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Examination of gaps in dual diagnosis treatment uncovered an
unforseen problem - mental health services and drug teams are
most concerned about different drugs of abuse

rug users who have mental

health problems are often

seen to be doubly disadvan-
taged.'? Each problem is exacerbated
by the other, which results in much
WOTse outcomes on most measures —
housing status, employment status,
family relationships and so on.

People with a dual diagnosis should

in theory receive extra service
provision. But instead it is perceived
that neither drug services nor mental
health services feel such people are
their responsibility, due to differing
definitions of dual diagnosis and
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expectations of what each other’s
services can deliver.’ This creates a gap
between the two services through
which such people are likely to fall.'
To examine this issue we inter-
viewed staff with assessment responsi-
bilities from mental health settings
(in-patient and community) and
Community Drugs Teams in two NHS
Trust areas. The semi-structured
interviews examined differing
definitions of dual diagnosis, attitudes
towards it and where staff thought the
responsibility for treatment of this

group lay.

Discrepancies

The responses showed some signifi-
cant discrepancies of opinion between
staff in the two sectors, sometimes
even within the same service.

Some mental health staff felt that it
should be the drug teams’ responsibil-
ity to treat, and be keyworker for,
people with both drug and mental
health problems (under the Care
Programme Approach).

Most drug team staff interviewed felt
that they should never be keyworkers
for someone with dual diagnosis, they
saw this as a mental health role.
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Three-quarters of mental health staff
interviewed felt either a member of
the drug team should be the key-
worker or it should depend on each
individual case.

Both services felt that neither team
did enough for this group of people.
They all felt that a poor service was
delivered. People categorised as having
a ‘personality disorder’ were seen as
particularly problematic to manage,
but were generally felt not to be ap-
propriately labelled as dual diagnosis.

Different drugs

An important and unexpected finding
was uncovered when staff went into
more detail about their work. The staff
in the two sectors were not taltking
about the same groups of people. Each
team was most concerned about users
of different drugs.

Virtually all staff from mental health
teamns said cannabis was the main
drug that people they encountered
used. This was by far the most
problematic drug in its effect on their
clients.

Amphetamine, although the second
most reported drug, was given con-
siderably less emphasis in prevalence
and the problems it caused. No other
drugs were given more than two
mentions.

The staff from the Community
Drug Teams linked amphetamine
and ecstasy particularly with mental
health problems. They didn’t
encounter cannabis very regularly or
regard it as significantly problematic.
This tallies with my experience of
working in CDTs.

Thus mental health staff were
referring to cannabis users when they
talked about dual diagnosis and staff
from drug agencies were talking about
stimulant users.

It could be that there is not a gap
but a chasm between the services. It is
possible that there js very little overlap
between them and those people not
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Gaps in perception

Definition of the primary drug of abuse is only one area
of many that cause problems in dual diagnosis, another
is the definition of mental illness.

The report Too Many Hoops studied dual diagnosis
service provision in Avon.' it found that perceptions of
mental illness varied between those providing NHS
mental heaith services, social services and the voluntary
sector drug, alcohol, mental health and housing services.

Definitions of mental iliness ranged from severe and
enduring mental illness (psychotic disorders, for example
schizaphrenia or bi-polar disorder) to personality
disorder, anxiety and depression.

Social services and the voluntary sector employed a
more inclusive definition of mental iliness, which involved
persoriality disorder, depression, panic disorders and
anxiety,

On the whole, providers of statutory mental heaith
services did not include people with personality
disorder in the category of dual diagnasis.

The report recommended the following working
definition ot dual diagnosis:

Severe and enduring mental iliness or disorder and
problematic drug/alcohol use. This definition of dual
diagnosis includes personality disorder.

This definition of dual diagnosis includes:

@ those for whom mental illness or disorder
precedes problematic drug/alcohol use and may in
some way precipitate it

@ those for whom psychiatric symptoms are
consequent to problematic drug/alcohol use

@ those for whom psychiatric symptoms are
independent of their problem drug/alcahal use.
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Virtually all staff from mental health teams said

cannabis was the main drug that people they

encountered used. This was by far the most

problematic drug in its effect on their clients

deemed appropriate referrals by one
team are also rarely taken on by
the other.

On the other hand, mental health
services could be picking up the
cannabis users and drug teams the
stimulant users and managing them
adequately (although probably in
need of support). In effect providing
an almost seamless service.

This was a small study, but it seems
that drug agencies need to take
cannabis seriously if they are ever to
understand the concerns of mental
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health services. Often drug teams don't
see cannabis as a serious problem.
They dismiss the concerns of mental
health teams as due to the lack of drug
awareness and training.

Cannabis can have serious effects
on people with mental health
problems. It has been found to
aggravate pre-existent schizophrenia,
it has been implicated in relapse and
can produce psychotic reactions in
vulnerable individuals. These effects
are not necessarily due to ‘chronic
intoxication’>®

Maybe drug agency staff need more
awareness and training on the effects
of cannabis on mental health.

Since the research was done more
dual diagnosis workers and mental
health liaison workers have been
appointed, which may address the
issues of responsibility and communi-
cation. But misconceptions of which
drugs cause most mental health
problems are still valid Il
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