worth bothering with.  Almost none are successful because they don’t try to learn ways to work well with other people.

· Narcissistic individuals make up for low self-esteem by thinking only of themselves.  They assume everyone thinks like they do, and feel entitled to be the centre of concern.  No one likes to spend much time with them, but they do not notice because people are not real to them.  When others react with anger about the narcissist’s requirement of concern from others, which isn’t returned in kind, the narcissist is usually just puzzled or annoyed that others see things differently.

· Histrionic individuals feel their feelings very intensely.  They are so busy reacting to everything that they don’t think situation through clearly, and have bad judgement.  They are aware that they often don’t reach their goals, but are unaware of how their emotional overreactions serve to prevent clear, calm thought.

· Antisocial individuals know the rules of society very well.  But they learn the rules in order to stretch them and find the loopholes.  This makes them feel powerful.  They will stretch any rule for their benefit.  Almost every addict develops an antisocial style as a means to continue to obtain and use drugs, in the face of deteriorating interpersonal relationships and changing morality.  In the search of drugs, addicts rarely indulge in guilt lying or manipulation.  When drug free, the antisocial style ends for some addicts while continuing for others.

IMPORTANT NOTE:  The above summary of mental illnesses is very incomplete and is not organised in a way that matches the best understanding of the field of psychiatry/psychology.  Instead, it is a list of the most commonly seen disorders on the ward, presented in a manner that is easiest for uneducated patients to understand.

5.  Staff and patients consider what it would take to lead a better life with mental illness (sample responses):

· Learn what your illness is and get as many opinions as possible about how to treat it.  KNOW.

· Have a plan to manage your illness out of hospital.  Before you leave the hospital, know who you will contact if your plan isn’t working. BACK UP.

· Mental illness causes problems with family and friends who may not understand the illness. Teach them, or ask your therapist/psychiatrist to do so.  Find out which of your symptoms bother them.  See what they are willing to do to help you manage that symptom. EDUCATE.

· Most people don’t understand mental illness and they put the mentally ill into untrue categories:  crazy; dangerous etc.  Be sure you don’t believe this.  We must all be proud of ourselves with our symptoms of illness.  And this also means understanding that others, whose symptoms are worse than ours, should not be the object of low opinion.  If we are not proud if ourselves, how can we expect others to over come their prejudices. DIGNITY.

LESSON 2 -  SUBSTANCE MISUSE 

1.  Staff introduction:  Substance misuse is a disease we are only recently beginning to understand and much more work is necessary in order to better conceptualise the phenomenon.  Much more education is required for a greater public awareness and understanding.  Many people think drug misuse is primarily a sign of immaturity or immorality, including many addicts, whose shame of their actions is an uncomfortable feeling which they often use drugs to avoid, perpetuating the cycle.

2.  Staff ask patients to list the commonly misuse drugs, their effects and side effects/symptoms.  Staff completes any information which patients do not provide (see following).

TYPE
ACTIONS
INTOXICATION SYMPTOMS
WITHDRAWAL SYMPTOMS



Downers (valium, alcohol, barbiturates)

Hallucinogens (LSD, angel dust, PCP)

Opiates (heroin, methadone, morphine)

Stimulants (crack, cocaine) Amphetamines (speed, methedrine)
Feeling high (drunk), disinhibition (may relax shyness or increase feelings of assertiveness and self-esteem), sedation, decreased anxiety.

Enable hallucinations, allow one to enter a different world, may allow one to feel wild, for many who are paranoid, it is a good excuse for why one feels crazy !

Pain killer (including emotional pain) may help one feel distant from real world/depersonalised and mellow, may reorganise the thinking of some people with mental illness.

Increased energy arousal, feel more flirtatious, feel more able to carry out plans.
Slurred speech, blurred vision, unsteady gait, dizziness, blackouts, memory impairments, loss of judgement (such that when one is feeling self-esteem one is acting grandiosely, and when one is feeling assertive, one is acting aggressively).

Unpredictable, dangerous behaviour, almost total loss of judgement, psychosis.

Lack of motivation, nodding out, increased infectious diseases due to shared needle use, distant from people, even when one wants to be close.

Used in binges, but after initial use, euphoria ends, and can crash while high (see withdrawal symptoms), paranoia, anxiety, irritation, tension
Anxiety, insomnia, DTs (delirium tremors, in which the person may be near death, with seizures, increased blood pressure and heart rate, and/or visual and auditory hallucinations), psychological withdrawal can cause long term anxiety.

May trigger long term psychosis, flashbacks.

Although not dangerous physically, withdrawal feels very uncomfortable, like a bad flu, psychological withdrawal is very great as the lack of a means to distance oneself requires an intense readjustment to the real world.

Crash and depression with full depressive symptoms: boredom, sadness, sleepiness, crankiness and loss of hope.  Because cocaine fools the brain into thinking it is producing anti-sadness chemical, it stops making these for months

 Other side effects that are true of street drugs in general are:

· They are cut with unknown substances which may be dangerous.  For example, many white powder drugs are cut with novacaine which can cause damage to many organs if used regularly.

· With illegal drugs one has all the problems of associating oneself with dangerous people, including getting in physical danger, ending up in jail etc.

· Even medicine that is prescribed has side effects, but very few cause psychological dependence. One does not spend one’s whole life waiting for their next pill of elavil, lithium or thorazine.  So on medications, life can proceed.  There is no compulsion to use them and no sense of loss when they are gone, as there is with street drugs.

3.  Staff sum up the general dangers of addiction:

a.  tolerance - need to use more to get the same effect, which leads to worse side effects and greater withdrawal.

b.  withdrawal - physical withdrawal is painful and sometimes dangerous.

c.  compulsion - there is a psychological dependence which goes beyond the desire to escape from one’s feelings and problems.  ‘Escape’ is the way the intelligent part of the brain tried to explain the irrational and stupid things that the compulsive part of the brain does.  But compulsion really appears to come from a primitive part of the brain which feeds the rational part of the brain incorrect information - that it must have the drug.  Even though others around may see that the addict looks and feels better without the drug, the addict will not believe this because his/her brain appears to be feeding incorrect information.

d.  lack of control - because of the compulsion the conscious, rational mind has little control over relapse and thus must rely on ways of preventing the compulsion.  There is no control if the pattern of compulsion is allowed to run its course.  For example, a crack addict may learn to busy himself at the time he’s bored to prevent him from going outside to take a walk, because that is the time he’s at highest risk - a part of the compulsive pattern of drug use.

e.  modification of lifestyle - the search for and use of drugs seems line the only priority.  Hobbies, home, friends, job or family may all suffer or be lost.  One’s ‘friends’ become others who share the compulsion as only they are more interested in the drug than friendship, so they are poor friends.

f.  relationships you care about can’t be patched until long periods of sobriety, since trust is the basis of relationships and the addict can’t trust him/herself, much less be trustworthy to others.

g.  there is a shift in moral values so that manipulation and lying are an every day part of like and even stealing can be justified.  The manipulation and lying doesn’t end, often for years after the person becomes sober, even though the person may not recognise anymore when they are being manipulative.  Addiction requires a great deal of conscious lying to the self, as well as the misinformation discussed above.  Often the addict may be the last to recognise he/she is lying.

h.  loss of status and functioning - this is the first sign noticed by others who may angrily confront the addict about letting them and him/herself down.

i.  denial - these are the most dangerous and lasting symptoms.

j.  relapse - of substance misuse.  We don’t yet know why substance misusers can’t see themselves correctly, so our best guess has something to do with one part of the brain feeding another part incorrect information.  It is clear, however, that even beyond lying to others in order to manipulate them, addicts lie to themselves.  Part of the problem may also be that no one likes to admit that they lack control / have compulsion which causes relapse.  An addict has poor judgement about him/herself, even when judgement about others is adequate.  Since this denial seems to be a permanent damage, AA and NA state that addicts are addicts their whole lives.  After 20 years of sobriety addicts have been known to relapse.  Since denial and consequent relapse remains a permanent symptom, addicts must learn to prevent the chain of events which triggers the compulsion even if there are 100 different ways it gets triggered.

4.  Staff and patients summarise what is bad about addiction and what makes it appear attractive to use drugs:

APPEARANCE
REALITY



One is calmer, more social, more assertive, can think straighter, worry less about problems and feel happier.
One is anxious about not having the drug, antisocial to the people who really matter, too aggressive, has severe unhappiness when crashing, develops greater problems, and see reality so poorly that once can appear psychotic.

5.  How can we remind ourselves that the appearance of the drug is deceiving ?

a.  There is a saying that ‘a great hooker is one who gives you nothing, makes you pay and convinces you that you had a good time’.  Drug is the best hooker.

b.  Remind ourselves that because of the symptom of denial, we can’t trust our own judgements about ourselves.  Rely more on the judgements of the straight friends and family or of a good therapist we can trust.

c.  Remember that bad feelings are better than bad problems.  We can tolerate shame, depression and anger better than jail, homelessness and lack of love, because these problems will only increase shame, depression and anger.

d.  When in doubt, find a treatment group.  Getting one’s head straight with others who know the problems is the best way.  Remember what a hard thing the road to recovery is - difficult with support, but impossible without it.

6.  Homework:

Make a list of 5 ways your addiction deceived you into believing you were having a good time.

LESSON 3 - TREATMENTS OF MENTAL ILLNESS

1.  Staff Introduction:  As we have reviewed, there are several types of mental illness. On the ward we treat substance misuse, but that will be discussed next session. The two types of mental illness, whose treatments will be discussed today, are the thought disorders. The treatments may include medication, therapy and changes in living style.

2.  Staff ask patients to list treatments they know (and fills in any critical information which may be missing) for each illness which the leader lists:

· Depression: A therapist who knows how to help a depressed person change his/her thinking, may be as helpful as medication in overcoming a depressive episode. But medicine and therapy work best together. The medications for depression are among the best psychiatry has to relieve the symptoms of depression and anxiety. They not only help people overcome depression, but can prevent future episodes of depression. Since most forms of depression occur repeatedly in a person’s life, this is important. The side-effects are less pleasant also: blurred vision, dry mouth and needing to urinate a lot, are the most common. Like all medications, the side-effects are strongest when a person starts taking them, but lessen with time. The curative effects of the medicine are least when the medication is begun and build over time. But medication doesn’t help people solve the problems that are caused when people enter depression. Therapy tries to motivate people to re-establish the relationships and career plans which people may have lost. It also teaches people how to manage relationships and career so that people can live with their depression. For people with few relationships, lifestyle changes are often recommended, such as living in some sort of community residence so that people can build human support networks to rely upon.

· Manic-depression: the therapy is often similar for manic depressives. There are now self-help groups which teach and support people to manage their illness. Medication is also excellent.  Lithium helps to overcome manic episodes, as well as to prevent episodes of mania and depression. Unfortunately, people with heart conditions may not be able to take lithium. Side-effects also include dry mouth, blurred vision and increased urination. Over a lifetime, urinary problems may occur. Some people may also experience a slight hand tremor. Lithium is a salt which all of us have in our bodies. For manic-depressives, only if they have a certain level in their bloodstream’s, will symptoms disappear. Therefore, blood tests are done frequently, until a stable dose is found. Then it can be monitored infrequently. If the blood has too much lithium it can act as a poison, but at the right level it is an extremely safe drug, which can make a major difference in people’s ability to maintain a full life with a manic-depressive illness.

· Schizophrenia:  Although psychiatry knows that there are many side effects to the medications for schizophrenia, these must be weighed against the horrible symptoms of schizophrenia. The anti-psychotic medications (e.g. haldol) end hallucinations and delusions. Because they are major tranquillisers, they help people feel calmer, more able to think clearly and more able to sleep and eat well.

The side-effects include dry mouth, blurred vision, sleepiness and sometimes cause the inability to sit still. At times, they may cause a sudden stiffness which is extremely uncomfortable, for which other medications are needed. If an individual has seizures, these medications may cause the seizures to occur more frequently. Psychiatry has other medications which can prevent the side effects. But the most troubling side-effect is a disease called Tardive Dyskinesia. It’s a tremor which affects hands, feet and tongue. It doesn’t stop when the medication is stopped (the tremors from lithium and anti-depressants do stop when the medication is stopped.) There is currently no cure or treatment for Tardive Dyskinesia.

With all these side-effects, why bother prescribing or taking these medicines ? Because no one wants to spend a lifetime in the hospital.  In one study of those patients who stopped taking medications upon discharge, ( were back in the hospital in 1 month, ( in 2 months, ( in 3 months. There is less than a 10% chance of staying out of the hospital without medication if it has been prescribed. Why do side-effects occur ?  Because the medicines are being given to affect the brain, but they are carried in the blood which flows through and can affect any organ in the body. It helps the brain, but may dry the mouth and eyes, shake the muscles etc.

The medicines prevent the symptoms of schizophrenia for which people are hospitalised, such as hallucinations, delusions and inability to control behaviour. They do not stop all the symptoms. Schizophrenics continue to feel different, unreal and apart from their world. Therapy is needed to help the individual return to a sense of belonging to the human race. For example, schizophrenics often become overwhelmed when people in their environment become emotional. Therapy can help the individual learn how to calm him/herself while family therapy may teach the family to create a home environment which will be less stressful. This environment is one where simple, clear, unemotional statements are made. The schizophrenic must be told what he/she is expected to do, and how others will react if he/she does what is expected. Likewise, he/she must know what will happen if he/she doesn’t do what is expected. Most families are not too clear on what exactly would happen if different members acted in different ways. Psychoeducation for the family helps it become clear on how to make these plans. If the schizophrenic wishes to work, counselling can help identify good work environments and to teach schizophrenics to keep calm in stress situations. One self-help group which many mentally ill individuals find helpful, regardless of their diagnoses, is Recovery Inc. At meetings, patients and former patients can learn and teach each other how to talk themselves into a calmer way to react to life. For those few who can be accepted, there are ‘halfway houses’ for schizophrenics which give them a comfortable home to maintain independence while living among understanding people who can share their problems. 

· Phobias: Sometimes medicines help phobias, but mostly people must learn to change their thinking to spot their irrational fears. In therapy, or a programme like Recovery, they learn messages that they can say to themselves, that can serve to calm them and then learn to bombard themselves with these claming messages, to replace the habitual nervous self-statements which promote fear. It’s interesting that the same technique of 

flooding one’s mind with positive statements is also what AA and NA suggest people do when they are close to using a drug. Maybe that’s because part of drug misuse is a phobia against experiencing feelings which one feels when one is abstinent.

· Personality Disorders: For some personality disorders, making the same mistakes over and over causes sadness and anxiety. Among these people, some antidepressant or major tranquillising medications may be helpful. But mostly, only a therapy which teaches one to change one’s habitual ways of thinking and acting will help the individual overcome their problems. After all, if it’s hard to stop habits like smoking, which did not start until the teens or older usually, think how much harder it is to stop being dependent, suspicious, or self-involved. Most of those ways of being were developed in the earliest years, before people knew what they were learning, as a way to cope with  to become automatic. It takes time for an adult who has been dependent his/her whole life to learn it’s not so scary or lonely to take responsibility and do for oneself. This work is more easily done with a therapist because it is hard for each of us to see our own flaws, but a good therapist is trained to assist us with our faults in ways we can accept and hear.

3.  Staff summary: Treatments include medications, therapy for oneself and/or one’s family, self help such as AA, NA or Recovery, as well as supportive residences. If mentally ill people overcome their embarrassment and fear of their symptoms and illness, almost all can live without hospitalisations.

4.  Staff ask patients to consider what is good and bad about each treatment (sample responses):

 GOOD




      BAD

Medication

Prevents hospitalisation

 
      Side effects

Allows one to manage one’s illness

  Doesn’t solve life problems








  caused by illness

Therapy

Teaches one how to accept and

  Can’t overcome the chemical

manage one’s illness



imbalances which cause the








major symptoms.

Teaches one how to change




Unproductive habits



Can’t work if person isn’t

Offers support during change


motivated.

Self-Help

Offers the support of others


Can’t overcome chemical

who have problems



imbalances which cause some








of the major symptoms.

Teaches people to accept and


Since it isn’t professional, it

manage their illness



may not address some of the








related mental illness.

Teaches people to change


Can’t work if person isn’t

unproductive habits



motivated to change.

Environmental Support

Provides a comfortable home


Demands caring towards others

where expectations are clear


and responsibility for one’s








actions.

Makes the limited freedom worthwhile
Limits freedom

Helps people remember they are

cared about.

5.  Staff and patients consider what it takes for us to use available treatments when we are experiencing symptoms of mental illness (sample replies):

· Overcome embarrassment enough to tell someone about them.

· Overcome denial.

· Allow others to offer support.

· Keep up our hope.

· Report side-effects.

· Be satisfied with less than we want out of life.

· Take care of our bodies.

· Be willing to change a little at a time.

· Notice and be proud when one learns a new technique to manage the illness or to change a habit.

· Trust one’s doctor by reporting all symptoms and asking questions about recommended treatment. Expect that all treatments may take a little while to start working.

· Trust oneself to know when a treatment isn’t working and discuss this with one’s doctor. If he/she is unwilling to change treatment, consider changing doctors. But if one finds oneself making too many changes, one must consider the likelihood that one is denying one’s problems.

6.  Homework:

Decide one treatment you would like to use to help you manage your illness and decide what you can do to help yourself follow through with the treatment.

LESSON 4 - THE TREATMENT OF ADDICTION

1.  Staff Introduction:  Treatments of addiction vary, depending on the philosophy of the treatment centre and upon the stage of withdrawal, but all treatments agree on one point - once addiction occurs, there must be a major change in a person’s life if he/she is to maintain abstinence.

2.  Staff ask patients to list treatments they know for addiction: (sample answers):

· Detoxification - can be done in or out of hospitals, quickly or slowly. Sometimes the speed depends on the individual and sometimes it depends on the drug (i.e. certain drugs must be detoxified slowly or there will be dangerous health consequences). There are some medications which can make detox from some drugs easier - Phenobarbital for barbiturates and Librium for alcohol.

· Residential Treatment Facilities – Milton House, Angel Project, CASA -  where the individual lives in isolation from drugs and receives constant therapy in an anti-drug environment.

· Outpatient Treatment Facilities - Many of the residential treatment facilities and many hospitals provide these. The philosophy is also to offer therapy in an anti-drug environment, but because the clients aren’t in isolation, the programmes must also rely on urine tests, breathalysers etc. to keep them drug free.

· Self-Help - AA, NA, CA (cocaine), (Narcanon, Al-anon & Ala-teen for the family and friends of addicts). These programmes rely on the ability of abstinent members to help others down the path towards abstinence by leading them through 12 steps which all individuals seem to go through, in the same order, as they recover. (These will be explained later).

· Therapy - cognitive therapy, insight therapy, group therapy, family therapy, psychoeducation and vocational rehabilitation each have slightly different assumptions about how people change. But all are run by professionals who know that drug misuse causes people to lose their skills to relate, hold a job steadily, etc. Therapy is a way to find the strength and skill to get one’s life back on track. For many, each attempt at abstinence gives a little more room to learn how to improve themselves and their life skills, and each improvement in life skill and personality may delay the next relapse.

· Addiction Maintenance - Methadone instead of heroin.

3.  Staff add - each of these approaches can help addicts at different times and in different ways, but all rely on the addict’s desire to become drug-free. Even methadone is only valuable if an individual is not also using heroin. Each of these approaches accepts that 

relapse is a symptom of the disease and attempts to motivate abstinence in a different way.  For example, until a person is detoxified, there is no way for him/her to judge whether or not to try to achieve abstinence.

4.  Staff ask patients to list, with each type of treatment, how it can help and what it doesn’t address (sample answers):

· Detoxification - helps the physical withdrawal and allows the person to have the mental clarity to decide if it is worth it for him/her to attempt to maintain abstinence. Doesn’t help with maintaining abstinence as t doesn’t deal with the psychological dependence or drug habit patterns.

· Addiction Maintenance - Gives the person a safer addiction. Because methadone requires no needles and is legal, the dangerous physical and social effects are reduced. Because the drug-seeking behaviour is reduced, the mind is freer to work on real-life issues such as job and relationships. Also, since the addiction is stabilised the mind is in a consistent state, and one can learn to apply oneself to personal growth. However, without therapy, an individual is left with the immature life skills he/she had at the time that drug misuse began, because psychological maturation slows while a person is addicted. A stable mind is of little help if one doesn’t have the skills to survive in a “straight” world, then drug misuse may become attractive again.

· Residential Treatment Facilities - (therapeutic community - TC) - offer people the most complete chance to change themselves, their thought patterns, their personalities and their interpersonal life skills. Because drug misuse is a disease of addiction, by living together, addicts can help each other overcome negative thinking. The programmes challenge old, ‘faulty’ ways of thinking and replace them with more functional approaches to the world. Unfortunately, the isolation also creates an unreal world of confrontation and support which doesn’t exist once the addict returns to his/her home where he/she gets away with unhealthy attitudes and may not get support for healthy ones. Therefore, the programmes succeed only so long as the client provides adequate support for him/herself (through day treatment programme or self-help groups). Also, most require a long-time commitment in order to create the major personality changes.

· Outpatient Treatment Facilities - utilise the same confrontative and therapeutic community approach as the residential programmes. They confront old habits, attempting to tear down the “needy” characteristics and build a more independent, self-willed individual. They have the benefit of exposing the client to the normal stressors and habit pattern triggers that set off drug behaviour so that the person can develop techniques that relate directly to these environmental cues. However, there is more exposure to relapse triggers since the addict is never isolated. Many out-patient facilities employ more professionals, while most therapeutic communities employ mostly ex-addicts who serve as role models. This means that professionals may sometimes identify the few mentally ill individuals for whom a TC may cause more harm than good.

· Therapy - Besides the problem of addiction, most addicts have personality disorders, as was discussed in earlier sessions. Therapy helps people learn how to better react in stressful situations. Therapy is not helpful when a patient is episodically or continuously intoxicated because learning that occurs when high isn’t easily remembered when abstinent, and vice versa. There is no peer pressure with therapy, as there is with TCs, to stay drug free or to continue to attend, so patients must be self-motivated. Even in group therapy the same sense of community is not achieved, but therapists are professionals who may be able to spot symptoms of mental illness which ex-addicts may not be able to distinguish from the symptoms of addiction. Since addiction and mental illness look similar it’s important to consult with a psychiatrist at some point if you are a recovering addict to determine if any of the intense feelings associated with recovery are signals of other problems. It is important to find a psychiatrist who is familiar with addiction, as out-patient therapeutic communities can offer.

· Vocational Rehabilitation - Although this cannot stop addiction it is crucial that the recovering addict has a hope for a better life in the future and this cannot occur without the possibility of earning a decent living and doing work which commands self-respect. Therefore the recovering addict who tries to get job counselling and training not only keeps him/herself away from the street scene which supports and triggers addiction, but also develops a means to maintain sobriety with pride. Sometimes getting job training is better than getting a job because it offers the chance for greater money in the future but gives little money in the present when the newly recovering addict is at most risk of using money for self-misuse.

· Self-Help Groups - The most used and most successful single treatment approaches continue to be AA, NA etc. Part of their success is their constant availability, constant support and lack of discrimination against the poor. Another part is the sponsorship of an abstinent individual who can act as a role model and confidant and who can be called between meetings if there is the urge to relapse. AA/NA attribute their success to the discussion of 12 steps of recovery which they believe all addicts experience in the same order during the recovery process. Since the recovery process is consistent they believe they can accelerate this process by helping the addict see the next step to aim for. A major element of these steps is a spiritual awakening which addiction researchers find to be an important factor in successful recovery. Although these programmes do not require  the same time commitment as the other treatments, and although there are no professional staff these are very successful treatments so long as the addicts attend. Studies have shown that the only difference between those who have maintained abstinence and those who have not is the number of meetings attended in the current attempt at recovery. (Staff should be aware of and may wish to outline the 12 steps):

STEP 1 - ADMITTING

The willingness to admit that all addicts are powerless over their addictions so that neither good moral character nor willpower can overcome the addiction process.

STEP 2 - OPENNESS

Therefore one must be open to something larger than oneself, i.e. faith, which is necessary to restore one to a sense of wholeness.

STEP 3 - WILLINGNESS

A decision to turn one’s life over to this larger source of faith as one understands it, whether the understanding is of God or of the strength of the AA group. This is the source of faith in one’s capacity to grow and change.

STEP 4 - INVENTORY

Make an inventory of the effects of one’s addiction upon oneself and others; this inventory is an unemotional one in which one can admit one’s faults without self-blame.

STEP 5 - PLAN

By knowing how one has driven others away one can use one’s faith in oneself, God or the group to know how to bring people back into one’s life and end isolation.

STEP 6 - READINESS

Allowing the strength of one’s faith to enable one to start the slow, daily process of change.

STEP 7 - PERSPECTIVE
Use one’s faith (“Humbly ask God”) to give one the sense of perspective, the sense of a world larger and more important than oneself so one can maintain this slow, daily process of change.

STEP 8 - RESPONSIBILITY

Willingness to consider and make amends towards those who have been hurt.

STEP 9 - HUMILITY

While attempting to make amends towards others, maintaining a sense of perspective so that one can act responsibly towards them, whether or not they allow one to enter their lives as one might like.

STEP 10 - NON-DEFENSIVENESS

Willingness to correct personal flaws, old or new, as they become evident, and to accept progress in the process of change rather than to become perfect or to change quickly.

STEP 11 - BELONGING

Through prayer or meditation one strives to reach one’s unknown capacities (gain a knowledge of God) so that one knows how to belong to this world as a free and independent force.

STEP 12 - AWAKENING

Through the capacity to find joy in one’s life and spread joy to others’ lives, especially those of addicts, one finds a sense of awakening that many call spiritual.

5.  Staff asks patients to consider what it would take to engage in treatment (sample answers):

· Overcome denial.

· Be willing to use all styles of treatment and to accept help.

· Be willing to accept that all recovering addicts believe that their success is due to their willingness to stay in treatment. Will-power cannot overcome an addiction. It can get one to a treatment meeting, even if one has relapsed. If one treatment doesn’t work find another, but stay in treatment, even when self-doubting, even when intoxicated.  Number of meetings attended is the only way to differentiate success-fully sober from relapsing addicts.

· See intoxication as relapse not as failure so that one never ends treatment nor recovery.

· Know that treatment may not work if one accepts help, but no treatment can possibly work if one doesn’t accept help.

· Do whatever one must to maintain hope, especially being with those who have hope. Treatment is hope.

· Remember that in an ideal world 90% of addicts could recover. This is true of a programme for addicted doctors in Georgia where treatment starts with confrontation by the whole family and includes detoxification, living in halfway houses, family and individual therapy, AA or NA, urine screenings, teaching medical students about their addictions and the threat of losing medical license if not in treatment. Whilst most addicts will have to arrange this kind of  intensive programme for themselves, by doing so they will be giving themselves a good chance of recovery.

6.  Homework: 

Consider if you truly believe you have a chance of becoming drug free. What treatment approaches would give you the most support ? Since abstinence costs the individual drug using “friends”, in order to avoid feelings which may contribute to relapse you must have a good plan to be willing to accept the consequences. Inform your social worker, family and friends of which treatments and supports would be most helpful, and start planning ways to find personal support beyond treatment.


LESSON 5 - THE SPECIAL PROBLEMS OF DUAL DIAGNOSIS PATIENTS

1.  Staff introduction: It has been very challenging for psychiatry to consider why so many substance misusers also have mental illness. Is this because the mentally ill sometimes use drugs to cover up and relieve symptoms, or  is it because drugs cause mental illness?  Still another possibility is that the lifestyle required for a person to obtain drugs leads to mental illness. Probably all 3 are true to different degrees with different people.

2.  Staff ask patient to consider:

a.  How symptoms of mental illness may have triggered substance misuse in their lives, and

b.  How substance misuse has caused symptoms of mental illness.

Sample answers:

· Feelings of depression may decrease when first using alcohol, cocaine and crack, and when slightly intoxicated.

· Crazy thoughts may lessen and thinking may become more organised for some heroin addicts (or for those maintained on methadone).

· Bad personality characteristics (i.e. being too passive/aggressive, too shy in social situations etc.) may seem to disappear while people are intoxicated.

· People may feel more “in control” of their mood states, which attract manic-depressives, borderline characters and others to use drugs.

· People feel calmer while intoxicated whilst on alcohol (although they usually look anxious, sweating and unsure).

· Hyperactive individuals can sometimes sit still while intoxicated on cocaine and speed. In part, this occurs because these drugs increase attention and focus, and partly because, by imitating the “hyper” state, they may fool the brain into ending the production of “hyper” chemicals, but the calming effect may also occur because these people have often known they could accomplish more if they were able to sit still. These drugs give a false sense of self-esteem which may calm people sufficiently so that they can sit still.

· To lessen manic symptoms some manic depressives drink alcohol.

· Many people overcome the despair of their lives by getting high which allows them to forget reality.

SYMPTOMS THAT DRUGS CAUSE

· Depression occurs in the withdrawal phase of alcohol and crack/cocaine addiction. It also occurs during extreme intoxication. This is interesting because often the same people who become depressed from cocaine first started to use cocaine in order to overcome depression.

· Crazy behaviours may be caused by drugs. For example, LSD, PCP and marijuana may cause paranoia and visual hallucinations to which people may respond. Alcohol disinhibits people to act violently when unprovoked.

· The lifestyle of lies and manipulation which drug use encourages teaches people to manage in an irrational manner.

· People stop learning to cope with stress while on drugs so when they become drug free they are left with only those coping strategies which they had when their drug misuse began. In a “straight” world their behaviours will be labelled immature.

· Visual, auditory and tactile hallucinations, as well as agitation and tremors, can be caused by alcohol withdrawal.

· Likewise, feelings of tension, anxiety and agitation can be caused by withdrawal from tuinol, seconal, valium and other downers, which were originally used to decrease these same emotional states.

3.  Staff summarise: whilst drugs mask some symptoms of mental illness for some people drugs cause other problems at the same time.

Sometimes drugs even cause the same problems which they were originally used to cover up. For example, the depressed person who uses alcohol may get short-term relief but in the long-term a more severe depression is triggered.

4.  Staff asks patients to consider:

a.  What looks appealing about drugs as a way to handle mental illness, and

b.  What problems it actually causes.

Sample responses:

WHAT LOOKS APPEALING

· Self-medicating psychiatric symptoms can decrease them in the short term.

· By self-medicating symptoms, people may feel better, like a plaster feels to an open cut.

· Some addicts and their families who cannot live with the stigma of mental illness would prefer the addict to appear crazy from drugs rather than mental illness because people are unaccepting of mental illness.

· During adolescence, when many addictions begin, using drugs is a form of being bad, which is “cool”, since adolescents believe the world is pretty bad anyway, but admitting that one is feeling “crazy” or depressed is a sign of weakness and will cause attack by stronger 

adolescents. So peer pressure favours addiction, for which one is rewarded with “friendship” and approval rather than attempts to get professional help which cause social isolation.

PROBLEMS CAUSED FOR THE MENTALLY ILL

· Self-medicating symptoms doesn’t cure them and may actually increase them. It also leads to the development of a new illness - drug addiction.

· One is not always sure of the strength of street drugs which can cause brain damage with overdose.

· The underlying mental illness goes undiagnosed and untreated, which is a shame because although neither addiction nor mental illness can be “cured”, at this time mental illness can be treated and managed much more successfully than addiction.
5.  Staff guide patients to consider: since dual diagnosis patients are subject 

to both the pressures of addiction and of mental illness, what are some of the ways that they can improve their chances of recovery ? (sample answers):

· Think about what attracts you to your drug of choice. Talk to a psychiatrist to find out if there are any safe, non-addictive medications that can have the same effect with less dangerous effects on your life.

· Try to remember the time before drug use and why drug use was appealing. Do any of the reasons sound as if you were medicating the symptoms of mental illness which you were recently taught ? If so, tell staff.

· Try to consider current behaviour. Now that detoxification has occurred, see if any of those signs of mental illness are evident. If so, tell staff so that you can be helped to choose and locate the services you will be needing to feel adequately supported upon discharge.

· Remember that maintaining abstinence will require life changes which will be difficult to undergo alone. Therapy is more important than medication in learning how to undergo these changes, and will help you overcome the lack of interpersonal skills that is common to both mental illness and addiction. 

· Remember that deciding to change can be more painful than the process of changing, especially if you have the support of a good therapist or mentor to guide your path.

     Homework: 

Try to compare yourself before, during and once detoxified from substance misuse. Discuss the different symptoms of mental illness which you have experienced at each phase with your psychiatrist.
LESSON 6 - KNOWING YOUR NEEDS

1.  Staff introduction:  Many people ignore their needs and convince themselves that they need silly, even dangerous things (ie: sex with lots of people, drugs).  This is because they are frightened that their real needs will not be met.  For example, a real need of people is friendship, but how many of us have had our offer of friendship refused ?  It may feel easier to pretend we don’t have needs (I don’t need anyone) than feel the vulnerability of having our needs ignored or rejected, or of failing in our attempt to meet our needs.  Drugs is an easy way to deny our needs while convincing ourselves that everything is fine.

2.  Staff ask patients “What are some of our real needs ?”  Sample answers:  food, clothing, shelter, warmth (physical and emotional), love, education, something to do, fun, friends, laughter, health, medicine, abstinence, spirituality, someone to talk to, job, money, family etc.

3.  Staff add:  Meeting our real needs often takes us time (ie: to develop friendships).  To get them met we have to be willing to be tough enough to accept some failures and rejections.  Common mistakes which stop us from getting our needs met are:  perfectionism (‘If I fail, it’s a sign that something is really wrong with me and I can’t take it’); impatience (‘It’s taking too long and too much work.  I can’t be bothered.  Life should be easier for me; it looks easy for everyone else’); self-centredness (‘Everyone always wants something different from me; why can’t they just see I’m right and give me what I want ?’); over-sensitivity (‘It’s too scary to take a risk; I might fail or get rejected and it would hurt too much to stand it’).  For addicts, needs have become distorted by the false belief that any need which can’t be met immediately and completely to their satisfaction, the way a drug gives immediate and complete relief from life, isn’t worth fighting for.  Needs therefore make addicts very nervous because almost no-one can be completely and immediately gratified.

4.  Patients are asked to list what is good and bad about being aware of our needs.  Sample responses (staff should fill in anything which patients might miss):

GOOD
BAD



It means we can make a plan of how to fill our needs.

It means we can allow people to become important to us by allowing them to help us meet our needs.

It means we can empathise with others and become important to them by helping them to meet their needs.

It makes us human.

It means we won’t be susceptible to ‘bad solutions’ to our needs, such as drugs.
People can take advantage of us by putting their needs before ours.

Others may make us feel rejected by ignoring our needs.

We must accept that no one gets all needs met and must learn what to do with the frustration, and uncomfortable loss of control.



5.  Staff and patients consider the following dilemma:  If fear of failure and rejection keeps us from admitting our needs, how can we increase the chance of accepting ourselves with our needs ?

· Fight perfectionism by reminding ourselves that we all fail sometimes, and that failure makes learning easier.  Since no one knows or succeeds at everything, failure teaches us what to avoid.  We all have needs which may be ‘embarrassingly’ simple for others to achieve but which are difficult for us (most people can avoid addiction without thinking about it).

· Fight impatience by reminding ourselves that all good things take time to achieve.  Anything achieved too easily does not seem valuable.

· Fight self-centredness by remembering that everyone is struggling o get needs met and to each of us our way seems right.  If we fight over everything, everyone loses.  If compromising is something we can do comfortably, we will get more of our needs met in the long run.

· Fight over-sensitivity by reminding ourselves that each person tried to get his or her needs met.  Even those whose needs conflict with ours are not trying to belittle us just to get their own needs met.

· Remember that no one gets all their needs met and try to get comfortable with the human condition of being ‘in need’.  If we expect it, it cannot make us upset.  We won’t think it is something awful or that awful to be needy.  In this way we will be less vulnerable.

6.  Homework: Staff asks patients to think about one need each has that he/she finds easy to accept and meet, and one that is hard to accept and meet.  Figure out how to change your thinking so you can accept both your needs even if you can’t fill both.
LESSON 7 - CONSTRUCTIVE HELP

1.  Staff introduction:  Most of us have learned that it is a sign of weakness to need help and that it is dangerous to offer help.  We are ashamed to ask for help and fearful of offering it.  For addicts, among whom the use of illegal drugs requires a suspicious attitude, giving and receiving help is especially uncomfortable.  And yet, the people who most need help may have most weaknesses and may, therefore, be most ashamed and frightened of their vulnerabilities.  Consequently, they are least likely to ask for help.  Offering help seems most frightening to those who don’t have many friends because it seems they are most vulnerable to being taken advantage of, yet they are the ones who need to offer help to others since this is the road to friendship.

2.  Staff ask patients to list some of the reactions people have to needing help and to wanting to help.  Sample replies:

· Embarrassment at needing help (They must think I’m stupid.)

· Feeling infantilised by those who offer help (They must think I can’t do anything for myself.)

· Grateful to those who offer help (They must think I can’t do anything for myself.)

· Fearfulness out of our weakened position (What are they getting out of helping me?)

· Denial that we need help (What ’s everyone bothering me for; why don’t they just leave me alone ?)

Staff ask patients to list some of the reactions people have when they offer help (sample replies):

· fearful of having others take advantage (Are they going to be grateful or return help to me if I need it ?)

· grateful that we are in the position to offer help (Thank goodness I’m not the one in the position of needing help.)

· anxious that others will use our help in the way we intended it be used (I hope they don’t use this to hurt themselves.)

· anger that others depend on us (Why can’t they do it for themselves ?)

3.  Both needing help and offering help leaves people feeling vulnerable and scared that they will be taken advantage of.  This is because one can never be sure why a person is offering help or what a person will do with the help we’ve offered.  Both people are in an equally uncomfortable position.  (staff offer this observation.)

4.  Staff ask patients to list the good and bad things about offering and receiving help:

OFFERING

GOOD 
BAD



We can see someone grow strong

We can appreciate our own strengths

We can sometimes gain an ally
Some people make us feel foolish by rejecting our help

Some people take advantage and keep asking for help without returning the favour

RECEIVING

GOOD 
BAD



We can feel worthwhile because others feel we are worthy of help

We can find people who are worth befriending

We can give someone else the joy of helping to make us strong
Some people who know our weaknesses may take advantage of us

It’s better when we can do something for ourself

We may have to focus on our weaknesses and everyone prefers to focus on strengths

5.  Staff and patients consider what we can do to feel constructive about offering and receiving help:

OFFERING

a.  Be proud of the offer and the caring we have that causes us to offer help, no matter what the person who needs help does with our offer.

b.  Remember that the person receiving help is as nervous about receiving as we are about offering.
c.  Protect ourselves by keeping to rules about how often we will offer help if it is not returned.
d.  Try to expect that only about 1 in 5 offers of help really result in something positive in another person’s life, because all our lives are so complicated.
e.  Remember that those who need help the most are the least likely to be grateful.  They are often too busy being angry that they couldn’t handle things themselves in the first place.  So the last reason to offer help is for the gratitude we get.
RECEIVING

a.  Remember, in accepting help we may not be taking anything but instead offering another person the chance to see us grow.

b.  Remember that it is as scary to offer help as it is to receive it.
c.  Try to learn new ways to tell the difference between those who offer help for our sake and those who offer for their own.  Telling the difference is just a skill to be learned like riding a bicycle.  It takes practice to get better.
d.  Remember that everyone needs help in our lives and that it is a sign of maturity to be able to accept it with grace.
e.  See the causes for our need for help as areas to improve, rather than weaknesses.
People may be able to remember times they received better help than they expected or had the help that they offered grow into wonderful results (get memories from patients).  This proves that we could be losing a lot of joy and support by not offering or accepting help.

6.  Homework:

1. Accept help one time when you are embarrassed to do so and talk yourself out of your embarrassment.

2. Offer help one time when you are uncertain of the results and be proud of your capacity to help no matter what the results.  However, if they are not good, make a rule for yourself that might prevent you from having the same problem.

LESSON 8 - MANAGING ANGER

1.  Staff introduction:  We each react differently when we feel angry.  The person towards whom we feel anger, the place where we get angry and the circumstances which lead to our anger may all contribute to our ways of expressing anger.

One interesting thing about anger is that it is the term we use to name a feeling towards people; when circumstances disappoint us we are more likely to say we are ‘frustrated’ than ‘angry’.  Drug addicts are well known for their poor control of their behaviour when they feel angry, because they have relied on drugs to change their mood, rather than on learning how to talk to themselves to manage their mood.  But all of us have had poor management of our behaviour when angry, at some points in our life.  This is because we each tend to have a favourite style of responding when angry, and even though we know there are many styles of responding, we tend to stick to our favourite, even of other response styles would be better in some situations.

2.  Staff ask patients to list some ways they tend to act when they get angry.  Some sample responses might be:  walk away; yell; argue; fight; get drunk or high; demand one’s rights; feel hurt; get sad; feel guilty; go exercise; eat; feel sick; say nothing until it happens again and then explode; talk to the person at whom the anger is directed; snap at someone else; sleep etc.

3.  Staff sum these examples into 5 different forms of responding (patient may start to identify the type that they use most frequently.  Ask them to give an example and correct them if they are wrong, while praising them for being revealing):

· Passive:  Walk away; sleep it off; assume the other person was probably right anyway; ignore the situation.

· Aggressive:  Yell; fight; argue loudly; assume the person who angered us probably did so on purpose.

· Passive - aggressive:  Do nothing at the time, but if it happens again get aggressive; assume people deserve one chance, but if they do it again they were just trying to upset us.  This is the favourite style of addicts.

· Replacement:  Change the feeling into something else by exercising or doing something pleasant; turn the anger into sadness, guilt or feeling hurt; assume that we will do better if we are not experiencing the anger.

· Assertive:  Talk to the person about what we want and why we don’t like what they did; assume that if the other person knew how we felt and knew the information upon which we base our feelings, they would act differently.

4.  Patients evaluate the pros and cons of each of these:

STYLE
PROS
CONS



Passive

Aggressive

Passive - aggressive

Replacement 

Assertiveness
We don’t get others angry.

We don’t have to put ourselves on the line.

We get immediate satisfaction through a physical release of tension.

We can survive on the streets.

We can release tension in a safer environment.

We can deny our feelings until we feel like dealing with them.

We have an excuse to get violent (“Well I gave a second chance so I’m allowed to be violent”).

Mimics the mood swings of drug misuse.

Can get immediate relief of tension by changing the feeling to something else.

Can replace the anger with something that gets positive attention (sympathy with illness, a better body with exercise).

Feel positive about self and not burden self with negative feelings.

Can let others know politely what they do that displeases us and what we would like better.

By giving people other ideas we may provide them with a way to make themselves better.

Can get others to understand the consequences of their behaviours.


We rarely get what we & since no-one knows what that is.

We can get physically ill from the stress of avoiding our feelings.

We can lose friends, job, family.

We can get injured or arrested.

Often we explode at the wrong time and place.

We confuse people by changing our behaviour suddenly so we lose their trust.

People may lean what we don’t like, but they do not know what we do like so they still may not be able to please us.

Illness is painful.  These replacements don’t solve the problems which caused the anger.

People still don’t know how to please us.

Sometimes when we replace anger with feelings with which we are more comfortable, these feelings cause other problems (guilt and sadness hurt self-esteem).

May get others defensive and angry.

May have to put ourselves on the line and find out how important we really are to others.

Have to be aware of our feelings and goals, which requires a lot of personal responsibility.

Many people think that aggression provides the best change of getting what we want.  That is wrong.  Assertiveness does, but to increase our chances even more, we must be able to use each of these styles in response to different situations.  For example, the first day on a job, when you get asked to do something you don’t like, it is good to be passive and see how others are treated.  It is good to know who you are being assertive with and why.  Then you have a better chance of success.  However, if your life is in jeopardy, assertiveness won’t save it.  If it’s worth it to you to keep a job which makes you angry, replacement may be the best solution.  And in some political situations being passive-aggressive may allow you to manage appropriate survival that costs you less than passiveness or assertiveness.

5.  Patients and staff consider what causes them to use one style of managing anger when another style would be better:

a) Sometimes we have wrong opinions about one style.  For example, many people think a passive person is a ‘doormat’, or an aggressive person is immoral.  Maybe that is true if that is all the person ever uses but no-one uses only one response style, no matter what the circumstance.

b) People learned their response styles from the people who raised them.  They were learned at a time before speech and are very old habits which are very difficult to change (have patients consider their caretakers’ attitudes about other styles:  “It’s wrong to fight”; “If you don’t fight you’re a wimp” etc.)

c) Anger occurs when people feel shamed and disrespected.  They may not be thinking clearly enough to choose the best style.  Shame is often the trigger for anger.  Since people who are respectful of themselves care less about others’ opinions, it is harder to shame them and less likely they will unwisely choose a response style.

d) For addicts, the need for immediate gratification makes it almost impossible to choose assertiveness or passivity.  Their responses (which tend to be passive-aggression, aggression or replacement) are much more dependent on their state of sobriety/high.  Also addicts feel great shame about themselves and are easily made ashamed by others even when people around them are being pleasant.  Since their shame builds so quickly, if they don’t get a physical release with drugs, they are much more likely to become aggressive.  Finally, their involvement in drugs makes it hard for them to see the world and themselves accurately and they are less likely to choose a good response style, even if they are trying to.  However, like all skills this improves with time and practice.

6.  Homework:

On a small issue, over which you have felt anger, try a different response style than your usual one.  See if it brings good results.  Also see if it feels better to focus on the best response style than on feelings of shame/disrespect.

LESSON 9 - CARING FOR YOUR BODY 

1.  Staff introduction:  We have only one body.  We live within it.  Everything we think, feel and do is done with it and by it.  We think with our heads, often feel in the pits of our stomachs, and act with our legs and hands.  Taking care of it is therefore crucial, even though most of us ignore or even think of it as the enemy.  We hate hunger pangs, hate the sweatiness of fear, are often frustrated by our sleepiness when were busy.  For people who are addicted, one’s body becomes the enemy to an even greater extent.  It aches for another fix, makes its hard to say ‘no’ and needs and needs and needs.  The more an addict misuses his /her body with drugs, the more abusive his/her body becomes in return, with stronger crashes and more painful and insistent craving.  For all people,especially addicts, taking care of one’s body is the only way to feel a part of it rather than feeling like it’s an enemy.  Addicts have tended to become disassociated from their bodies.  Only by caring for their bodies can they have the sense of living inside a friend who can help them bear the pain.

2.  Staff ask patients to list some ways we can care for our bodies (sample answers):

Food; hygiene; exercise; perfume; make-up; hot baths; sleep; stretching; yawning; keeping away from drugs; laughing; relaxing; nice clothes; sex; getting a massage; cuddling or hugging etc.

Staff add:  There are natural ways of getting pleasure with our bodies.  But if we see our bodies as enemies, we may not feel they are worthy of our care.  Taking care of a body requires long and short term plans.  The long term plans include detoxing, eating a good diet, getting enough sleep, having a yearly physical examination, and caring for ourselves when we are ill.  But there are many short term ways that people neglect to have our bodies provide us with comfort.  These methods of relaxation can allow us to remain comfortable, even if we feel anxious, angry or hurt.  They can relieve emotional pain to some extent and can do so immediately enough to provide the short term gratifications which addicts seek.  Staff show 2 simple actions for self-care:

a.  Hugging oneself and stroking one’s hand or arm in a reassuring manner, along with reassuring self-statements 

b.  Imagining the tension which is balled up in one spot on the body (neck, stomach) spreading to be held evenly by the entire body, dissipating as one firmly pats one’s whole body.

4.  Staff ask patients to consider what is good and bad about taking care of our bodies in this manner (sample answers):

BAD:  Can’t have certain types of immediate gratifications (junk foods, drugs etc.)

Must allow ourselves to be aware of our feelings and reactions in order to be able to use relaxation techniques described above or any of the hundreds of others which are available.

GOOD:  More comfort with body.

Less depersonalisation (feeling lost, empty, bored).

Feel more spontaneous and ready to react in a reasonable manner.

Intense feelings are not so frightening.

5.  Staff and patients consider why we don’t use these easy techniques all the time:

· Our society has religious beliefs about the inherent sinfulness of our bodies, and along with sexual repression, there is much sensual repression.

· If we dislike ourselves, we often take it out on the bodies which contain us.

· After years of drug misuse our bodies can be as untrusting of our care as we are.

· Little emphasis is given during child rearing about the nurturing qualities of the body, and we are often taught that it lies to us.  For example, a young boy who is frightened or who cries when injured may be taught that these natural body reactions are unmanly.  With the exception of some sports however, families rarely show us ways to enjoy our bodies.  It is the rare family where a parent teaches a child how to give a massage, recommends a long hot bath for a frustrating day etc.

6.  Homework:

When tense, use hugging self and pat body to relax.  Try to correct thinking and imagine the body as a friendly barrier to the outside world which can help you bear pain if you take care of it.

LESSON 10 - SETTING GOALS

1.  Staff introduction:  For many people, setting goals is terrifying because of fear of failure.  People with addictions and mental illness are especially uncomfortable because relapse is such a common symptom of their diseases.  Not only do relapses interfere with plans to achieve goals but also many patients consider relapse to be a sign of their inability to reach a goal of self-control, rather than accepting relapse as a symptom.

3. Staff ask patients to list goals that people work for (sample answers):

Have a good job; marry someone nice; get love; have a car; have a nice home; have beautiful clothes; have a lot of money; become famous; become powerful; move ahead in a job; be respected; keep a family together; give one’s children a good chance in life; be able to afford fun and holidays; stay out of hospitals; achieve abstinence; stay in control of temper; get an education; learn to respect oneself etc.

3.    Staff add:  settimg a goal requires:

a.  People break down large goals into smaller steps;

b.  People take one step at a time;

c.  People make strategies about how to achieve each small step;

d.  People follow through on their planned strategies.

4.  Patients are asked to consider what is good and bad about this 4-part approach:

BAD:  Going only one step at a time requires patience, which is in short supply with addicts and many mentally ill individuals.

Having many steps means there are more chances to fail.

Making strategies can be hard work and following through on them means risking failure every time.

Many people see failure as a sign of their worthlessness, rather than merely as a part of life.

Addicts use failure as an excuse to use drugs.

Many people are scared of learning and to succeed with goals in the face of failures requires learning from one’s mistakes.

GOOD:  Making little steps means you have many chances to succeed and enjoy the success.

Having many steps means that any failure causes less of a set-back.

Setting a goal allows us to feel the independence of knowing what we want and going for it.

When we succeed, it increases our sense of competence.

As we learn to be proud of our efforts, rather that only of our successes, failures will feel comfortable; we can know self-acceptance.

It is fun to be creative with problems that interfere with our strategies.

5.  Staff and patients consider ways we can help ourselves to follow through on our goals:

· We can expect a certain amount of failure as a part of life, so that we don’t take it personally when it occurs.

· We can get comfortable with our right to fail.  It is better to try and fail than never to have tried at all, because without trying we are assured of failure.

· We can work on feeling the enjoyment when a small step succeeds.  We can plan rewards for ourself.  After all, if we do not take the time or bother to notice and enjoy success, what will motivate us to keep trying and be patient when we fail ?

· We can add another reinforcement besides enjoyment of success.  We can learn to feel pride at our efforts, since we cannot always control whether or not we succeed or fail.

6.  Homework:

Set one small goal for yourself and make a strategy or plan with steps to achieve it.  Congratulate yourself for every step taken.  Be ready to give yourself a hug if you fail, because you bothered to try, and because failure is disappointing, so you deserve a hug.
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