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EXECUTIVE SUMMARY 
 

  
 The NASMHPD-NASADAD Task Force on Co-Occurring Mental Health and Substance 
Use Disorders was created in 1998 by joint action of the National Association of State Alcohol 
and Drug Abuse Directors and the National Association of State Mental Health Directors to 
create an ongoing dialogue focused on improving collaboration and coordination between State 
Substance Abuse Authorities and State Mental Health Authorities.  This report is the fifth in a 
series of publications that reflects the work of the Task Force and outlines its priorities for future 
activities at national, state and local levels. The four previous reports include: 
 
• National Dialogue on Co-Occurring Mental Health and Substance Abuse Disorders (1999); 
• Financing and Marketing the New Conceptual Framework for Co-Occurring Mental Health 

and Substance Abuse Disorders (2000); 
• Successful Programs for Individuals with Co-Occurring Mental Health and Substance Abuse 

Disorders: Examples from Five States (2000); 
• Exemplary Methods of Financing Integrated Service Programs for Persons with Co-

Occurring Mental Health and Substance Use Disorders (2002). 
 
 The present report arose from the desire of members of the Task Force to better 
understand how the conceptual framework for co-occurring mental health and substance use 
disorders was evolving as states and communities used it to support their co-occurring service 
delivery planning, implementing and evaluation efforts.  The meeting brought together 
representatives from thirteen states to share their co-occurring program activities and to consider 
next steps that might be appropriate to support state and community authorities as they 
strengthen service delivery systems.    
 
 In particular, Dr. Richard Ries reviewed with the Task Force the experience of 
Harborview Medical Center in Seattle, Washington in applying the conceptual framework to 
consider the co-occurring service needs of the King County, sixth-largest in the United States.    
Several significant challenges have arisen from ongoing efforts to apply the conceptual 
framework as a systems planning tool, at local, state and national levels, including:  
 

The framework currently lacks operational definitions.  Currently, the conceptual 
framework provides no guidance for direct service practitioners and agencies that are searching 
for the clinical definitions necessary to classify clients according to the nature and severity of 
their symptoms and then assign them to appropriate types and levels and of care. 

 
There is a need to establish benchmarks.   Benchmarks of specific client symptoms and 

program needs have not been developed. Established benchmarks would permit clients to be 
assigned to quadrants independent of their individual agency settings.   

 
Differences between short- term and long-term symptoms.   Differences in perceived 

acute versus long-term needs have significant implications for service systems that are planning 
and delivering co-occurring services based on identified client needs. 
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In response to these challenges, Harborview has created a “Co-Occurring Matrix 
Assessment Tool” (CMAS) funded by the Center for Substance Abuse Treatment to 
operationalize measures of symptom severity, establish benchmarks and help plan and deliver 
co-occurring services over time.  The Task Force considered these and other issues and 
observations that members felt were necessary to consider as the conceptual framework 
continues to evolve. 

 
 SAMHSA staff summarized the wide range of current federal efforts that are designed to 
support co-occurring service development throughout the nation, including the Report to 
Congress on the Prevention and Treatment of Co-Occurring Substance Abuse Disorders and 
Mental Disorders, Co-Occurring Policy Academies, Co-Occurring State Incentive Grants, Co-
Occurring Center for Excellence, Dual Disorders Tool Kit, and focus groups on Co-Occurring 
Mental Health and Substance Abuse Disorders.   
 
 The meeting concluded with a discussion of the ongoing relevance of the conceptual 
framework, noting that it is in wide use across the country and has informed policy and program 
planning at federal, state and local levels, both within the mental health and substance abuse 
communities and outside of them, in such areas as primary care and the judicial system.  The 
Task Force made a series of recommendations which members believe will strengthen the 
Federal-State partnership, among them: 
 
• SAMHSA and the Task Force should collaborate to develop targeted strategies to engage 

states who have been unsuccessful to date in applying for co-occurring-related funding or 
participating in federally-funded co-occurring conferences, in an effort to support every 
state’s efforts to improve co-occurring service delivery.   

 
• SAMHSA should consider a more strategic use of the Governor’s involvement in 

applications for federal training, technical assistance and other support.  In cases where the 
procedure is continued, SAMHSA should ensure that State Authorities are notified at the 
same time to ensure the timely production of a well-developed application. 
 

• Technical assistance and support offered by SAMHSA-funded programs and projects should 
consistently emphasize practical program models that emphasize a business-oriented 
approach to service delivery:  joint purchasing mechanisms, multiple financing streams, 
purchase of effective services which produce specific outcomes, and continuous evaluation to 
improve systems performance. 

 
 The Task Force charged itself with creating a Strategic Plan to guide its activities for the 
remainder of this project year and into future years.  The Strategic Plan will clarify the functions 
of the Task Force to explore complex issues, to take policy positions and to advise SAMHSA as 
needs for technical support and program development evolve.  The next meeting of the Task 
Force is scheduled for the summer of 2005. 
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INTRODUCTION 
 

 
The Joint Task Force 

 
The Task Force on Co-Occurring Mental Health and Substance Use Disorders was 

created by joint action of the Presidents of the National Association of State Alcohol and Drug 
Abuse Directors (NASADAD) and the National Association of State Mental Health Program 
Directors (NASMHPD) Boards of Directors in 1998 to provide support and technical assistance 
to State Authorities  in their ongoing efforts to develop and improve services for persons with co-
occurring mental health and substance abuse disorders.   

 
Since its inception, the Task Force has embodied the strong and effective partnership 

between NASMHPD and NASADAD to explore innovative and effective ways of 
conceptualizing systemic issues and supporting member states in strengthening co-occurring 
services.   In close collaboration with the Substance Abuse and Mental Health Services 
Administration (SAMHSA) and its Center for Mental Health Services (CMHS) and Center for 
Substance Abuse Treatment (CSAT), the NASADAD-NASMHPD partnership has: 
 
• convened the NASMHPD-NASADAD Task Force on Co-Occurring Disorders on four 

separate occasions; 
• endorsed a Conceptual Framework for planning and organizing co-occurring services; 
• conducted presentations to national professional and provider meetings about the work of the 

Task Force and national, state and local developments in co-occurring services;  
• disseminated a PowerPoint presentation to market the conceptual framework; and 
• provided ongoing review and comment to SAMHSA and to other federal and state agencies 

as effective mechanisms to support co-occurring service delivery are considered, developed 
and expanded. 

  
 A previous publication outlined the efforts of the Task Force to disseminate state-of-the-
art knowledge on co-occurring services by:1
 
• articulating a framework that conceptualizes treatment systems for co-occurring mental 

health and substance use disorders in terms of the nature and severity of client symptoms and 
specifies the level of service coordination (i.e., consultation, collaboration and integration) 
needed to improve service outcomes (National Dialogue on Co-Occurring Mental Health 
and Substance Abuse Disorders, 1999); 

 
• establishing the expectation that comprehensive, coordinated systems of care for individuals 

with co-occurring mental health and substance use disorders based on the conceptual 
framework should be developed, financed and marketed (Financing and Marketing the New 
Conceptual Framework for Co-Occurring Mental Health and Substance Abuse Disorders, 
2000); 

 
1 National Association of State Mental Health Program Directors and National Association of State Alcohol and 
Drug Abuse Program Directors. (2002). Exemplary methods of financing integrated service programs for persons 
with co-occurring mental health and substance use disorders.  Authors: Alexandria, VA and Washington, DC. 
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• identifying co-occurring service programs from five states as examples of successful efforts 
to serve persons with co-occurring mental health and substance use disorders (Successful 
Programs for Individuals with Co-Occurring Mental Health and Substance Abuse Disorders: 
Examples from Five States, 2000); and        

 
• presenting in-depth case analyses of nine service systems that deliver effective, integrated 

services to persons with co-occurring disorders by using funds derived from multiple sources 
and by documenting the specific management and program practices and methods these 
programs use to organize services, obtain revenue, expend resources and account for 
expenditures (Exemplary Methods of Financing Integrated Service Programs for Persons 
with Co-Occurring Mental Health and Substance Use Disorders, 2002).  

 
The Conceptual Framework 

 
National dissemination of the Conceptual Framework for Co-Occurring Mental Health 

and Substance Abuse Disorders through these and a number of other publications has helped 
create multiple opportunities for federal, state and county organizations and advocates to 
consider the ways in which service systems for co-occurring disorders could be improved.   The 
Task Force has been repeatedly informed by State Authorities and others that the framework 
continues to serve its intended purpose as a planning and discussion guide: systems are being 
examined, consumer needs are increasingly expressed and estimated and gaps in service are 
identified and, to some extent, closed. While still fairly recent in its origins, the framework has 
made a valuable contribution to the substance abuse and mental health fields and continues to 
evolve as it is adapted to the unique needs of states and localities across the nation. 

 
Using This Report 

 
  This report is the fifth in a series of publications produced under the auspices of the Task 
Force.  It is intended to inform State Substance Abuse Authorities and State Mental Health 
Authorities and other policy makers, consumers and advocates of recent developments in co-
occurring service initiatives across the nation; to frame the Task Force discussion regarding the 
evolving nature of the Conceptual Framework endorsed in 1999 by the two associations; to 
provide guidance and recommendations to federal, state and local partners as they continue to 
focus on co-occurring service planning, implementation and evaluation; and, to consider the 
future activities of the Task Force itself as it lays out an agenda for the coming years.   
 



APPLICATION AND ADAPTATION OF THE CONCEPTUAL FRAMEWORK 
 

  
 As it was originally conceived and described, the conceptual framework recognized the 
unique nature of service systems: no one service model can be “retrofitted” into all 
environments.  Client needs and service system capacities differ.  Mechanisms of financing, 
planning, regulating, contracting, and evaluating services vary.  Nonetheless, the framework 
articulates a useful paradigm for exploring complex individual needs within service systems with 
widely disparate characteristics and capacities.   Its organization into four quadrants – adapted 
from work developed almost simultaneously in New York and Washington State – frames 
systems of care in terms of the nature and severity of client symptoms, rather than diagnosis.  
The severity of symptoms helps guide the intensity of the service system’s response.  Treatment 
services provided may vary from simple consultation with other agencies, to collaboration 
among agencies that together provide multiple services, to integration of services, where 
treatment for both disorders are combined and delivered simultaneously.   
 

 

IV 
Locus of care: 

State hospitals, integrated 
MH/SA programs, 

jails/prisons, ERs, etc.  
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The framework illustrates that services for co-occurring disorders (COD) can be delivered 
in primary care settings (Quadrant I), in mental health settings (Quadrant II), in substance abuse 
settings (Quadrant III) and in high-intensity, integrated behavioral health settings, as well as in 
hospital emergency rooms, jails and prisons (Quadrant IV).   The quadrant model recognizes that 
individuals with COD may move among quadrants during the course of their illness, and it 
encourages system advocates, planners and policy-makers to create flexible services that are 
based on identified client needs.       

 
State Applications of the Conceptual Framework  

 
Mr. Michael Couty (NASADAD President/Missouri) and Dr. Terry Cline (NASMHPD 

President/Oklahoma), Co-Chairs of the Task Force meeting, addressed the use of the conceptual 
framework across states with diverse systems, needs and environments, and acknowledged its 
value as a mechanism to guide the challenging discussions that must include difficult choices 
regarding limited resource use.   The meeting opened with Task Force representatives being 
invited to address the nature of co-occurring service planning in their state, followed by Dr. 
Richard Ries, who reviewed Washington State’s use of the co-occurring framework, and ongoing 
efforts to estimate populations within each of the four quadrants. 

 
Arkansas 
 

Director Joe Hill of the State Division of Behavioral Health Services reported that a 
recent organizational restructuring moved the Office of Drug and Alcohol Services and the 
Office of Mental Health into the same division, presenting new opportunities for collaboration 
between the two.  Current state efforts focus on bringing together two historically strong and 
independent provider systems into a more effective partnership, leading to better service 
coordination and achievement of desired service outcomes.  Emerging issues include drug courts, 
child welfare, juvenile justice and the need to collaborate in the face of increasing public 
awareness of treatment alternatives to incarceration.      

 
California 

 
As Director of the State Mental Health Authority, Dr. Steve Mayberg reflected that he 

and his substance abuse counterpart continue their efforts to support integrated services at the 
local level.   Although the challenges are great, the mental health and substance abuse systems 
have successfully convened a task force of county and provider representatives to look at barriers 
and explore possible solutions to providing integrated services.  The recent passage of 
Proposition 63 offers both tremendous opportunities as well as significant challenges to 
transform systems in ways that offer most benefit to clients.  
 
Delaware 

 
As Director of the Division of Substance Abuse and Mental Health, Renata Henry 

described the state’s extensive use of the conceptual framework to help it move more closely 
toward an integrated service delivery model.   The state operates with a diverse service structure: 
the majority of substance abuse programs are contracted out to private, non-profits, while the 
mental health system is actually state operated, presenting a unique set of challenges to 
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improving care.   The framework has helped to identify service strengths and weaknesses, 
building on the former and correcting the latter.   Extensive staff training has targeted specific 
areas of clinical competence; funding decisions are within the context of system needs and 
capacities. A joint Medical Director serves both mental health and substance abuse systems.  
 
Illinois: Human Services Center, Peoria 
 
  According to Human Services Center Director Mike Boyle, issues of organizational and 
staff change overshadow the issue of limited resources.  The agency has largely focused its 
efforts on the needs of persons in Quadrants II, III, and IV of the conceptual framework and has 
learned as much from its failures as from its successes.  The agency’s approach is called 
“Behavioral Health Recovery Management”, a disease management model for both behavioral 
health and primary care. 
 
Maryland  
 
  Mr. Brian Hepburn, Director of the Mental Hygiene Administration and Dr. Peter Cohen, 
Medical Director for the State Alcohol and Drug Abuse Administration, reported on the work of 
the legislatively-mandated task force on co-occurring disorders.  A leadership group made up of 
substance abuse and mental health department personnel has been appointed by the Governor to 
advise the task force. A co-occurring strategic plan is being developed to look at staff training; 
access to, and triage in, levels of care; developing American Society of Addiction Medicine’s 
(ASAM) “capable” and “enhanced” services; and financing mechanisms, among other areas.  
 
Missouri 

 
The state was represented by Michael Couty, Director of the Division of Alcohol and 

Drug Abuse and Co-Chair of the Task Force.   The conceptual framework has for some years 
provided the state with an opportunity for dialogue between the substance abuse and mental 
health departments, and resulted in building incentives into contracts that mandate competent 
service delivery.  Expectations of leadership regarding standards of care have been instrumental 
in strengthening the state’s co-occurring systems of care.         
 
Montana 

 
The Chief of the Mental Health Services Bureau, Lou Thompson, pointed to the co-

location of mental health and substance abuse offices within the State’s Addictive and Mental 
Disorders Division as an important incentive to achieving greater cooperation between the two 
agencies.   Nonetheless, she indicated that statewide efforts to improve co-occurring service 
delivery have been limited to date, focusing primarily on effective screening and comprehensive 
assessment and workforce training activities.   

 
Nevada 
  
  Ms. Maria Canfield and Dr. Carlos Brandenberg represent the State Substance Abuse 
Authority and the State Mental Health Authority, respectively.  In the addictions arena, there is 
concern that providers face steadily-increasing challenges as they try to serve persons with 
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serious mental illness.  The lack of resources makes assuming new service initiatives more 
difficult, although the addictions system is meeting with some success in collaborating with the 
homeless provider community, the corrections system and other service sectors. 
 
  The state’s mental health system not only funds service providers but is also itself a 
direct provider of care. While providing co-occurring services is critical, the need to focus 
mental health efforts on that population is being eclipsed by the shredding of the safety net for 
the uninsured, the immigrant population, and Medicaid and Medicare recipients.  In some places, 
the state’s psychiatric inpatient capacity has virtually disappeared.                 

 
Oklahoma 

 
Dr. Terry Cline, Commissioner of the Department of Mental Health and Substance Abuse 

Services and Co-Chair of the Task Force, reviewed his state’s efforts to improve co-occurring 
services.  Excellent working relationships among providers in the face of budget shortfalls have 
presented a unique opportunity to discover common concerns and to speak with a much more 
powerful common voice about client service needs.  A strong and hopeful desire for change now 
permeates the system.  

 
Tennessee: Foundations Associates, Nashville 
 
  Michael Cartwright is Executive Director of one of the nation’s largest providers of 
integrated care for persons with co-occurring mental health and substance use disorders. 
Foundations Associates’ operations now extend into five separate states.  Although funding is 
certainly an important issue in providing co-occurring services, Mr. Cartwright maintains that the 
greater challenges are related to recruiting and retaining a competent workforce. Creating 
contract incentives and clear expectations regarding provider capacities can contribute 
significantly to creating a competent workforce anywhere in the country.    
 
Texas 
 
  As the Deputy Commissioner of Behavioral and Community Health for the newly- 
formed Department of State Health Services, Dr. David Wanser indicated that mental health and 
substance abuse are now combined in one division.  Current responsibilities include the purchase 
of all primary health care services in Texas, including family planning, primary care, indigent 
health care, end stage renal disease care, the WIC program and others.  Texas was among the 
earliest proponents of co-occurring services, funding a pilot project to pool mental health and 
drug abuse funding and hiring a state co-occurring project manager as long ago as 1997.   Rather 
than placing priority on new funding for co-occurring services, Texas takes the position that 
what’s needed is a competent system (per ASAM) that includes well-trained staff.  In fact, 
training has become a high priority for the state.   Irrespective of the door of entry, the 
department is sensitive to the need to reach out to all other agencies and support the development 
of basic competencies. 
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Vermont     
 
Ms. Barbara Cimaglio is the Deputy Commissioner of the State Department of Mental 

Health and the State Authority for Alcohol and Drug Abuse Programs.  Recent restructuring of 
the Department of Mental Health within the Department of Health has resulted in a state entity 
that oversees public health, mental health and substance abuse, a significant new opportunity for 
co-occurring service development and systems collaboration.  The department’s commissioner is 
a physician with a strong commitment to integrated care who is steadily moving the state toward 
a chronic disease management approach.  This will focus additional attention on primary health 
providers in Quadrant I of the framework, through which many consumers enter the mental 
health and substance abuse systems. 

 
Washington  

 
Dr. Richard Ries, Medical Director of the Washington State Division of Alcohol and 

Substance Abuse and among the earliest contributors to the conceptualization of co-occurring 
substance use and mental health disorders within a four-quadrant model2, presented the Task 
Force with a description of his work and led a discussion of the implications of that work on co-
occurring services planning, delivery and evaluation (see Appendix for slides).  He indicated that 
Washington has had a Co-Occurring Disorders Committee since the early 1990’s, which focuses 
attention on statewide training, having just completed the 18th Annual Co-Occurring Academy 
with 300 attendees over three days.  The committee also continues to adapt the conceptual 
framework to its own uses and needs, resulting in a version that explores a variety of diagnoses 
in greater detail than the original model.   

 
Inside the Conceptual Framework: Next Steps for Systems Development 

 
In addition to his work with the Division, Dr. Ries is Professor of Psychiatry and Director 

of the Division of Addictions at the University of Washington Department of Psychiatry and 
Behavioral Sciences, as well as Director of Outpatient Psychiatry for the Addictions and Dual 
Disorders Program at Harborview Medical Center in Seattle.  Harborview serves King County, 
the sixth-largest county in the U.S., offering level one trauma services for medical, surgical and 
psychiatric issues and providing acute psychiatric inpatient care for indigents and emergency 
room admissions.   Dual mental health and substance abuse services tracks have been integrated 
on all inpatient units since 1988.   

 
While no published data exist that describe how the conceptual framework is being used 

across the country as a system planning or clinical tool, anecdotal information suggest that it is in 
wide use.  Dr. Ries shared the example of one pilot effort undertaken by Roy Gabriel in Portland, 
Oregon, who has tracked a population of individuals as they move among quadrants as a result of 
the availability (and perhaps effectiveness) of service interventions.   For some clients, the 
severity of mental health symptoms was reduced, while severity of substance abuse symptoms 
remained high. Others saw a reduction in their substance abuse symptom severity, without 
change in mental illness symptoms.  With still others, both mental health and substance abuse 

                                                 
2 Publication of a four-quadrant model originated in Washington State with Ries (1993) and in New York State with 
Rosenthal (1993). 
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symptom severity decreased.  In all, positive movement was identified, with more than three-
quarters of those who were originally in a high severity condition in one or both areas (i.e., 
mental illness and substance abuse) moving into a low severity quadrant of either one or both 
areas.    

 
Although it was originally designed as a simple services schematic, the framework has 

found widespread support among a variety of constituents. Practitioners want clinical definitions 
of what constitutes “low” vs. “high” severity so that clients can be offered appropriate services.  
Agency administrators are interested in operational definitions that support their program 
planning efforts.  State authorities have expressed a desire for better information regarding how 
agencies, counties and regions are responding to client needs.  Federal officials would like to 
compare co-occurring program activities among different states.     

 
Dr. Ries and the Task Force considered several of the challenges that arise from efforts to 

apply the conceptual framework as a systems planning tool, at local, state and national levels:  
 

1. the framework currently lacks operational definitions; 
 
2. the need to establish benchmarks; 
  
3. short- term vs. long-term symptoms. 
 

Lack of Operational Definitions
 
The Conceptual Framework was originally designed as a simple services schematic to 

better understand how co-occurring services might relate to one another. One of its chief 
attributes is that it allows policy makers, providers and system advocates to view system needs 
from a broad-enough perspective, so that they aren’t overwhelmed by the detailed needs of many 
thousands of individuals who may or may not be receiving care.   However, in its current 
iteration, a significant challenge in using the framework is that it provides no guidance for direct 
service practitioners and agencies that are searching for the clinical definitions necessary to 
classify clients according to the nature and severity of their symptoms and then assign them to 
appropriate types and levels and of care. 

 
Operational guidelines that define which clients are “low” or “high” in one quadrant or 

another would allow agencies to better understand their particular client population profile and 
estimate the percentage of individuals who fall into Quadrant I, Quadrant II, Quadrant III and 
Quadrant IV.  That understanding of their unique client “mix” would contribute to the process of 
configuring co-occurring services based on actual need.   

 
The Need to Establish Benchmarks 

 
Once operationalized, the level of client symptom severity can be assessed either “on the 

curve” (i.e., relative to other individuals within a treatment program or agency) or through 
benchmarks established to describe levels of severity, which would not vary from program to 
program or agency to agency.  Assigning to quadrants “on the curve” defines the population in a 
way that is unique only to the program making the assignment.  Assigning to quadrants in the 
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basis of established benchmarks, which more difficult, allows the nature and severity of a client’s 
symptoms to be widely understood, irrespective of the nature of the program.    

 
For example, symptoms that are considered low mental illness severity in an acute 

psychiatric emergency setting might be considered high mental illness severity in an addictions 
outpatient clinic.  An assignment of low addiction severity in a Methadone program might be    
considered high addiction severity in a primary care setting, such as a public health department.  
Assigning to quadrants “on the curve” can be seen as substantially dependent on the agency’s 
perspective and sense of their own capacities.  Established benchmarks would permit clients to 
be assigned to quadrants independent of their agency settings.  Planning and appropriate 
response within agencies, across programs and agencies, intra-state and among states nationally 
would then become possible.   

 
Short-term vs. Long-term Symptoms 
 

A final challenge inherent in applying the conceptual framework lies in the movement of 
clients among quadrants, whether due to effective service interventions, exacerbation of 
symptoms or simply the passage of time.  Fairly quick movement between quadrants may occur 
as a result of stabilizing acute symptoms.   Effective treatment may suspend substance abuse use 
or mental illness symptoms for long periods of time.   

 
For example, according to Dr. Ries, many substance-induced psychoses or suicide 

attempts will initially require the highest level of care (i.e., Quadrant IV), often then resolving 
within a matter of hours or days to a Quadrant III condition.  Stress or medication non-
compliance may cause a low severity stable condition to become a high severity unstable mental 
condition, moving the client from Quadrant I to Quadrant II or even Quadrant IV.  Finally, 
classifying an individual at one point in time as a severe alcoholic may be accurate, only then to 
raise questions after years of sobriety: is the individual still Quadrant III (high substance 
abuse/low mental illness)?  For service planning purposes, what differences between short- term 
and long-term definitions of symptom severity should be considered?   Such differences in 
perceived acute versus long-term needs have significant implications for service systems that are 
planning and delivering co-occurring services based on identified client needs. 
 
Harborview’s Response 
 

In response to these challenges, Harborview has created a “Co-Occurring Matrix 
Assessment Tool” (CMAS) to operationalize measures of symptom severity, establish 
benchmarks and help plan and deliver co-occurring services over time.  This CSAT-funded 
project relies on a brief psychiatric rating scale of 30 items, 5 of which are related to substance 
abuse and include motivation for change and substance use symptoms.  Benchmarked on a 6-
point scale, the relatively simple form has been applied over the years to thousands of clients.  
Virtually any clinician with a moderate amount of training is capable of discerning where an 
individual client falls on the scale.   

 
Preliminary assessments suggest that of Harborview’s population, 29% fall in Quadrant I 

(low substance abuse/low mental illness), 20% in Quadrant II (low substance abuse/high mental 
illness), 29% in Quadrant III (high substance abuse/low mental illness) and 22% in Quadrant IV 
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(high substance abuse/high mental illness).    The project initially targets an acutely ill population 
(with plans to expand in future years) and includes tracking changes in CMAS scores and 
judging the instrument’s construct validity.   

 
Issues and Observations as the Conceptual Framework Evolves   
 
  The Task Force’s discussion following Dr. Ries’ presentation identified a series of issues 
and observations that are especially important as the conceptual framework evolves through 
continued use. 

 
• In its present form, the framework is a system’s planning tool rather than an individual client 

planning tool - a “low power” method of broadly defining service needs throughout and 
across systems. 

 
• Individual measures of mental illness (e.g., GAF) or substance abuse (ASI) offer promise but 

also present distinct challenges because of inherent shortcomings.  These and other measures 
will influence quadrant population estimates, so it is important that they be used with care.    

 
• As agencies and systems decide on how to use the conceptual framework and move toward 

its operationalization, it will be important to “hard wire” policy and program guidance – to 
put these in writing and hold staff accountable for appropriately applying them.  A 
standardized approach to applying operational definitions and benchmarks is essential. 

 
• Working with community collaborators is crucial; many individuals in the co-occurring 

population present for service in primary health care settings, in public welfare, in the 
corrections system, and others. These agencies and programs can contribute significantly to 
the development of a conceptual framework that is both practical and accurate in estimating 
service needs.  

 
• The needs of children are not generally considered in most discussions of the conceptual 

framework. This is a special challenge, since children with mental health and substance 
abuse disorders age out of child and youth service programs and then often re-appear with 
even more significant needs in multiple adult service settings.  

 
Federal Initiatives      
 

 The Substance Abuse and Mental Health Administration (SAMHSA) is the lead federal 
agency charged with responsibility for addressing the issue of co-occurring disorders.   At this 
meeting of the Task Force, SAMHSA staff spoke to the agency’s vision for co-occurring 
disorders, which includes providing leadership and direction in defining and transferring the 
latest evidence-based practices, systems, services and infrastructure to all levels of the co-
occurring disorders service systems.   
 
 Dr. Westley Clark, director of CSAT, addressed his continuing support of the work of the 
Task Force and addressed a series of emerging issues related to co-occurring disorders, 
including: 
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• the need to collaborate with systems outside of substance abuse and mental health to 
ensure that  co-occurring systems of care are not unnecessarily duplicated; 

 
• the population of persons who seek treatment in substance abuse and mental health 

service systems is different from those in the general population, according to a recent 
study of the National Institute of Alcohol Abuse and Alcoholism which looked at service 
activity of persons with substance use disorders and mood disorders.   For example, 75% 
of people who meet criteria for abuse and dependence do not seek treatment.  When they 
do, disparities arise with respect to those persons seeking care for co-occurring disorders 
from the substance abuse service system and those seeking care for co-occurring 
disorders from the mental health service system.   

 
• the Conceptual Framework is important and useful in that it focuses attention on the 

needs and characteristics of those individuals who actually seek or are otherwise guided 
into treatment.  It encourages improvement of existing services within limited budgets, in 
a fiscally-constrained environment.    

  
 Dr. Frances Randolph, on behalf of Director Kathryn Power of CMHS, also expressed 
support for the Task Force and its ongoing efforts to support states in their efforts to strengthen 
co-occurring service delivery.  According to Dr. Randolph: 
 

• the Task Force has produced significant and important work as a result of the strong 
partnership between the two associations and with SAMHSA since the Task Force’s 
inception; 

 
• SAMHSA looks forward to continuing its close working relationship with the Task 

Force in helping to advance co-occurring treatment and support services; 
 

• CMHS is highly aware of the importance of its ongoing collaborations with CSAT, 
which have resulted in a number of innovative initiatives targeting co-occurring systems 
of care, such as Co-Occurring State Infrastructure Grants and Co-Occurring Policy 
Academies. 

 
 SAMHSA’s activities in support of its mission in co-occurring services have addressed 
all aspects of the co-occurring problem nationally and ranged across each level of the service 
system, while recognizing the significant contributions that the Conceptual Framework has made 
to planning, funding, implementing and evaluating co-occurring service systems change.  On 
behalf of the two associations, Dr. Terry Cline and Mr. Michael County offered the gratitude of 
the Task Force for SAMHSA’s essential support of its work and invited federal representatives 
to further outline their current initiatives to the group.     
 
The SAMHSA Matrix 
 
 The SAMHSA Matrix is a visual depiction of the agency’s priority programs and cross-
cutting principles that, from the earliest days of the current Administration, has guided program, 
policy and resource allocation.    It results from an ongoing dialogue “to help shape this 
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Agency’s direction and priorities for the immediate and longer-term future” (SAMHSA, 2003).  
The Task Force views the placement of “Co-Occurring Disorders” at the very top of the Matrix’s 
list of program priorities as instrumental in setting the stage for the many co-occurring-related 
activities which have followed, at all levels of the system, throughout the country.    
 
Report to Congress 
 
 The Report to Congress on the Prevention and Treatment of Co-Occurring Substance 
Abuse and Mental Disorders was published by SAMHSA in November 2002, in response to a 
call from Congress to outline the scope of the co-occurring disorders problem, treatment 
approaches, best practice models and prevention efforts.  The report summarizes (from 
Foreword): 
 

• the manner in which individuals with co-occurring disorders are receiving treatment, 
including the most up-to-date information available on the number of children and adults 
with co-occurring disorders, and the manner in which the Federal Block Grant funds are 
used to serve these individuals; 

 
• practices for preventing substance abuse disorders among individuals who have a mental 

illness and are at risk of having or acquiring a substance abuse disorder; 
 

• evidence-based practices for treating individuals with co-occurring disorders and 
recommendations for implementing best practices; and 

 
• improvements necessary to ensure that individuals with co-occurring disorders receive 

the services they need.     
 
 The Conceptual Framework, and the work of the Task Force to explain and disseminate 
it, is a prominent feature of the Report to Congress.  The report indicates that a total of 36 states 
were, at that time, in various stages of transforming their co-occurring service systems – many 
by using the framework as a vehicle for discussion, systems design, leadership and advocacy.    
Most importantly, perhaps, the Report to Congress confirms that “[T]he conceptual framework 
points to various windows of opportunity within which providers can act to prevent or deter the 
development of more serious disorders or the exacerbation of symptom severity for individuals 
of all ages” (p vii).   
 
 In developing the report, SAMHSA laid out a “Five Year Blueprint for Action” that has 
subsequently guided its efforts to improve outcomes for individuals of all ages who are at risk 
for or who have a full range of co-occurring disorders.  The Task Force has both provided input 
to the blueprint and has been closely guided by it in planning and accomplishing the group’s own 
activities. 
 
Co-Occurring State Incentive Grants (COSIG) 
 
 The COSIG program provides funding directly to states to enhance their infrastructure to 
increase capacity in providing accessible, effective, comprehensive, coordinated/integrated, and 
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evidence-based treatment for persons with co-occurring substance abuse and mental disorders.  
The Conceptual Framework is used to provide guidance to recipient states as they consider 
services improvement across the continuum of client need, from least severe to most severe.  
COSIG places special emphasis on Quadrants II (high mental illness/low substance abuse and 
Quadrant III (high substance abuse/low mental illness).      
 
 Applications are developed and submitted through the Governor’s Office and reflect 
states at any level of their infrastructure development.  Up to $1.1 million has been awarded to a 
total of 11 states for 3 years of infrastructure development and 2 years of evaluation.   2003-2004 
grantees include Pennsylvania, Missouri, Hawaii, Texas, Alaska, Arkansas, Louisiana; 2004-
2005 grantees include Arizona, Oklahoma, Mew Mexico, and Virginia. 
 
Co-Occurring Center for Excellence (COCE) 
 
 Funded as a joint initiative of SAMHSA’s Center for Substance Abuse Treatment  and 
the Center for Mental Health Services, the Co-Occurring Center for Excellence was awarded as a 
five-year contract to the CDM Group, Inc. (CDM) in September 2003, in association with The 
National Development and Research Institutes (NDRI), the Center for Behavioral Health, Justice 
and Public Policy (CBHJPP) at the University of Maryland, and the National Opinion Research 
Center (NORC) at the University of Chicago. 
 
 COCE’s mission is to transmit advances in substance abuse and mental health treatment 
at all levels of severity that can be adapted to the needs of each client; to guide enhancements in 
infrastructure and clinical capacities; and, foster evidence-based and consensus-based co-
occurring treatment and program innovation.  Core COCE products, services and activities 
include (from the “COCE Fact Sheet”): 
 

• Technical assistance and cross-training to enhance infrastructure development and 
clinical capacity to provide effective COD services;  

 
• State-of-the-art materials on COD (literature reviews, fact sheets, brochures, 

monographs, topical program briefs, annual newsletters, and training curricula) to 
support and enhance the adoption of evidence- and consensus-based practices; 

 
• Co-Occurring Disorders Web Site that will catalog the information resources of the 

COCE on all aspects of COD, highlight innovative programs, and alert the field  to new 
information, funding opportunities, and relevant meetings and conferences. The web site 
will support those who receive technical assistance/cross training and will also serve as 
a tool for knowledge transfer. 

 
• National, regional and other meetings that focus on state-of-the-art COD best 

practices and clinical interventions; 
 

• Evaluation of the co-occurring Performance Partnership Grant (PPG) measures in 
State Incentive Grants for Treatment of Persons with Co-Occurring Substance-related 
and Mental Disorders (COSIG) and Data Incentive Grants (DIG).   
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• A National Steering Council for expert guidance on the overall approach and services 
of the COCE.    

 
 Target audiences are comprised of states that have received Incentive Grants for 
Treatment of Persons with Co-Occurring Substance Related and Mental Disorders (COSIGs); 
states selected for the Co-Occurring Policy Academies; selected Data Infrastructure Grant (DIG) 
States and State Data Infrastructure (SDI) Grants; sub-state entities including cities, counties, 
tribes and tribal organizations; and community providers.  Examples of COCE’s work to date 
with states and counties include Hawaii, Texas, Maryland, Louisiana and Brown County, 
Wisconsin.  Requests for assistance are made directly to the COCE Project Director.   
 
Co-Occurring Policy Academy  
 
 Co-Occurring Policy Academies are designed to bring together State teams comprised of 
individuals with policy-making influence in conjunction with nationally-recognized faculty and 
facilitators who assist each team in developing a State Action Plan to expand access to effective 
co-occurring treatment and services. 
 
  The first Co-Occurring Policy Academy was convened on April 14-16, 2004 by 
SAMHSA and the Center for Mental Health Services, the Center for Substance Abuse Treatment 
and the Center for Substance Abuse Prevention, in partnership with the National Association of 
State Alcohol and Drug Abuse Directors, the National Association of State Mental Health 
Program Directors, the National Council for Community Behavioral Healthcare and State 
Associations of Addictions Services.    
 
 Ten participating states were selected through a competitive application process 
generated through the Governor’s Office in each state, which addressed the nature of the 
problem(s) in developing effective co-occurring service systems within each state; described 
current services; proposed a target group for services delivery and an action plan which 
described the policies, objectives, milestones, resources and commitments that states anticipated 
as a result of their participation and the make-up of the state’s team.  The ten states included in 
the first COPA included:  Alabama, Arizona, Connecticut, Hawaii, Louisiana, Maine, Michigan, 
Missouri, North Carolina, and South Dakota.  A total of 123 individuals participated as state 
team members in the first academy. 
 
 A pre-site visit is conducted for each state. A pre-site visit report was generated and 
disseminated to all relevant parties.  The agenda of the Policy Academy was designed: 
 

• to assist state and local policymakers to develop an Action plan intended to improve 
access to appropriate services for people with co-occurring substance abuse and mental 
disorders; 

• to create and/or reinforce relationships among the Governor’s office, State legislators, 
key state and local program administrators, and stakeholders from the public and private 
sectors; 

• to provide an environment conducive to the process of strategic decision-making within 
the context of co-occurring disorders; and, 
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• to assist state and local policy-makers in identifying issues or areas of concern that may 
result in a formal request for technical assistance. 

 
 Expert faculty offered participants a rich array of content-specific workshops designed to 
increase their knowledge of cutting-edge strategies and issues related to co-occurring systems 
development, including prevention, evidence-based care, primary healthcare, special 
populations, and workforce, among others.  Interspersed with these workshops were multiple 
opportunities for state teams to gather and develop the individual action plans that were an 
expected outcome of the Policy Academy.  Faculty served as resource experts to state teams 
throughout the meeting. 
 
 Although the issues identified by state teams were varied and reflective of the unique 
home environments which they represented, a “short list” of shared issues and concerns includes:  
 

• Identifying new fiscal resources to support a full continuum of co-occurring services 
• Strategically using existing financing streams and benefit structures 
• Recent developments in evidence-based practices for adults and children 
• Developing a political constituency for co-occurring systems change 
• Integrating services across disparate delivery systems and funding mechanisms 
• Implementing strategies for consumer and family-centered services and decision-making 
• Creating a skilled and committed workforce 
• Measuring performance outcomes  
• Surmounting the public stigma of mental illness and substance abuse 

 
 Assistance in implementing the Action Plans developed at the Policy Academies is 
provided by COCE.  A second Co-Occurring Policy Academy scheduled for January 11-13, 
2005 in Washington, DC includes the states of California, Georgia, Iowa, Illinois, New Mexico, 
Oklahoma, Texas, Virginia, and Washington and approximately 118 state participants.  Planning 
for a third Co-Occurring Policy Academy is underway.    
  
Dual Disorders Tool Kit 
  
 “Co-Occurring Disorders: Integrated Dual Disorders Treatment” is an evidence-based 
implementation resource kit, currently in draft (2003), that was developed through a contract 
with SAMHSA’s Center for Mental Health Services, a grant from the Robert Wood Johnson 
Foundation and support of the West Family Foundation.  As reflected in the publication’s 
Foreword, “the materials in the kit document the evidence for the effectiveness of integrated 
treatment of dual disorders and provide detailed information to help communities to implement 
the practice in real world settings.”   The toolkit addresses key ingredients of the evidence-based 
clinical model and practical considerations essential for its successful implementation in widely 
diverse communities.   
 
Focus Group on Co-Occurring Mental Health and Substance Abuse Disorders  
 
 Prior to the first Co-Occurring Policy Academy, SAMHSA supported a planning meeting 
organized by the National Council for Community Behavioral Healthcare (NCCBH) and the 
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State Associations of Addictions Services (SAAS) to identify issues and strategies identified by 
service providers as relevant to co-occurring service system development.  Convened in Atlanta 
on February 13, 2004, the meeting brought together more than 40 mental heath and addiction 
treatment providers from states participating in the policy academy.    
  
 Four focus groups addressed high-priority areas, discussing strengths and weaknesses of 
the field and making recommendations for improvement in: 
 

1. Financing and Benefits Structures 
2. Workforce/Credentialing/Licensure 
3. Special Populations 
4. Organizational Structures and Cross-Agency, Cross-Provider Collaboration 

 
The meeting report makes a series of significant observations and recommendations: 

 
Financing and Benefits Structures    

• Blend or braid separate mental health and substance abuse funding streams to more 
logically reflect “the high percentage of patients who present with both problems” (p4).  

• Analyze the cost savings resulting from providing integrated care to persons with co-
occurring disorders. 

• Reallocate resources based on cost savings achieved in other systems from effective, 
integrated treatment.  

• Build flexibility into funding regulations so that integrated services are supported and 
effective decision-making can occur at all levels. 

 
Workforce/Credentialing/Licensure 

• Create meaningful incentives to recruit and retain qualified staff. 
• Develop minimum standards and core staff competencies for treatment of co-occurring 

disorders. 
•  Establish an integrated approach to behavioral health accreditation. 

 
Special Populations 

• Build factors related to special populations into standardized assessment tools. 
• Establish comprehensive treatment teams as an alternative to cross training. 
• Train behavioral health professionals in Motivational Interviewing. 

 
Organizational Structures and Cross-Agency, Cross-Provider Collaboration 

• Develop a set of best practices for organizational structures, best practices for interagency 
collaboration and appropriate outcomes. 

• Eliminate separate licensing of mental health and substance abuse professionals. 
• More effectively define the co-occurring disorders population by creating standardized 

assessment that better categorize different types of clients and estimate their numbers. 
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Multi-System National Applications of Conceptual Framework  
 
A number of national efforts are underway which use some adaptation of a conceptual 

framework as vehicles to consider system-based, person-centered care in fields beyond substance 
abuse and mental health.  Two useful recent examples include:    

 
Justice System 

 
 The National GAINS Center for People with Co-Occurring Disorders in the Justice 
System recently produced a monograph addresses services for persons with co-occurring  
disorders who are involved with the criminal justice system, in particular, with specialty courts. 
The publication uses the Conceptual Framework to help court personnel in their decisions 
regarding the placement of individuals into specialty courts (e.g., drug courts, mental health 
courts, domestic violence courts) based on their characteristics and needs.        

 
Primary Health Care     

 
The NASMHPD Medical Directors Council periodically produces technical reports on 

topics of special interest to State Authorities.  The eleventh in this series – “Integrating 
Behavioral Health and Primary Care Services: Opportunities for State Mental Health 
Authorities” – was published in November 2004.  The report integrates two conceptual models to 
encourage population-based planning for behavioral health and primary health services.  This 
work contributes to the ongoing discussion of medical cost offsets that can result from providing 
mental health, substance abuse and behavioral medicine services to a primary care population.  
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CONCLUSION AND RECOMMENDATIONS 
 

 
 The conceptual framework has been a useful planning tool. It is in wide use across the 
country and has informed program and policy discussions at federal, state and local levels, both 
within the mental health and substance abuse communities and outside of them, in areas such as 
the primary health care and judicial systems. 

 
• The conceptual framework continues to be adapted to meet the unique needs of mental 

health, substance abuse and other service systems, environments which vary widely in 
terms of their capacity to provide co-occurring services.  While some of these efforts are 
known to the Task Force, the group’s members also see great opportunity for states and 
communities to share successes and lessons learned with colleagues as they apply the 
framework – or some version of it – to strengthen their systems of care.  

 
• A significant need exists to assist states and communities in their efforts to identify the 

nature and extent to which co-occurring problems exist within their populations.  Reliable 
methods of estimating the numbers of persons within each quadrant on which program 
planning depends are still evolving.   

 
• The recent experience of Task Force members indicates that state and local systems will 

continue to be pressed to make more effective use of existing (and in the case of COSIG 
states, new) resources as they strengthen existing service systems. States and 
communities repeatedly advise that a host of financial, regulatory, MIS, licensure, 
certification, staffing, training, procurement and other organizational structures and 
guidelines do, in fact, present significant barriers to improving co-occurring services.  

 
Strengthening the Federal-State Partnership  

 
 The leadership of SAMHSA and its Centers in improving the nation’s co-occurring 
systems of care has been both crucial and effective.  The SAMHSA Matrix identified co-
occurring services as among the agency’s highest priorities.  Funding has been made available to 
purchase services and enhance service systems infrastructure; to provide TA and training; to 
convene meetings; to produce publications – all of which can be expected to improve service 
delivery as critical service systems elements are identified and put into place. 

 
The Task Force specifically encourages the continued use of the conceptual framework 

by SAMHSA in its program initiatives: it has been now been endorsed by the two associations, 
by multiple levels of government and various agencies and appears to be in wide use nationwide.    

 
The discussion of state and federal initiatives generated considerable discussion among 

Task Force members regarding the ways in which the relationship between federal agencies – 
primarily SAMHSA and its Centers – and states works effectively, and ways in which that 
relationship can be strengthened.   The concerns and recommendations which arose as a result of 
those discussions center on areas of communication, training and technical assistance.  
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Issue #1. A number of states have applied for but not received funding from COSIG, 
participation in the Co-Occurring Policy Academies or technical assistance from COCE.  In fact, 
the COCE appears to focus a significant amount of its effort on COSIG states and on state 
participants in the Co-Occurring Policy Academies.  A cadre of “have-not” states has been 
created that are excluded, for the most part, from federal support for co-occurring service 
systems improvement. 
 
Recommendation. SAMHSA and the Task Force should develop targeted strategies to engage 
these “non-recipient” states and specifically support their efforts to improve co-occurring service 
delivery.  All states should be provided with an opportunity to participate in a Co-Occurring 
Policy Academy and with examples of Action Plans that are considered especially well-
developed.  Learning communities should be created to support non-participants in COPA and 
non-COSIG states. 
 
Issue #2.  SAMHSA applications for federal support increasingly utilize a model that requires 
the direct leadership of the state’s governor’s office in completing and submitting an application 
for federal services and supports.  This often presents problems for the State Substance Abuse 
Authority and/or the State Mental Health Authority, who may not be notified in a timely way of 
the opportunity to apply or whose involvement in the application’s development may be 
unintentionally impeded.  The experience of many state directors is that routing applications 
through the Governor’s Office does not significantly raise the visibility of the issue or the State’s 
commitment to addressing it.  
 
Recommendation.  SAMHSA should consider a more strategic use of the Governor’s 
involvement in applications for federal training, technical assistance and other support.  In cases 
where the procedure is continued, SAMHSA should ensure that State Authorities are notified at 
the same time to ensure the timely production of a well-developed application.  
 
Issue #3.  The Task Force believes that a business-oriented approach to service delivery would 
result in more efficient services and more positive outcomes.  States and counties could benefit 
from models of business incentives in purchase-of-services contracting, licensing and 
certification, workforce recruitment and retention, performance measures and co-occurring 
administrative models.     
 
Recommendation.  Technical assistance and support offered by SAMHSA-funded programs 
and projects should consistently emphasize practical program models that emphasize a business-
oriented approach to service delivery:  joint purchasing mechanisms, multiple financing streams, 
purchase of effective services which produce specific outcomes, and continuous evaluation to 
improve systems performance.  States have a significant need to examine their existing systems 
to assess the ways in which standards and regulations interfere with more effective co-occurring 
service delivery.    
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Setting the Agenda: Next Steps for the Task Force 
 
 The conceptual framework has helped spark important discussions and led to targeted 
efforts across the country that encourage and support co-occurring service systems 
improvements.   Important lessons are being learned from its application about how systems are 
transformed to more effectively deliver services and produce desired outcomes.  What works? 
What doesn’t?  How can best use of increasingly limited resources be made?  What challenges 
will the future present to State Mental Health and Substance Abuse Authorities in co-occurring 
service delivery? 
 
 The Task Force identified a series of pressing needs and concerns as they considered the 
future evolution of co-occurring service delivery systems across the country. 
 
Stay Well-Informed.  States are hard-pressed to “keep up” with all of the various local, state 
and federal co-occurring initiatives and the lessons that result from those activities, so there is a 
need to be strategic as knowledge and information about co-occurring systems change is 
developed, collected and disseminated.   This might include producing an annual compendium of 
ongoing co-occurring initiatives, their major findings and advice for state authorities, as well as 
information generated by NIDA, NIAAA and other relevant federal agencies. 
 
Turn Information Around Quickly.  States and communities could benefit from any practical 
information about effective co-occurring service delivery that has been developed.  The delayed 
release of much-anticipated information and technical assistance products (e.g., Dual Disorders 
Toolkit, TIP #42, Treatment and the Workforce Project) decreases their value and frustrates the 
field.  In the developing environment of co-occurring disorders, knowledge ages quickly. 
 
Focus on Outcomes. A business-oriented model requires that desired outcomes for identified 
populations be prioritized, purchased, delivered and documented.  The ability to document 
desired outcomes is the most effective way to generate resources in any system, and at any level.  
For example, the Task Force shared the experience of one state director who produces an annual 
legislative report justifying the work of the department, based on desired outcomes.   There’s a 
need to “showcase” what’s practical and what’s working for the population. 
 
Recognize Population Differences.  The significant differences that exist among the population 
of persons with co-occurring disorders are important to remember as service systems are 
developed and strengthened.  As states and communities address issues of client needs (e.g., 
children vs. adults, men vs. women), clinical competencies and interventions, assessment and 
measurement, communication with legislators, it is critical to remember that there is no such 
thing as a monolithic “co-occurring population” or a “one-size fits all” response. 
  
Acknowledge the Slow Pace of Systems Change.  While a number of states and communities 
have readily engaged in activities targeting co-occurring systems improvement, not all local 
providers fully agree with the need for systems change.  A business model provides concrete 
incentives to delivering co-occurring services that produce desired results.  Federal and state 
authorities can support contract mechanisms that strongly encourage community mental health 
and substance abuse providers to educate their workforce and provide the services needed by 
individuals with co-occurring disorders.    
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 The Task Force has identified two key objectives for the coming year which will 
strengthen its efforts to support states and communities in their co-occurring program 
development, implementation, and evaluation activities. 
 
Objective 1: Create a Strategic Plan

 
 Members of the Task Force believe that the group is uniquely positioned to help respond 
to these and other pressing and evolving needs as states, communities and federal agencies move 
forward in their efforts to strengthen co-occurring service systems.   In order to accomplish that 
goal, the Task Force charged itself with creating a Strategic Plan to guide its activities for the 
remainder of this project year and into future years.  The plan will be based upon the discussions 
generated at this meeting, at previous meetings and through other forums where co-occurring 
service delivery tops the agenda.   As the plan is developed, previous discussions and 
publications of the Task Force will also be reviewed to provide guidance, particularly regarding 
the group’s mission and principles.    
 
 The Strategic Plan will clarify the functions of the Task Force to explore complex issues, 
to take policy positions and to advise SAMHSA as needs for technical support and program 
development evolve.   
 
Objective 2: Implement the 2004 – 2005 Work Plan 
 
 CMHS and CSAT have provided limited funding to NASMHPD and NASADAD to 
support the work of the Task Force during FY 2004 – 2005.  While the specifics details of the 
work are currently being negotiated with federal staff, a commitment has been made to convene 
the Task Force during July or August of 2005. Further details will be made available as plans are 
clarified.      
 
 The Task Force hopes to base its future activities on the evolving use of the framework – 
in any of its adaptations - as a tool in the process of co-occurring systems development.  It looks 
forward to continuing in its leadership and advisory role as state needs for technical assistance, 
information and support are clarified; as state and national co-occurring initiatives move 
forward; and as SAMHSA continues its partnerships with service providers, advocates, policy 
makers and others devoted to improving co-occurring systems of care.   
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Slide 1 The CoThe Co--occurring Matrix foroccurring Matrix for

Mental and Addictions DisordersMental and Addictions Disorders

Richard Ries MDRichard Ries MD
Professor of Psychiatry and Director, division of Addictions, Professor of Psychiatry and Director, division of Addictions, 
University of Washington Dept of Psychiatry and Behavioral University of Washington Dept of Psychiatry and Behavioral 
Sciences;   Sciences;   
Director of OutDirector of Out--patient Psychiatry, Addictions and Dual patient Psychiatry, Addictions and Dual 
Disorders Programs,Disorders Programs,

HarborviewHarborview Medical Center, Seattle, Medical Center, Seattle, WaWa
Medical Director, Washington State Division of Alcohol and Medical Director, Washington State Division of Alcohol and 
Substance AbuseSubstance Abuse
rries@u.washington.edurries@u.washington.edu

 

 

Slide 2 Why was the CoWhy was the Co--occurring Matrix occurring Matrix 
developed?developed?

Most early “dual disorder” research dealt only with those with Most early “dual disorder” research dealt only with those with 
Severe and Persistent Mental Illnesses in Severe and Persistent Mental Illnesses in MHC’sMHC’s

A method and graphic was needed to describe other A method and graphic was needed to describe other 
populations in MH and Addictions settingspopulations in MH and Addictions settings

The “Matrix”  is simple and relates two Illnesses/Systems…The “Matrix”  is simple and relates two Illnesses/Systems…
Mental Health Mental Health vsvs AddictionsAddictions
At two severities ….Low At two severities ….Low vsvs High High 

Creates Chi Square combinations LL, LH, HL, and HH Creates Chi Square combinations LL, LH, HL, and HH 
But do the “severities” mean Illness Severity, or Service Need?But do the “severities” mean Illness Severity, or Service Need?

 

 

Slide 3 Adopted by various states and national Adopted by various states and national 
organizationsorganizations

First published as a model by Ries ’93First published as a model by Ries ’93

May have spread or been independently developed in May have spread or been independently developed in 
Connecticut, New York, othersConnecticut, New York, others

Adopted as state model by New York ’95Adopted as state model by New York ’95

Adopted by State Directors: NASADAD/NASMHPD, June ’98 Adopted by State Directors: NASADAD/NASMHPD, June ’98 
as national model for coas national model for co--occurring disorders treatmentoccurring disorders treatment
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Slide 4 The Four Quadrant Framework for The Four Quadrant Framework for 
CoCo--Occurring DisordersOccurring Disorders

A fourA four--quadrant quadrant 
conceptual framework to conceptual framework to 
guide systems integration guide systems integration 
and resource allocation in and resource allocation in 
treating individuals with treating individuals with 
coco--occurring disorders occurring disorders 
(NASMHPD,NASADAD, (NASMHPD,NASADAD, 
1998; NY State; Ries, 1998; NY State; Ries, 
1993; SAMHSA Report to 1993; SAMHSA Report to 
Congress, 2002)Congress, 2002)

Not intended to be used to Not intended to be used to 
classify individuals classify individuals 
(SAMHSA, 2002), but (SAMHSA, 2002), but .. .. ..

Less severe
mental disorder/

less severe 
substance

abuse disorder

More severe
mental disorder/

less severe 
substance

abuse disorder

More severe
mental disorder/

more severe 
substance

abuse disorder

Less severe
mental disorder/

more severe 
substance

abuse disorder

High 
severity

High 
severity

Low
severity

 

 

Slide 5 
IV

More severe
mental disorder/

more severe
substance

abuse disorder
Locus of care:

State hospitals,
jails/prisons,

emergency rooms, etc.

III
Less severe

mental disorder/
more severe
substance

abuse disorder
Locus of care:

Substance abuse system

I
Less severe

mental disorder/
Less severe

substance abuse disorder
Locus of care:

Primary health care settings

II
More severe

mental disorder/
less severe
substance

abuse disorder
Locus of care:

Mental health system

High Severity

Low Severity High Severity

Alco
hol 
and 

other 
drug 
abus

e

Mental Illness

 

 

Slide 6 TABLE OF COTABLE OF CO--OCCURING PSYCHIATRIC AND SUBSTANCE ABUSE RELATED DISORDERS IN ADOCCURING PSYCHIATRIC AND SUBSTANCE ABUSE RELATED DISORDERS IN ADULTSULTS
Washington StateWashington State

Consultation between systems

Generally not eligible for public alcohol/drug or mental health 
services

Low to Moderate Psychiatric Symptoms/Disorders
And

Low to Moderate Severity Substance Issues/Disorders

Services provided in outpatient chemical dependency or 
mental health system

LOW - LOW HIGH - LOW

Collaboration between systems

Eligible for public mental health services but not alcohol/drug 
services

High Severity Psychiatric Symptoms/Disorders
And

Low to Moderate Severity Substance Issues/Disorders

Services provided in outpatient and inpatient  mental health 
system

LOW - HIGH

Collaboration between systems

Eligible for public alcohol/drug services but not mental health 
services

Low to Moderate Psychiatric Symptoms/Disorders
And

High Severity Substance Issues/Disorders

Services provided in outpatient and inpatient chemical 
dependency system

HIGH - HIGH

Integration of services

Eligible for public alcohol/drug and mental health services

High Severity Psychiatric Symptoms/Disorders
And

High Severity Substance Issues/Disorders

Services provided in specialized treatment programs with 
cross-trained staff or multidisciplinary teams
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Slide 7 ASAM  PPC 2 RASAM  PPC 2 R
Patient Placement ModelPatient Placement Model

AddictionAddiction
Addiction OnlyAddiction Only
Addiction based dual capableAddiction based dual capable
Addiction based dual enhancedAddiction based dual enhanced

Mental HealthMental Health
MH onlyMH only
MH based dual capableMH based dual capable
MH based dual enhancedMH based dual enhanced

There are 6 ASAM dimensionsThere are 6 ASAM dimensions

 

 

Slide 8 
Other “Systems” AxesOther “Systems” Axes

MedicalMedical
HIVHIV
Criminal JusticeCriminal Justice
HomelessHomeless
Developmental/RetardationDevelopmental/Retardation
Illegal AlienIllegal Alien

 

 

Slide 9 
Other Dual Disorder Patient subtypesOther Dual Disorder Patient subtypes

WallenWallen M ’89            ………………SMI, PD, Sub M ’89            ………………SMI, PD, Sub IndInd, Others, Others

Ries ’93                    ………………Beginning Low High matrixRies ’93                    ………………Beginning Low High matrix

Lehman A et al  ’94     ………………SMI, Non SMI, Sub Lehman A et al  ’94     ………………SMI, Non SMI, Sub IndInd, PD, PD

Dixon L  et al  ‘97      ………………Prim/Secondary PsychDixon L  et al  ‘97      ………………Prim/Secondary Psych

ZimbergZimberg 99                ………………Sub 99                ………………Sub IndInd, Longer term etc, Longer term etc
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Slide 10 Though designed as a “Services” Though designed as a “Services” 
schematic:schematic:

Practitioners want clinical LH definitions for dispositional Practitioners want clinical LH definitions for dispositional 
purposes. purposes. 

Agencies want clinical LH definitions so they can characterize Agencies want clinical LH definitions so they can characterize 
their mix of pts, design programs to matchtheir mix of pts, design programs to match

States want LH definitions so they could compare different States want LH definitions so they could compare different 
mixes of pts in agencies, regions, counties etcmixes of pts in agencies, regions, counties etc

Feds want to compare statesFeds want to compare states

 

 

Slide 11 High Severity Psychiatric Symptoms/Disorders

Severe and persistent mental illness (Schizophrenia, 
Bipolar, Major Depression w/psychosis, serious PTSD, 
Severe Personality Disorders)

Demonstrated patterns of substance use, misuse or 
abuse

Frequently served in outpatient mental health 
agencies, mental health crisis response services, 
and/or inpatient psychiatric settings.

Low to Moderate 
Severity Substance 

Issues/
Disorders

Wa state schema

 

 

Slide 12 Studies of site (systems)  specific coStudies of site (systems)  specific co--
occurring subtypesoccurring subtypes

Hein ’97          MH… more Hein ’97          MH… more SchizSchiz Addict…   No Addict…   No SchizSchiz
outptoutpt

PrimmPrimm MH… More MH… More SchizSchiz Addict…    No Addict…    No SchizSchiz
outptoutpt

No No AnxAnx More More Anx/DepAnx/Dep

HavassyHavassy MH…MH…SchizSchiz 43%                 Addict…   43%                 Addict…   SchizSchiz 31%31%
Acute                                                     Acute                                                     remarkably few remarkably few diffsdiffs

These type of studies document the type of and the “integration”These type of studies document the type of and the “integration” practices of the practices of the 
communities which they study communities which they study 
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Slide 13 However However NONO CoCo--occurring Matrix  occurring Matrix  
published data existspublished data exists

About its use as a “Systems” tool or conceptAbout its use as a “Systems” tool or concept

About its use as a “Clinical” toolAbout its use as a “Clinical” tool

L/H definitions are conceptual and have not L/H definitions are conceptual and have not 
been been operationalizedoperationalized for either Systems or for either Systems or 
Patient cases… Patient cases… ieie hard to researchhard to research

 

 

Slide 14 
But there are some pilot studies:But there are some pilot studies:

Gabriel R et al ’04Gabriel R et al ’04

Ries R et al ‘04Ries R et al ‘04

 

 

Slide 15 Project SPIRIT: Project SPIRIT: SSeeking eeking PPathways athways IInto nto RReceiving eceiving IIntegrated ntegrated 
TTreatmentreatment

Client Outcomes From a Local CSATClient Outcomes From a Local CSAT--Funded Funded 
Study of CoStudy of Co--Occurring Disorders Treatment Occurring Disorders Treatment 

RMC Research Corporation RMC Research Corporation 
Portland, OregonPortland, Oregon

Principal Investigator: Roy M. Gabriel, Ph.D.Principal Investigator: Roy M. Gabriel, Ph.D.
Project Director: Kelly Brown Vander Ley, Ph.D.Project Director: Kelly Brown Vander Ley, Ph.D.

Outcome Analyst: Jennifer Outcome Analyst: Jennifer LembachLembach
Data Collection Coordinator: Gillian LeichtlingData Collection Coordinator: Gillian Leichtling

A Presentation at the Northwest Regional Substance Abuse DirectoA Presentation at the Northwest Regional Substance Abuse Director’s Institute in “Lessons on Integrating Substance Abuse and r’s Institute in “Lessons on Integrating Substance Abuse and 
Mental Health.”  Mental Health.”  KahKah--NeeNee--Ta, Oregon, April 26Ta, Oregon, April 26--28, 200428, 2004
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Slide 16 
Mental Health/Substance Abuse Severity QuadrantsMental Health/Substance Abuse Severity Quadrants

Study participants classified into 4 mutually exclusive groups, Study participants classified into 4 mutually exclusive groups, defined by high or low defined by high or low 
severity on mental health and substance abuse disordersseverity on mental health and substance abuse disorders

Because mental health and substance abuse are highly correlated,Because mental health and substance abuse are highly correlated, the lowthe low--low and low and 
highhigh--high categories are the largesthigh categories are the largest

Gabriel R Gabriel R unpubunpub ‘04‘04
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Slide 17 
Looking for Change Over Time in SA and/or MH Severity: Looking for Change Over Time in SA and/or MH Severity: 
Movement from One Quadrant to Another  Movement from One Quadrant to Another  (Gabriel R (Gabriel R unpubunpub 04)04)

1. Reduction in MH severity, 
but not SA severity.

2. Reduction in SA severity, but 
not MH severity.

3. Reduction in both MH & SA 
severity.

4. Reduction in SA severity, 
maintaining low MH severity.

5. Reduction in MH severity, 
maintaining low SA severity.

Low High

H
i
g
h

L
o
w

MH Severity

S
A

S
e
v
e
ri
t
y

3 2

1

5

4

 

 

Slide 18 Findings Findings (Gabriel R (Gabriel R unpubunpub 04)04)

Changes SixChanges Six--months postmonths post--Treatment EntryTreatment Entry11

In all, much positive movementIn all, much positive movement
Of 159 clients (65% of sample) who were in the high severity conOf 159 clients (65% of sample) who were in the high severity condition dition 
in one or both domains:in one or both domains:

77% reduced to low severity in one or both77% reduced to low severity in one or both
57% moved to the “Low/Low” classification57% moved to the “Low/Low” classification

What about the “SA masking MH problems” hypothesis?What about the “SA masking MH problems” hypothesis?
Not supported in these dataNot supported in these data

Of 40 clients classified as Low MH, High SA severity, only 1 of Of 40 clients classified as Low MH, High SA severity, only 1 of 23 showed 23 showed 
an increase in MH severity coupled with a decrease in SA severitan increase in MH severity coupled with a decrease in SA severityy

11 Vander Ley, Vander Ley, LembachLembach, Gabriel & Lewis; APHA, 2003, Gabriel & Lewis; APHA, 2003
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Slide 19 Relative Relative vsvs Benchmarked Definitions of Benchmarked Definitions of 
Low and High SeverityLow and High Severity

Low MH in an acute psych ER might be HIGH MH in an Low MH in an acute psych ER might be HIGH MH in an 
addictions addictions outptoutpt clinicclinic

Low Addiction in a Methadone program might be High Low Addiction in a Methadone program might be High 
addiction in a primary care clinicaddiction in a primary care clinic

Need for well described benchmarksNeed for well described benchmarks

 

 

Slide 20 But what really classifies a “case” as But what really classifies a “case” as 
Low or HighLow or High

Mental IllnessMental Illness
Diagnosis? Diagnosis? 
Persistency?Persistency?
Disability?Disability?

Alcohol/DrugAlcohol/Drug
Use and AbuseUse and Abuse
DependenceDependence
ChronicityChronicity/Disability/Disability

 

 

Slide 21 HarborviewHarborview Health Services Health Services 
Research GroupResearch Group

Peter RoyPeter Roy--Byrne MD chief…………Prim care x psychByrne MD chief…………Prim care x psych
Richard Ries MD…………………….Addiction, CoRichard Ries MD…………………….Addiction, Co--occurring,Suicideoccurring,Suicide
Doug Doug ZatzickZatzick MD……………………Trauma, PTSD  Rx + MD……………………Trauma, PTSD  Rx + PrevPrev
Mark Snowden MD………………….Mark Snowden MD………………….GeropsychGeropsych
Kate Kate ComtoisComtois PhD…………………..Suicide, Borderline PD, High PhD…………………..Suicide, Borderline PD, High UtilizersUtilizers
Chris Dunn PhD…………………......Chris Dunn PhD…………………......MotivMotiv interventions interventions AlcTraumaAlcTrauma
Joan Russo PhD……………………..Data management, stats, DMJoan Russo PhD……………………..Data management, stats, DM
HarborviewHarborview Injury Injury PrevPrev CenterCenter

NEW Center for Vulnerable MH, Addictions, Medical PopulationsNEW Center for Vulnerable MH, Addictions, Medical Populations
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Slide 22 Methods:  Methods:  AttendingsAttendings rate illness severities rate illness severities 
across 30 items on all admits and dischargesacross 30 items on all admits and discharges

Substance rating=Substance rating=
0= no substance use problems0= no substance use problems

1,2= substance use has led to only minor/1,2= substance use has led to only minor/infreqinfreq problems problems 
such as moodiness etcsuch as moodiness etc

3,4= qualifies for Substance Abuse with problems, but not 3,4= qualifies for Substance Abuse with problems, but not 
dependencedependence

5,6 = qualifies for dependence with compulsive use, 5,6 = qualifies for dependence with compulsive use, 
consequences, and loss of controlconsequences, and loss of control

 

 

Slide 23 
Definition:  Definition:  CD = 0CD = 0--2 Low, 32 Low, 3--6 High6 High Psychiatric = average of Psychiatric = average of 

psychosis + depression + role dysfunctionpsychosis + depression + role dysfunction
33

then split at > 3, then split at > 3, << 3 (range 03 (range 0--6)6)

Total n = 5774

CD

Ψ

LH HH

HLLL

Male = 69%
Median Age = 37
Median GAF = 45
Homeless = 36%
Hospitalized (vol.) = 9%
ITA = 4%

Male = 75%
Median Age = 38
Median GAF = 25
Homeless = 52%
Hospitalized (vol.) = 36%
ITA = 14%

Male = 50%
Median Age = 36
Median GAF = 50
Homeless = 16%
Hospitalized (vol.) = 12%
ITA = 7%

Male = 51%
Median Age = 39
Median GAF = 20
Homeless = 28%
Hospitalized (vol.) = 39%
ITA = 21%

n = 1651 n = 1294

n = 1654 n = 1175 

29%

29%

22%

20%

 

 

Slide 24 
Acute Acute vsvs Longer term problems:Longer term problems:

Many Substance Induced Psychoses or Suicide attempts will  Many Substance Induced Psychoses or Suicide attempts will  ACUTELYACUTELY
require the highest level of care (Quad 4)require the highest level of care (Quad 4)

Often resolve in hours to days, now the case is Quad 3Often resolve in hours to days, now the case is Quad 3

Stress or  Medication  nonStress or  Medication  non--compliance may acutely causecompliance may acutely cause
a  a  LowLow stable condition  to become a stable condition  to become a High High Unstable mental conditionUnstable mental condition

( ( egeg. stable depression to psychotic depression),  Quad 1 to 2 or 4. stable depression to psychotic depression),  Quad 1 to 2 or 4

How to classify a severe alcoholic with 1day, How to classify a severe alcoholic with 1day, vsvs 1 week, 1 week, vsvs 1 mo, 1 mo, vsvs 1 yr 1 yr 
vsvs 1 decade sobriety1 decade sobriety

Therefore the need to consider Acute Therefore the need to consider Acute vsvs Longer term definitionLonger term definition
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Slide 25 Few Studies of “Substance Induced” Few Studies of “Substance Induced” 
psychiatric disorderspsychiatric disorders

Dixon L et al ‘97  …………….one year follow up of Sub Induced showeDixon L et al ‘97  …………….one year follow up of Sub Induced showedd
more acute care, sub abuse, distinct from   more acute care, sub abuse, distinct from   

Prim psych.Prim psych.

Ries R  et al ’01 ……………..Psych Ries R  et al ’01 ……………..Psych AttendingsAttendings can tell the difference, most can tell the difference, most 
of the time, show construct validity in of the time, show construct validity in 
recognizing sub induced statesrecognizing sub induced states

 

 

Slide 26 
Why Why OperationalizeOperationalize LH categoriesLH categories

Clinicians and agencies could match pt to treatmentClinicians and agencies could match pt to treatment

Pt change in status with TreatmentPt change in status with Treatment

Categorizing agencies by pt typeCategorizing agencies by pt type

Comparing across agencies, programs etcComparing across agencies, programs etc

 

 

Slide 27 
Conclusions re the CoConclusions re the Co--occurring Matrix:occurring Matrix:

Confusion about whether this is only a conceptual model Confusion about whether this is only a conceptual model vsvs
whether it can or should be whether it can or should be operationalizedoperationalized

As a systems of care model or toolAs a systems of care model or tool
As a patient classification model or toolAs a patient classification model or tool

Problems with Acute Problems with Acute vsvs Longer term classification of Services Longer term classification of Services 
need or Pt typeneed or Pt type

Problems with Substance induced psychiatric disordersProblems with Substance induced psychiatric disorders

Problems with Benchmarked Problems with Benchmarked vsvs Relative definitions of Relative definitions of 
Low/High  SeveritiesLow/High  Severities
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