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EXECUTIVE SUMMARY 
What we know 

 In the general population approximately 25% of people with a mental disorder have two or more 

mental disorders.  

 Comorbid mental health and substance use problems (MHSUP) occur in up to 71% of people in mental 

health services, and 90% of people in substance use treatment settings.  

 Individuals with comorbid MHSUP experience a more complex and severe clinical profile than those 

without, and are at greater risk for a range of harms, including suicide, and 20-30 years reduced life 

expectancy. 

 Once both mental and substance use problems have been established the relationship between them is 

one of mutual influence with conditions maintaining/exacerbating one another. 

 Despite evidence that any treatment is at least partly effective for comorbid MHSUP, relapse rates are 
unacceptably high, and the majority will never receive face-to-face intervention.  

 Despite efforts and a rapidly growing evidence base, access to evidence-based interventions and 
treatment models remain the exception rather than the rule in Australia. 
 

What the evidence shows is good practice 

 Access to evidence-based comorbidity treatments is crucial in overcoming the problem of comorbid 

MHSUP and its associated harms  

 There is increasing evidence that addressing both the mental health and substance use problem in an 

integrated way is intuitively appealing, feasible and generally effective. However, greater evaluation is 

still required, as rigorous comparisons to other models of care are lacking. 

 A one size fits all approach to comorbidity is likely to be unsuitable.  

 Services that integrate comorbidity guidelines into routine practice and have clear policies and 

procedures regarding such conditions are most likely to represent best practice.  

 Establishment of a working translation model which connects the disparate streams of research and 

clinical practice, is fundamental to establishing best practice services in Australia. 

 
Areas  for Improvement 

 Government initiatives, policy documents, and clinical practice guidelines have been essential, 
however, system fragmentation and funding remain a problem.   

 Access to timely and quality interventions for comorbid MHSUP is difficult and thus inadequate 

under the current silo-style organisation of the health system. We require systems which support the 

integration and delivery of evidence-based care to address the significant unmet need. 

 At-risk populations including young people, Indigenous peoples, and the homeless require special 

attention and tailored interventions. 

 The current challenges faced in this area are unlikely to be solved by doing more of the same.  

 A new national initiative around comorbidity is necessary to addressing this issue at a strategic level. 

 
Promising Future Directions 

 MHSUP typically have their onset in late adolescence and early adulthood presenting unique 

opportunities for prevention. 

 Brief interventions in primary care settings show promise for comorbid MHSUP. 

 eHealth initiatives are emerging as a key force in addressing current structural and attitudinal barriers 

to accessing integrated treatment for comorbid MHSUP, and have demonstrated efficacy in managing 

comorbidity. 

 There is an imperative to move away from a focus on individual disorders towards multifaceted health 

behaviour change. 
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PART I:  
Comorbidity 

 “Comorbidity” in this chapter refers to the co-occurrence of a substance use disorder (SUD) with 

one or more other mental disorders. “Substance use” encompasses licit (e.g., alcohol, tobacco) and 

illicit drugs (or extra-medicinal use of pharmaceuticals).   

How common is comorbidity?  

The 2007 Australian National Survey of Mental Health and Wellbeing (NSMHWB) found that one in 

five Australian adults (17.6% of men and 22.3% of women) met criteria for an anxiety, mood, or 

substance use disorder in the past year, representing approximately 3,197,800 Australian adults [1]. 

Approximately 25% of people with mental disorders were found to have two or more classes of 

mental disorder [2]. Table 1 shows the proportion of the population with one disorder class (14.9%), 

two disorder classes (4.4%) and three disorder classes (0.7%). Although anxiety disorders and 

affective disorders were both highly comorbid in men and women, substance use comorbidity 

showed more pronounced rates in men as depicted in Figure 1. 

Table 1: 12-month mental disorder comorbidity prevalence in the total population and in those with a 12-month mental disorder [2] 

 Total population (%)   12-month disorder#(%) 

No disorder   80.0 - 

One disorder class   14.9   74.6  

Two disorder classes 4.4   21.9  

Three disorder classes 0.7 3.5 
#Individuals with one or more 12-month disorders 

Although the NSMHWB focussed on SUDs, anxiety, and affective disorders, rates of SUDs are also 

particularly high among individuals with psychotic disorders (e.g., bipolar, schizophrenia). The 

estimated treated prevalence of 1-month psychotic disorders in Australian adults was 3.5 people per 

1,000 [3]. However, this is likely to be an underestimate as this survey excluded those treated in the 

private sector and those not treated at all. Nevertheless half (50.5%) of the 1,825 individuals 

interviewed had a lifetime history of alcohol abuse or dependence (58.3% for males and 38.9% for 

females), approximately twice that of the general population [4]. Similarly, 54.5% had a lifetime 

history of illicit drug abuse or dependence (63.2% for males and 41.7% for females); more than five 

times that of the general population.  

The presence of co-occurring conditions increases the likelihood of treatment-seeking, as the risks of 

hospitalisation combine in those with more than one condition [5]. Prevalence rates for comorbidity 

in clinical samples tend to be even higher than those in population-based studies, ranging from 70 to 

90% in substance use treatment services [6-9]. In mental health settings, rates of problematic 
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substance use range from 11 to 71% [10-12]. These rates vary depending on the treatment setting, 

disorder, demographics, and method of assessment.  

 

Figure 1: Prevalence (%) of single and comorbid affective, anxiety, and substance use disorders amongst Australian males and 

females in the previous 12 months [2] 

 

Males       Females  

Little research has been conducted comparing the rates of mental health disorders across different 

types of SUDs; however, there is some evidence to suggest that co-occurring disorders are higher 

among those who use stimulants and opioids [13, 14], whilst the types of substances used most 

commonly by those with mental health disorders (alcohol, cannabis) generally mirror trends of the 

general population [15, 16]. 

Nicotine addiction is frequently overlooked when comorbidity is discussed, however, tobacco use 

among individuals with mental health conditions is disproportionately high. Australian data indicate 

that 32% of current smokers have a mental disorder in the prior 12-month period, which is twice the 

prevalence of 12-month mental disorders of those who have never smoked (16%) [1]. Compared to 

individuals who have never smoked, current smokers experience four times the prevalence of 12-

month SUDs (12% vs. 3%), almost three times the prevalence of 12-month affective disorders (12% vs. 

5%) and twice the prevalence of past-year anxiety disorders (22% vs. 11%) [17]. Rates of smoking 

among individuals with psychotic disorders are extremely high ranging from 58% to 90%, with most 

studies suggesting it is almost universal [18]. In addition, a recent review of 42 studies from 20 

countries found that heavy smoking and high nicotine dependence were more frequent in smokers 

with schizophrenia than in smokers among the general population [19]. In people with comorbid 

mental health and substance use problems (MHSUP), tobacco use contributes disproportionately to 

premature mortality and morbidity, and is often not considered in comorbidity treatment planning. 
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Risks, harms, and the burden associated with comorbidity 

Comorbidity magnifies the already heavy burden experienced by people with either a mental health 

or substance use problem on its own. The burden of these conditions in the population is immense, 

especially among vulnerable groups, such as young people, where mental disorders represent 45% of 

the disease burden [20]. Individuals with comorbid MHSUP experience a more complex and severe 

clinical profile than those without, placing enormous strain of individuals and families (see Figure 2).  

 

Figure 2: Harms associated with comorbidity [21] 

 

 

Individuals with comorbid MHSUP present with greater symptom severity, higher rates of other 

concurrent mental disorders, and poly-drug use, along with poorer social, interpersonal, and general 

functioning than those with a single disorder [22-24]. Comorbid MHSUP are associated with 

increased suicidal ideation, ideation intensity, behaviours, and more lethal means of suicide compared 

to those with any disorder in isolation [25-32]. This group is also likely to report poorer quality of life 

[33] and increased treatment reliance [34-39]. Issues surrounding stability of accommodation and 

homelessness are more pronounced in this comorbid group [40]. As Table 2 indicates, rates of 

comorbid MHSUP amongst the homeless are nearly universal [41, 42]. 
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Table 2. Prevalence of mental disorders among homeless people in inner Sydney and the Australian general population [42] 

 

Homeless in inner Sydney Australian population 

Men % Women % All people % 

Psychotic disorders 

Schizophrenia 23 46 0.5 

Substance use disorders 

Alcohol dependence-abuse 49 15 6 

Other drug dependence-abuse 34 44 3 

Opiate dependence-abuse 19 23 0.3 

Cannabis dependence-abuse 22 18 2 

Sedative dependence-abuse 10 13 0.5 

Stimulant dependence-abuse 8 10 0.3 

Other substance dependence-abuse 9 13 − 

Affective disorders 

Any affective disorder 28 48 7 

Any major depression 22 38 6 

Dysthymic disorder 4 8 1 

Anxiety disorders 

Any anxiety disorder 22 36 6 

Any panic disorder 7 19 1 

Social phobia 8 10 3 

Generalized anxiety disorder 8 10 3 

Any mental disorder 73 81 18 

 

Treatment seeking for comorbidity 

As Figure 3 demonstrates, comorbidity increases treatment seeking efforts, but there is considerable 

unmet need in this population [2], and difficulties with treatment access. It is of concern that less 

than 30% of individuals with comorbid depression and substance use report service use, this is 

considerably less than those with affective disorders only (49%). Due to the complexities inherent in 

comorbidity presentations, together with the organisation of current treatment provision into 

segregated mental health and substance use services, ineligibility and difficulty of access to 

treatments for people with comorbid MHSUP are a significant problem and treatment deterrent. 

People with comorbid MHSUP frequently experience a challenging ‘navigation’ through, what has 

been appropriately termed, the ‘comorbidity roundabout’—a health care system with many points of 

entry, many wrong exits, and many options regarding the direction to be taken [43]. It is a concern 

that, for many with comorbid MHSUP, this journey is taken in isolation, or with family/friends 

sharing the responsibility for plotting the course through treatment services. 
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Figure 3: Service utilisation by single and comorbid 12-month disorder classes [2] 

 

Once accepted into treatment, people with comorbid MHSUP who engage with mental health 

services report poorer treatment outcomes [10, 44], most likely accounted for by a more complex 

clinical profile at presentation that mediates treatment engagement and response [45]. In substance 

use treatment services, the degree of improvement in substance use, general physical and mental 

health, and functioning, among individuals with comorbid MHSUP is similar to that of their non-

comorbid counterparts. Importantly, however they commence treatment at a more acute phase of 

illness, often requiring more high cost and emergency services as a result [8, 46, 47]. In either service 

context, people with comorbid MHSUP face significantly increased relapse risk if both mental health 

and substance use conditions and associated disabilities are not addressed.  
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PART II:  
Current Approaches and Directions for the Future  

Models of care for comorbid mental health and substance use problems 

Historically, several models of treating comorbid MHSUP have been used, guided by different 

aetiological models of comorbidity. These include: “sequential”, “parallel”, “integrated”, and “stepped 

care” treatment approaches. There has been much contention about the benefits of using one model 

of care over another for individuals with comorbid MHSUP, and until recently, very little available 

research to guide these debates [48]. 

 Sequential treatment – the individual is treated for one condition first which is followed by 

treatment for the other condition. With this model, the substance use is typically addressed 

first then the mental health problem, but in some cases, it may be whichever disorder is 

considered to be primary (i.e., which came first).  It is frequently difficult to disentangle the 

temporal sequence of comorbid MHSUP, and once both conditions have arisen, the 

relationship is one of mutual influence. 

 Parallel treatment – both the individual’s substance use and mental health condition are treated 

simultaneously but the treatments are provided independent of each other. Treatment for 

substance use is provided by one service, while the mental health condition is treated by 

another. The onus is on the person with comorbid MHSUP to synthesise treatment messages 

on their own, often in the context of differing treatment philosophies from each service. 

 Integrated treatment – both the individual’s substance use and mental health condition are 

treated simultaneously by the same treatment provider or service. This approach allows for 

the exploration of the relationship between the individual’s substance use and mental health 

condition, under guidance from the treating team. 

 Stepped care – the flexible matching of treatment intensity and focus (integrated/single) with 

case severity. The least intensive and expensive treatment is initially used and a more 

intensive or different form of treatment is used when the less intensive form has been 

insufficient, or according to client/practitioner preference. 
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Current trends in comorbidity treatment  

Treatment for mental conditions, as for physical problems, is typically organised around a primary 

individual condition.  This treatment philosophy has generally been applied to mental health and 

substance use settings, where treatment is segregated according to different diagnostic groupings 

based on primacy (the dominant condition considered to predate and thus cause all other 

conditions). [6, 49]. The majority of MHSUP treatment service systems, both nationally and 

internationally, are designed in this way, resulting in individuals with acute comorbid substance use 

issues often being refused entry to mental health programmes, with the advice to seek treatment for 

their substance use problem before mental health treatment can be offered [50]. However, there are 

practical difficulties in reliably diagnosing primary and secondary conditions [51]. Once both 

conditions are established, the relationship between them is often one of mutual influence, with each 

condition maintaining or exacerbating the other, thus rendering the primary/secondary distinction 

somewhat irrelevant [52]. In practice, even if an individual with comorbid MHSUP completes 

treatment for substance use, they are unlikely to receive subsequent treatment from mental health 

services over and above medication, unless the disorder is in a severe or acute phase [50, 53].  This is a 

concern, given psychological treatments for comorbid MHSUP have frequently been shown to reduce 

risk of relapse to both problems [52]. 

The idea of combining treatment for multiple disorders has considerable appeal, and presents a 

number of advantages over sequential or parallel approaches. Although early reviews comparing 

integrated and non-integrated models were equivocal due to study limitations [54], it has been 

suggested that integration of services is essential for effective treatment of co-occurring conditions 

[55]. Integrated treatment by a single service helps to ensure internally consistent treatment with 

common objectives which can explore of the complex relationship between conditions. This single 

point of contact reduces burden on the client, along with potential communication problems and 

discordant treatment philosophies, reducing the chance of clients ‘falling through the gaps’ when it 

comes to treatment [56]. Nevertheless, much more research is required, especially as most evidence 

to support the use of integrated MHSUP treatment has been in the area of psychotic disorders [57]. 

Baker and colleagues [58] have recently reported that, compared with single-focused interventions, 

integrated psychological treatment of depression and problematic alcohol use was associated with a 

greater reduction in drinking days and level of depression than a single-focussed (depression or 

alcohol) intervention. There is also growing support for the use of a stepped-care approach to 

treating comorbidity [59]. A number of studies examining the efficacy of this approach are currently 

underway. 
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One model will not fit all 

One model of care will not fit all comorbidity. What is critical is the identification of comorbidity and models 

for the increased translation of evidence into practice. We have increasing research evidence for effective 

interventions, which are outlined in this report. The support of the translation of this evidence through 

training and a clinical research translation initiative is currently missing in the Australian mental health 

system. 

 

Current Australian policies and systems  

Australian governments have made significant policy funding commitments to improve mental health 

and to a lesser degree substance use treatment. Unfortunately such systems are characterised by 

fragmentation and poor coordination [60]. The Australian health system is built in speciality-silos 

which,  historically, inhibit collaboration and integration between services [61]. This style of system 

imposes sequential (or at best parallel) treatment of comorbid MHSUP. Kavanagh and colleagues 

[62] found that treatment staff report a number of difficulties which can be seen as a direct 

consequence of this segregation. These difficulties included organising joint case conferences, 

appropriateness of secondary treatment, case management and duty of care issues, and problems in 

accessing assessment and treatment services. In reality most individuals with both MHSUP will be 

unlikely to receive adequate care for both conditions. The nature of these conditions (particularly 

where they co-occur) tend to lead to frequent interaction with multiple parts of the healthcare and 

broader social services (e.g., employment services), compounding the difficulties caused by this 

segregation. As a result carers and individuals are responsible for organising care and navigating these 

fragmented and uncoordinated systems [63].  

Government Initiatives 

Different initiatives in recent years have attempted to overcome some policy and systems issues. For instance: 

 National Comorbidity Project 1998-2003 aimed to identify comorbidity and effective treatments, and 

improve response. 

 National Comorbidity Initiative 2004-2008 was developed with the aim of improving service co-

ordination and treatment outcomes for people with comorbid MHSUP. The initiative worked to 

raise awareness, promote good practice, provide clinical support and resources, and improve data 

collection methods and systems. 

 National Comorbidity Collaboration 2010-2011 focused on improving coordination, education, and service 

delivery (via guidelines). 

 Improved Services Initiative 2006-2012 focussed on building capacity of non-government agencies. 

 Victorian Dual Diagnosis Initiative 2001-2010 was commissioned with the aim of delivering improved 

service response for people that experience comorbidity issues. To this end a number of strategies 

have been utilised including outreach teams, rural clinicians, education and training, and 

psychiatrist support [64].  

Nevertheless, such initiatives can often add complexity to an already fragmented system and more 

widespread reform is needed [60]. 
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Best practice in comorbidity treatment 

The overall consensus of research evidence and clinical expertise, is that psychiatric or addiction-

focussed treatments on their own are not sufficient to manage comorbid MHSUP [65]. It is clear that 

more research is needed before definitive practices can be prescribed that will improve outcomes for 

both MHSUP. Although evidence (particularly that pertaining to integrated interventions) is 

promising, further development, and evaluation of treatments is required [54]. Although, forms of 

integrated treatment are generally viewed as best practice in Australia [66], it has not yet known 

whether such care is associated with significantly better outcomes for individuals, their families, or 

the health care system compared to other forms of treatment. Rigorous trials are required to address 

this gap in the literature, however, such trials require considerable resources. Indeed, just 

determining whether such an approach is superior to the individual alone requires an exploration of a 

number of social-, treatment-, and disorder-related outcomes. Nevertheless, what the existing 

research has shown is that integration appears feasible and is likely to overcome some of the barriers 

present when co-occurring disorders are treated separately. Integrated treatments can be tailored to 

the particular needs and treatment readiness of the client, targeting areas of high distress and 

priority, addressing both acute and non-acute symptoms. Combinations of different therapeutic 

styles and modalities, such as various psychotherapies, pharmacotherapies, and behavioural 

treatments can often exert a synergistic effect on treatment [67], while time spent in treatment 

moderates improvement regardless of substance used [68, 69]. Unfortunately effectiveness trials of 

specific manualised therapies (phase 4 trials) are rare, particularly in Australia, and this represents a 

significant gap in the knowledge base concerning best practice. From a treatment standpoint alone, 

motivational interviewing (MI), cognitive behavioural therapy (CBT), and a range of additional 

therapeutic approaches can be incorporated into the one coherent comorbidity-specific treatment 

plan; specific strategies are described in Part III of this report. Ideally, however, integration should 

stretch beyond treatment for the specific conditions and into the broader social services system 

(housing, employment, etc.).  

Best practice programs –  Bridging the gap between evidence and practice in comorbidity 

treatment  

It remains unclear how well Australian substance abuse programs (or mental health treatment 

agencies) are able to effectively address the needs of individuals with co-occurring conditions [70]. In 

the US it is estimated that only 7% of people with comorbid MHSUP receive treatment for both 

disorders [71], although corresponding Australian data does not exist. True co-ordinated and 

integrated models of care for comorbid MHSUP are rare [72].    
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Research on specific agencies that represent best practice is lacking, however, those services which 

have integrated comorbidity guidelines into routine practice, or which have specific comorbidity-

based programs—e.g., the  Hunter New England Mental Health Service Mental Health & Substance 

Use Service (MHSUS),  Substance Use and Mental Illness Treatment Team (SUMITT)—are likely to  

most closely adhere to evidence-based practice.  

Clinical Guidelines and policy documents 

At a clinical level, recent treatment guidelines have facilitated the transfer of evidence-based practice 

recommendations for comorbidity to individual service providers, although this has largely taken place in the 

Drug and Alcohol sector. For example, the Guidelines on the management of co-occurring alcohol and other drug and 

mental health conditions in alcohol and other drug treatment settings [21] is a useful resource for many drug and alcohol 

services [73].  

A number of state-based government guidelines and policy documents have also been crucial:  

 The NSW clinical guidelines for the care of persons with comorbid mental illness and substance use disorders in acute 

care settings [74]  

 The Mental Health Reference Resource for Drug & Alcohol Workers (NSW) [75] 

 Comorbidity framework for Action: Mental Health/Drug and Alcohol (NSW) [76] 

 Dual diagnosis – key directions and outcomes for service delivery (VIC) [77] 

 Queensland Health Policy – Service delivery for people with dual diagnosis (co-occurring mental health and alcohol 

and other drug problems) [78] 

 Dual diagnosis clinical guidelines: Co-occurring mental health and alcohol and other drug problems (QLD) [79] 

 Dual diagnosis clinician tool kit: Co-occurring mental health and alcohol and other drug problems (QLD) [80] 

 The ACT comorbidity strategy (2010-2013) 

Specialised agencies that focus generally on mental health and wellbeing (such as Headspace for young 

people) are also strong examples of good practice in terms of comorbidity, particularly due to the 

comprehensive approaches of such agencies to a broad range of overlapping conditions and the links 

they share with research organisations. The conversion and dissemination of research into clinical 

services is vital in enabling good practice, especially in emerging fields such as comorbidity, as such 

the establishment of a strong systemic translational model is required. The National Health and Medical 

Research Council Centre for Research Excellence in Mental Health and Substance Use represent a useful centralised 

translational body and is discussed below. 

  



 

13 

 

 

Translational approaches 

Internationally, the US Veterans Health Administration Mental Health Program is attempting to provide uniform, 
evidence-based services nationwide, with greater transparency over what services are being provided across 
its network. Integration of healthcare pathways and services is a key component of this approach. Developing 
a national framework to ensure treatment consistency and improved access is not beyond the scope of the 
existing Australian system [60]. 
 

The South Carolina Clinical and Translational Institute at the Medical University of South Carolina is an 
international example of a working model which facilitates translation of evidence into best-practice. The 
key features of the model include: 

1. A focus on translation: Address current shortcomings characterised by a scattered and fragmented 
research and clinical infrastructure that relies upon specific individuals in separate institutions and 
disorder areas conducting independent clinically relevant research. This is not conducive to capacity 
building or training of clinical researchers for a complex disease pattern such as comorbidity. 

2. Clinical Research Paradigm: Health professionals who are supported to maintain their clinical 
commitments while forming links with research are critical to treatment improvements. 

3. Facilitating Mentorship: Mentorship has an important influence on personal development and career 
guidance for students, clinicians and researchers. 

 
A significant recent Australian development has been the establishment of the National Health and Medical 
Research Council Centre for Research Excellence in Mental Health and Substance Use, which represents a vital step in 
providing the opportunity for researchers—working separately in the fields of addiction, depression, anxiety 
and psychosis worldwide—to share skills, innovations in treatment and research approaches, synergise data 
collection, and establish collaborative databases. As Figure 4 indicates a specific stream is devoted to 
translation of evidence-based comorbidity treatment packages into clinical practice and policy across the 
primary care, mental health, and substance use service settings.  
 

Figure 4: Australia’s Centre for Research Excellence in Mental Health and Substance Use translation model  
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Opportunities for now and the future 

Systemic issues in the Australian health care system limit dissemination and application of effective 

treatments. Increased health care service demands, costs, and complexities are already testing the 

limits of the financial, physical and human resources of the Australian health system. These 

challenges require a better, more sophisticated system of care which has the capacity to deliver 

integrated, coherent interventions in flexible modalities and across service settings [81]. It is 

estimated that optimal treatment at current coverage is likely to alleviate only 20% of the burden 

associated with mental and substance use disorders generally. Even optimal coverage would fail to 

avert over 60% of this burden [82]. Clinicians working in mental health and substance use settings 

frequently recognise the high prevalence of comorbid MHSUP, and the importance of addressing 

multiple comorbidities when present. Despite this, evidence indicates that clinicians have little time 

and confidence in their expertise to move beyond assessing comorbid MHSUP [71].  

While this is an important first step, the availability of services, particularly those that are able to 

support integrated care for people with comorbid MHSUP, remains a significant challenge for 

Australia. Publicly-funded health care, including mental health care, has traditionally struggled to 

respond to an increasing demand for services in a context of limited financial, physical and, 

importantly, human resources [72]. This situation will not be solved by doing more of the same, or by 

continuing in our current efforts until major structural reform occurs. By doing so, there is a real risk 

that by 2020, the majority of those in need will not receive appropriate care [83], and that this unmet 

need will be disproportionately borne by people with comorbid MHSUP. 

Primary care  

Primary care is the principal point of contact for more than 50% of people with mental illness [84], 

with estimates indicating that two patients per day in an average Australian General Practice are 

experiencing comorbid MHSUP [72]. The World Health Organisation has highlighted the 

integration of mental health into primary care as the most viable means of addressing the burden of 

mental health conditions [85]. Together, this demonstrates an increasingly important need to better 

support primary and community care providers to access and share relevant health information and 

treatment [86]. Brief clinically integrated interventions delivered by primary care professionals may 

help to alleviate pressures placed on specialist services, and have been shown to be an effective means 

of intervening where more intense approaches are unavailable or impractical [58]. However, this 

alone will not be sufficient [87]. In this context, it is suggested that “convenience sells”, with 

inconvenience to both practitioners and clients posing challenges to integrated care [84]. Future 
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work to enhance the delivery and convenience of accessing integrated treatment, particularly 

psychological treatments such as CBT are needed.  

eHealth 

The emergence of eHealth (health services and information delivered or enhanced through Internet 

and related technologies) has been touted as possibly the most important revolution in healthcare in 

the recent times [88].  eHealth interventions present a unique opportunity to overcome traditional 

barriers that prevent many people from seeking help, including societal or cultural stigma, mistrust in 

the system, access, and availability [89, 90]. Health-information and treatment seeking over the 

Internet also overcomes the gender differences inherent to face-to-face treatment [91]. There is 

evidence of a decreasing digital divide in ability to access the Internet across socioeconomic and 

cultural groups, indicating that eHealth technologies can play a significant role in the daily lives of 

those experiencing marginalisation [92]. eHealth therapies also have the potential to reduce costs 

associated with treatment (by reducing contact time with the therapist) and increase treatment 

standardisation [89, 93]. 

Over 100 different Internet-based interventions have been shown to be effective and cost-effective in 

treatment for a number of common mental disorders [94-105]. Australia has been the leader in this 

area for both prevention and treatment programs [83]. The integration of eHealth treatment 

programs for addiction and mental health problems into primary care settings may be one strategy for 

fostering stronger links between systems of care [106]. However, this may still restrict treatment 

access, and fail to fulfil the potential of eHealth interventions. The challenge is not only to model and 

implement services and systems of care that usefully integrate eHealth with existing programs, but to 

develop novel models of eHealth service provision that, for example, may exist entirely online [83, 

107]. The provision of funding and research focussed on how best to disseminate and provide eHealth 

treatments outside of research settings is fundamental to meeting this challenge. 

Of equal importance is to avoid replicating the siloed approach to designing and delivering eHealth 

interventions that has been taken in mental health and substance use research and practice. To date, 

the tendency has been for eHealth to also be developed and delivered in silos, with components and 

programs emerging without regard for comorbidity [88]. Only one evidence-based program to date 

has utilised eHealth technology to the case of comorbid MHSUP [108, 109]. SHADE (Self-Help for 

Alcohol/other drugs and DEpression) has been evaluated in two randomised controlled clinical trials, 

and is associated with significant and sustained reductions in depression, alcohol and cannabis 

equivalent to a therapist-delivered program, and greater than a brief intervention, and a supportive 

counselling program [108, 109]. Much more research effort is required in this area, particularly with a 

view to understanding how best to deliver and support these interventions in real world contexts. 
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Prevention and early intervention  

Prevention and early intervention strategies are a practical strategy to averting the development of 

more severe, ingrained morbidity, and the burden this places on individuals, families, and the health 

system [110-112]. These strategies are of specific importance to a number of at-risk populations 

including young people and those in early phases of mental disorders (e.g., first episode psychosis). 

Although the majority of such programmes are aimed specifically at drug, alcohol, or mental health 

symptomatology in isolation, encouraging findings in these areas suggest they may hold promise for 

those with comorbid conditions. Indeed, there is evidence to suggest that a number of conditions 

share common underlying vulnerabilities, mechanisms and/or psychopathological processes (e.g., 

emotional instability, anxiety sensitivity) [113, 114]. As such, prevention and early intervention 

programmes which address these constructs may help alleviate distress.  

In Australia, one recent computer-based prevention programme, Climate Schools, is one of the few 

evidence-based prevention programs available for alcohol and cannabis use. The programme uses a 

universal approach, is based in harm-minimisation and the efficacy has been established using a 

cluster randomised controlled trial (RCT) across 10 schools in Australia [115-117]. However, it has 

been suggested that other illicit drugs may be better addressed using selective rather than universal 

prevention programmes [118]. In this way, work is currently underway to integrate the Climate Schools 

program with the selective Preventure programme in an Australian setting [119]. Preventure is the first 

and only selective school-based programme that has been shown to curb excessive alcohol and illicit 

drug use in Canada and the United Kingdom [120-123]. Unlike universal programmes delivered to a 

whole population, this selective personality-targeted approach addresses four personality risk-factors 

for early-onset substance misuse and other risky behaviours: Sensation Seeking, Impulsivity, Anxiety 

Sensitivity and Negative Thinking [124]. This is of particular relevance to comorbidity as many of 

these personality traits are common to mental health conditions. 

Moving away from individual disorders  towards multiple health behaviour change  

People with MHSUP comorbidity face a number of other health problems in addition to the direct 

health consequences of these disorders [87, 125]. Cardiovascular disease, cancer and other tumours, 

and respiratory system diseases, are the most common causes of death among this population, with 

people experiencing comorbid MHSUP reporting an average lifespan of 25 years less than the general 

population [126]. Contributing factors include the high rates of tobacco smoking, physical inactivity, 

and poor diet in those with MHSUP [127], all of which are potentially modifiable. A multiple health 

risk behaviour approach to treating comorbid MHSUP represents an important new innovation in 

the treatment of co-existing MHSUP. It reduces stigma, is more appealing to clients, and avoids 

prematurely focusing on substance use and evoking client resistance.  Moving away from treatment 
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planning for mental health and substance use problems specifically and towards consideration of the 

person in a broader health context that includes (but is not limited to) these domains also means that 

treatment can be provided in any setting. A multiple health behaviour approach to co-existing 

MHSUP involves intervening across the range of health risk areas (smoking, poor diet, physical 

inactivity, mental health, alcohol/other drugs) within the one integrated treatment program [127]. It 

allows small changes across a number of health behaviours that increase self-efficacy for further 

behaviour change. Research has found that individuals are willing to target multiple problems 

simultaneously, and can make improvements in both mental health and substance use domains [128-

130].  Specific behaviours, the number of behaviours targeted and the sequence in which they are 

targeted remains the subject of future research. 
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PART III:  
Specific Evidence-Based Treatments for Comorbid Mental Health and 
Substance Use Problems  

 

Prevention and early intervention 

Early intervention attempts to prevent disorder progression and establishment and minimise adverse 

outcomes. Such programmes generally provide a combination of screening, education, and brief 

therapy to individuals before they would normally present for treatment or at initial presentation 

[131]. Such programmes often occur in primary care or tertiary education settings depending on the 

condition. A number of reviews have indicated that interventions aimed at alcohol misuse in tertiary 

[95, 132, 133] and primary care settings [134] are efficacious and cost-effective.  

Early interventions aimed at illicit drug use are less common due to elevated rates of stigma, 

infrequent use of services, and difficulties in identification of users in the early phases of use. 

However, even single session MI- [135, 136] or CBT-based [137] have indicated positive cannabis and 

alcohol use outcomes. Nevertheless, more sessions are required for significant long-term reduction in 

consumption. Research is lacking around other forms of substance use, however, the use of brief 

interventions with these populations suggest potential [138-140]. 

In mental health prevention and early intervention (sometimes referred to as ‘indicated’ prevention) 

programmes are also common. In the case of depression and anxiety these programmes tend to target 

general emotion-regulation skills, use CBT, interpersonal therapy, or psychoeducation, and be 

delivered in school settings [141-145]. Again Australian researchers are at the forefront of this area. 

Early work in primary schools demonstrated the value of (even brief) very early intervention for 

anxiety disorders [146, 147]. Recent work has indicated that even universal prevention approaches, 

such as the YouthMood [148], and FRIENDS [149] programs, have some utility in preventing and 

reducing the symptoms of anxiety and depression in young people. Although encouraging, it is 

important to note that in many trials long-term follow-up assessments and adequate control 

conditions are often missing, and where present, findings are weaker. Nevertheless, where room for 

change is increased (e.g., early intervention programmes) greater effects are reported [141, 143]. These 

findings are promising and warrant further investigation, and sustainable delivery methods [141-143], 

while the use of eHealth interventions in this area may be particularly useful [144]. 
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Trauma victims are also a population for whom early intervention is likely to benefit. Such an 

approach can potentially avoid acute stress disorder and early posttraumatic stress disorder (PTSD) 

progressing to more severe PTSD and self-medication [150]. Available evidence suggests CBT 

facilitates adaptation post-trauma, however, many people either drop-out or do not respond to these 

treatment, and tailored approaches are required [151].  

Australian researchers have been central proponents for early intervention and policy reform 

regarding psychotic disorders. McGorry and colleagues [152, 153] have proposed a clinical staging 

model for early intervention in psychosis, comprising three foci or stages: ultra-high risk, first 

episode, and the recovery or critical period. Amongst a number of beneficial functional outcomes 

[154-158], early and vigorous management of these conditions can result in better outcomes regarding 

comorbidity [159]. 

This staging model has also been proposed as a means to manage bipolar disorder [160]. There is 

evidence that early intervention in bipolar may have the potential to prevent a number of 

neuroanatomical, neuropsychological, clinical and function consequences of disease progression [161]. 

Moreover, there is also evidence to suggest that where intervention (both psychological and 

pharmacological) does not occur early enough, they may be ineffective [162, 163] and full functional 

and social recovery may not occur [164]. 

It is important to note that prevention and early intervention is rarely aimed at comorbidity, and a 

great deal more work is required in order to prevent and arrest the development of mental disorders 

and SUDs and achieve full functional recovery. 

 

General treatment approaches 

There are a number of treatment approaches that have a strong evidence base for the effective 

treatment of both [165]. These approaches include: 

 Motivational interviewing. 

 Cognitive behavioural therapy. 

 Relapse prevention techniques. 
 Psychosocial and self-help groups. 

 Mindfulness training. 

 Contingency management.  

 Pharmacotherapy. 

In some cases, it may be necessary for a substantial reduction in substance use and withdrawal 

symptoms to occur before more intensive psychotherapies can be effective. Some people with 

comorbid MHSUP may respond better to cognitive interventions if they are taking 

pharmacotherapies for their substance use which free them from distracting cravings and 

physiological withdrawal symptoms (e.g., acamprosate or naltrexone for alcohol dependence).  In 
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these cases, however, people with comorbid MHSUP will still need assistance to achieve these 

reductions, manage withdrawal, and comply with medication regimens.  People do not necessarily 

have to be abstinent from substances in order for treatment to commence.  This is particularly true 

for behavioural interventions. 

Motivational interviewing  

MI is a client-centred counselling strategy aimed at increasing a person’s motivation to change. The 

strategy involves a non-confrontational conversation regarding specific medical, social, interpersonal, 

or psychiatric effects that substance use has had on the individual’s life. MI has four broad stages 

including engagement, focusing, evoking, and planning [166], with the overall aim of seeking out 

ambivalence in the individual’s attitudes that can be used as encouragement for behavioural change 

and motivation towards this change. This strategy assumes equity in the client-counsellor 

relationship and emphasises one’s right to define one’s problems and choose one’s own solutions. It 

is, in this sense, a counselling style based on collaboration rather than confrontation, evocation rather 

than education and autonomy instead of authority, as opposed to a set of specific techniques [167]. As 

MI targets behaviour change it is most commonly and effectively used in substance use treatment 

[168-171], and the treatment of other unhealthy behaviours [172]. Its utility in improving treatment 

adherence, engagement, and outcomes make it particularly useful for comorbid populations [173, 174]. 

Cognitive behavioural therapy  

CBT emphasises the importance of thought and activity in subsequent emotions and 

behaviours. Automatic unhelpful thoughts are common in both those substance use problems (e.g., 

craving) and common mental health conditions (e.g., negative thought patterns in depression and 

anxiety). These thoughts are unpleasant, and tend to escalate when the individual becomes aware of 

them. For individuals with comorbidity, this automatic thinking may result in a cycle of negative 

thoughts and cravings to use. 

CBT is a gold standard therapy for a number of disorders and among the most effective treatments for 

depressive, anxiety, and SUDs [175, 176]. CBT strategies individual disorders can be easily utilised for 

those with comorbidity [177].These therapies generally involve a number of different components 

such as mood and activity monitoring, cognitive restructuring, pleasure and mastery events 

scheduling, goal setting, and problem solving. Many of the interventions designed for specific 

comorbid disorders (discussed later in this review) are based on CBT techniques.  

Relapse Prevention  

Individuals with both MHSUP can potentially experience a relapse of either condition, which is 

likely to affect the other. Relapse prevention strategies are used in an attempt to prevent this from 
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occurring and have been shown to be effective particularly in regards to substance use [178, 179] 

These can include: discussion and normalisation of relapse, identification and planning for high-risk 

situations, enhancement of commitment to change, use of CBT and mindfulness strategies, and social 

support [180-182]. 

Psychosocial and self-help groups 

Psychosocial and self-help groups can also be useful for some individuals with comorbid conditions 

[183-185]. Dual Recovery Anonymous groups, specifically for individuals with co-occurring disorders, 

are also emerging in Australia. However, it is important that such groups are facilitated in ways that 

avoid confrontation and reinforce formal treatment messages. Sustained emotional distress can 

worsen a number of mental health conditions and a confrontational treatment approaches may be 

harmful to individuals with comorbidity [57]. Experiences of social anxiety, social awkwardness, or 

impairments in social judgement and social skills, may make such approaches inappropriate for some 

individuals [186].  

It should also be noted that some groups, particularly those that adopt a 12-step philosophy, may 

discourage the use of any medication. This can be problematic as individuals with comorbid MHSUP 

are often prescribed medication to help treat their mental health problems [185]. Some individuals 

with comorbidity, particularly those who experience religious delusions, may also have difficulty 

with the strong spiritual focus of many self-help groups [186]. 

Mindfulness Training  

Mindfulness is a meditative technique that encourages the individual to pay attention to what is 

happening in the present moment, without judgement or the pressure to act [187]. This is a useful 

practice for any individual, but in the context of comorbid MHSUP, can foster a greater awareness of 

the automatic patterns of thinking that can often maintain the mental health-substance using cycle. 

There is good evidence for the efficacy of mindfulness for treating mental conditions [188],health 

conditions [188]—particularly anxiety and depression [189]—and as a relapse prevention strategy in 

substance use [190]. In general, mindfulness involves the person training themselves, through daily 

practice, to bring their attention to a deliberate focus in the present moment (e.g., routine activities 

such as eating, walking, showering), rather than allowing their mind to wander automatically (often 

to a negative effect). People practice allowing thoughts and feelings to happen, without feeling the 

pressure to change them [73].     

Contingency Management  (CM) 

CM involves rewarding or reinforcing desired behaviour in a supportive manner [191]. This includes 

vouchers for clean urine samples, treatment attendance, medication compliance, or goals achieved. 
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CM techniques are not commonly used in Australia despite evidence of their effectiveness [192-196]. 

In relation to comorbidity, studies have found CM to be effective in promoting cocaine and opiate 

abstinence amongst buprenorphine-maintained clients with comorbid major depression [197], and in 

promoting abstinence in a cocaine-abusing, comorbid homeless group [198].  

Pharmacotherapies  

Medications are a common treatment for many mental disorders. Similarly, a variety of 

pharmacotherapies are also used in the treatment of SUDs. Much less work has been done to 

investigate how these individual treatments may affect co-occurring conditions. Research does, 

however, suggest that certain medications may be inappropriate for those with certain comorbidities 

(due to reduced effectiveness, contraindication, abuse, or other risks).  Other medications may be 

potentially beneficial for both conditions.  Importantly, any pharmacotherapy should be combined 

with psychological support and treatment, particularly in people with comorbid MHSUP.  

 

Approaches to treating specific comorbidities 

With comorbidity generally there is a tendency to exclude those with problematic substance use 

from clinical trials of treatments for psychiatric disorders [199-201]. This has limited the findings in 

this area (particularly around specific conditions) and has at times made inference difficult [202-

204]. Nevertheless, evidence continues to emerge regarding specific treatment approaches.  

Comorbid major depressive disorder and substance use disorders  

Historically there have been over-restrictive attitudes towards pharmacological treatments for 

depressive disorders among people with SUDs, leading to withholding medication until abstinence is 

achieved. However, considering the safety of most of the newer antidepressants such as selective 

serotonin reuptake inhibitors (SSRIs), such caution cannot be justified [184]. Individuals being 

commenced on antidepressants should be carefully monitored, particularly for elevated suicidality, on 

commencement of antidepressant treatment [205].  

There are few RCTs investigating the efficacy of all currently available antidepressants on depression 

comorbid with SUDs. Generally, unless there are significant contraindications, it appears clinically 

appropriate to use medication which has proven efficacious in the treatment of major depression in 

those depressed individuals with a SUD [23, 206]. However, such medications have been found to be 

relatively ineffective in improving substance-related symptoms among these individuals [67, 207]. 

Any changes that do occur in substance use outcomes tend to be indirect, by way of depression 

improvement [206, 208]. Effects on alcohol use have been particularly contentious [184, 185, 208-212], 
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with some studies indicating a negative effect on alcohol consumption in alcohol-dependent young 

men prescribed SSRIs [213-216]. Similarly, the few existing studies examining antidepressant use in 

adolescents and young adults indicate pharmacotherapy rarely improves outcomes above that of 

placebo for depression or substance use outcomes when both treatment and control groups also 

receive adjunct psychological therapy [217]. 

Although studies of comorbid alcohol dependence and major depression generally support the use of 

SSRIs, studies of cocaine and opiate dependent clients do not [177]. In a review of the research 

literature, it was concluded that different types of antidepressants seem to be suitable for different 

types of SUDs [195]. In particular, individuals with SUDs may respond better to antidepressants that 

have a similar direct or side effect profile to their substance of abuse. Hence, the more sedating 

antidepressants such as doxepin or paroxetine may be more effective in people with depression who 

are also using alcohol, heroin and sedatives, with the more stimulating antidepressants such as 

desipramine and buproprion demonstrating greater efficacy in people using stimulants and nicotine 

who are also depressed. As there are no guidelines as yet for the treatment of comorbidity with 

depression in users of psychostimulants such as amphetamines and ecstasy [218], the use of the more 

stimulating antidepressants for these individuals provides the best guidance at this time.  

Research suggests that naltrexone, acamprosate and disulfiram (medications for treating alcohol use 

disorders) are all tolerated well in individuals with comorbid depression, but research has not been 

conducted to demonstrate any impacts of these pharmacotherapies on depression [219]. Naltrexone 

has been found to be associated with better drinking outcomes in individuals being treated with 

antidepressants for their depression and anxiety [220]. While both acamprosate and naltrexone are 

available on the Pharmaceutical Benefits Scheme (PBS) for alcohol dependence, disulfiram is 

expensive and only available with a private prescription. Although only a tentative finding requiring 

further research, another study found that buprenorphine had better outcomes with people with 

depression who are using opiates than those who were not depressed [221]. This suggests that 

buprenorphine may prove to be useful for this sub-group.  

Generally, it is observed that psychological therapy should at least be an adjunct to 

pharmacotherapy, if not a first-line treatment strategy, for individuals with co-occurring substance 

use. A recent meta-analysis identified 14 double-blind, RCTs for the treatment of depression and 

comorbid SUDs in general adult samples revealed a modest (i.e. 0.38) pooled effect size of 

antidepressant treatment, but maintained concomitant therapy directly targeting the substance use 

was indicated [206].  

Recent reviews indicate integrated psychological treatment for depression and SUDs is effective in 

reducing substance use and depressive symptoms, with longer interventions generally producing the 
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best outcomes [204, 222]. Of the limited studies available, CBT techniques (particularly in 

combination with MI) are effective in the treatment of co-occurring SUDs and depression [58, 59, 

185, 222, 223]. Australian researchers are at the forefront of a number of innovative new treatment 

approaches in this area,, including brief interventions [58, 59] and eHealth therapies [108, 109]. 

CBT has the best-documented efficacy of the non-pharmacological approaches to treatment of SUD 

and depression when they occur in isolation of each other [225, 226].  CBT also lends itself well to 

integrated psychological treatment for comorbid depression and substance use problems [109, 114].  A 

recent review has found that although there is support for the efficacy of CBT over no treatment, 

more evidence comparing CBT to other psychotherapies is required [227]. A number of integrated-

CBT treatment interventions, incorporating strategies related to both depression and SUD have been 

developed, with promising results both on substance use and depression outcomes [58, 228, 229]. It 

is now crucial that such programs are properly disseminated and taken up by clinicians. 

Comorbid bipolar disorders and substance use disorders  

Despite the relatively frequent co-occurrence of SUD and bipolar disorder, few studies have focused 

on treatments for this population. Lithium is often considered the standard pharmacological 

treatment for bipolar disorder, and although an early study was promising [230], there is evidence to 

suggest that co-occurring SUDs may be a predictor of poor response to lithium, due to mixed 

episodes of depression and mania and rapid cycling between the two [231]. There is some data 

suggesting that anticonvulsant mood-stabilizing agents may be a better choice in individuals with 

comorbid SUDs [232]. In particular, recent trials have indicated a combination of lithium and 

valproate is associated with better alcohol-related outcomes compared to lithium plus placebo in 

people with alcohol dependence and bipolar disorder [233, 234]. Similarly, a review by Le Fauve and 

colleagues [209] found more positive drinking outcomes when sodium valproate was added to 

treatment as usual in a sample of bipolar clients with alcohol use disorders. They also found a trend 

toward improvements in manic symptoms as well. Other studies have suggested the potential of 

carbamazapine and lithium in controlling co-occurring substance misuse [235]. Quetiapine has had 

mixed results and has been implicated in abuse itself [236, 237]. There have been some promising 

pilot studies investigating the use of naltrexone and disulfram in individuals with co-occurring 

alcohol dependence and bipolar disorder [238]. However, many more studies are needed [239]. Due to 

the nature of manic episodes, it is recommended that all individuals with bipolar disorder be assessed 

for substance use and receive psychological intervention concerning the negative impact of substance 

use and risk for developing dependence.   

Although research on psychological treatments for comorbid bipolar disorder and SUDs is scarce, 

recent work integrating treatment for both disorders has had positive results. Preliminary work has 
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suggested that integrated treatment may reduce hospitalization in those with comorbid bipolar-SUD 

[240]. Schmitz and colleagues [241] reported that CBT group therapy in combination with 

medication monitoring, was associated with improved pharmacological treatment compliance for 

bipolar medication and mood symptoms in comorbid individuals compared to medication monitoring 

alone. A recent RCT compared an integrated psychosocial group program (i.e. incorporating both 

SUD and bipolar management strategies) to group drug counselling in comorbid bipolar patients 

concurrently treated with mood stabilizers. Results indicated higher group treatment retention and 

significantly fewer days of substance use in the integrated group programme [242-244]. It has been 

suggested that treatment approaches that address the shared mechanisms inherent to both bipolar 

disorder and SUD (e.g., impulsivity, poor modulation of motivation and responses to rewarding 

stimuli, and susceptibility to behavioural sensitization) may be promising, however research is 

lacking [237]. 

Comorbid anxiety disorders and  substance use disorders  

As with depression, some of the anxiety exhibited by individuals with substance use problems will 

subside following a period of abstinence and stabilisation without the need for any direct attention 

[195, 245]. Although the research is scarce on evidence-based treatment approaches for comorbid 

anxiety and substance use, it would be reasonable to draw similar conclusions for these comorbid 

groups as for those with depression-SUD comorbidity—namely, use of a medication such as a SSRI 

(which has anxiolytic properties), with a good side-effect profile, established efficacy in the mental 

health disorder, and minimal negative interactions with the substance [246].  

Despite their demonstrated effectiveness in relieving anxiety, the use of benzodiazepines is not 

recommended for comorbid anxiety and SUDs due to their abuse potential [177, 246]. 

Benzodiazepines should only be prescribed among individuals with a history of problematic 

substance use if there is a compelling reason to use them, there is no good alternative (i.e., other 

psychological and medication options have failed), close follow-up and supervision is provided, and 

monitoring for misuse is in place. If benzodiazepines are used, use should be restricted to the lowest 

possible dose for only a short period of time [246]. 

Psychological interventions should always accompany pharmacological treatments for individuals 

with comorbid anxiety and SUDs [185]. A recent Cochrane review concluded that CBT is effective in 

treating anxiety disorders [247], and there is good evidence that CBT and MI are effective 

psychotherapies for particular types of substance abuse. However, few well-conducted treatment 

outcome trials for comorbid anxiety and SUDs exist. Those that do exist have generally not shown 

integrated interventions to be more successful than treatments focused on specific disorders [204, 
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248]. Instead, targeting specific mechanisms that may underlie comorbidity (e.g., anxiety sensitivity 

tension reduction alcohol expectancies) is likely to be a productive strategy [114]. 

Comorbid generalised anxiety disorder (GAD) and substance use disorders 

A review of treatments for anxiety disorders concluded that a combination of psychosocial therapy 

and the newer antidepressants such as the SSRIs, venlafaxine, and paroxetine, promises best 

outcomes in the long-term for those with GAD [249-252]. However, these findings have not been 

confirmed in those with comorbid SUDs. The use of these medications is considered preferable to 

benzodiazepines for GAD because they are more effective in treating symptoms such as worry, 

tension, irritability and concentration problems, and have a safer side-effect profile [253]. Some 

research has found that buspirone, a non-benzodiazepine, anti-anxiety medication, is effective in 

treating anxiety in people with alcohol use disorders as well as increasing treatment retention in this 

group [177, 254, 255]. One study of buspirone found improvements in drinking outcomes as well as in 

anxiety outcomes [254]. A more recent RCT has suggested that Buspirone is not effective for 

reducing anxiety among methadone treated opioid users, but may help protect against subsequent 

depression and substance abuse [256]. Unfortunately, buspirone is not subsidised in Australia for 

non-veterans and is only available at significant cost by private prescription. Buspirone has the added 

difficulty that it can take up to four weeks at a therapeutic dose to have anti-anxiety effects. This may 

prove unattractive to individuals who want the instant relief from their anxiety that can be provided 

by alcohol or benzodiazepines. 

Few specific GAD-focussed psychological interventions exist, although common approaches to 

treating anxiety (generally) and depression are likely to be effective. A recent RCT found some 

evidence in support of Affect Focused Body Psychotherapy (a psychotherapy adapted from chronic 

pain management) over treatment as usual. However, cluster analysis confirmed that the supportive, 

exploratory aspects of the treatment were more important than the content of the therapy [257].  

Again, these treatments have not been applied to people with GAD and comorbid SUDs. 

Comorbid panic disorder and substance use disorders 

A recent Cochrane review concluded that in the treatment of panic disorder, it is equally efficacious 

to use CBT-based psychotherapy alone, pharmacotherapy alone (SSRIs in particular), or a 

combination of these, and that client preference should be taken into account when deciding on a 

course of treatment [258]. Although not confirmed with this group due to the absence of relevant 

research, it would be prudent to adopt similar strategies in clients with comorbid SUDs. Behavioural 

techniques such as exposure and systematic desensitisation have been shown to be effective, and 

relaxation and supportive counselling may also be helpful [177]. It has been recommended that 

caution should be used when treating panic disorder with antidepressants such as TCAs and SSRIs 
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because these agents may cause an initial worsening of panic symptoms. As mentioned with regard to 

the use of TCAs in the treatment of depression, they are poorly tolerated, are potentially lethal in 

overdose, and cause significant adverse effects when combined with other central nervous system 

depressants. In contrast, SSRIs are associated with fewer side effects, have better tolerability 

(resulting in improved compliance) and they are safer in overdose [184]. It is recommended that a low 

dose be prescribed to start with to avoid activation of panic symptoms [177]. 

Comorbid posttraumatic stress disorder and substance use disorders 

Due to the inter-relatedness of PTSD and substance use, experts recommend that these conditions 

should be treated in an integrated fashion [259-261]. A number of psychotherapies have been 

developed for the treatment of comorbid PTSD and SUDs, however, few have undergone rigorous 

evaluation.  

Exposure therapy is a commonly used effective component of CBT for anxiety disorders, involving 

exposure to the feared object or situation (in this case traumatic memories, and reminders of past 

trauma). This form of therapy is the gold standard for treating PTSD [262]. Traditionally, exposure 

therapy for PTSD was considered inappropriate for people with SUDs based on beliefs that the 

emotions experienced may be overwhelming and could lead to increased substance use, or that the 

cognitive impairment associated with substance use could impair the person’s ability to carry out the 

exposure tasks. However, increasingly this form of treatment has been found to be safe and effective 

amongst this population [263-265].  

In Australia, the recently published COPE trial has evaluated prolonged exposure amongst 

individuals with PTSD and SUDs, provides further support for the use of exposure therapy in this 

population. This first RCT of its kind reported that compared with usual treatment alone, the 

addition of COPE resulted in improvement in PTSD symptom severity without an increase in severity 

of substance dependence [266]. Another Australian trial comparing integrated CBT (including 

prolonged exposure) for PTSD and alcohol use disorder (AUD), with CBT for AUD plus supportive 

counselling, found those participants who had received exposure therapy had a twofold greater 

likelihood of a clinically significant reduction in PTSD severity at follow-up. Although those in the 

supportive therapy group reported better alcohol use outcomes, they were also three times more 

likely to receive outside treatment [267]. It is generally recommended, that exposure therapy not 

commence until the client has demonstrated a reduction in substance use and the ability to use 

coping mechanisms other than substance use. It is important to note however, that abstinence is not 

required in order to obtain positive outcomes. 

Another integrated treatment which appears promising in the treatment of PTSD and substance use 

is Seeking Safety [268]. Seeking Safety is a present-focused therapy aimed to help people attain safety 
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from trauma/PTSD and substance abuse. The treatment has been conducted in group and individual 

format in a variety of settings (outpatient, inpatient, residential). However, recent RCTs have 

suggested that although the treatment is associated with clinically significant reductions in PTSD 

symptoms and substance use, it is comparable to other therapies [269-271]. 

Australian guidelines on the treatment of PTSD [272] recommend psychotherapy as the first line 

treatment of adults with PTSD. They recommend that pharmacotherapies be used as an adjunctive 

treatment if the person has not gained benefit from psychological treatment; however, there is little 

evidence to suggest that combining psychological and pharmacological interventions leads to 

improved outcomes. Where pharmacotherapies are considered, SSRIs are the recommended first-line 

option. The use of mirtazapine and TCAs should be considered only as a second-line option, and 

phenelzine may be considered for people with treatment-resistant symptoms. However, as noted 

previously, extreme caution should be used when prescribing TCAs and MAOIs. 

There have been only a few trials of pharmacotherapy for PTSD comorbid with substance abuse [273, 

274]. In a placebo-controlled, double-blind study, the efficacy of sertraline in the treatment of co-

occurring PTSD and alcohol dependence was studied. Alcohol use decreased significantly in both 

groups. However, significant interactions for alcohol-related outcomes depending on severity of 

dependence and onset of PTSD led authors to concluded that there are likely to be subtypes of 

individuals who respond differently [273]. 

In a 12-week study, Petrakis and colleagues [275] compared placebo, naltrexone, disulfiram, or a  

combination in 93 individuals with PTSD and alcohol dependence. Subjects with PTSD had better 

alcohol outcomes with active medication (naltrexone, disulfiram, or the combination) than placebo, 

and overall psychiatric symptoms improved. Finally, a recent RCT compared the efficacy of 

naltrexone, prolonged exposure therapy alone, and their combination, in the treatment of comorbid 

PTSD and alcohol dependence [276]. Naltrexone resulted in a decrease in drinking, and prolonged 

exposure therapy was found to be protective against relapse at follow-up [277].    

Comorbid social phobia and substance use disorder 

Early studies of psychological treatments for social phobia in clients with comorbid alcohol problems 

suggest that integrating treatments in this group may show no improvement over treating drinking 

alone [278], or it may even have a deleterious effect on drinking outcomes [279]. However, recent 

preliminary data suggest that integration may in fact be possible [280]. Currently the NHMRC-

funded CASP (Combined Alcohol and Social Phobia) trial is underway in Australia [281].  

Like exposure for PTSD, exposure therapy for social phobia involves gradual exposure to the feared 

object or situation (i.e. social situations). Again, where comorbid substance use exists, exposure can 
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be effective, but it cannot operate well, or at all, if the client is affected by substances [50]. Because 

exposure therapy can be anxiety inducing, it is recommended that the individual would have 

significantly reduced substance use and appropriate relapse prevention skills before exposure 

therapy is utilised  [282]. Other research has found that it is important to assess and use the social 

supports available to clients with social phobia in order to improve treatment outcomes [283].  

In terms of pharmacological treatment, a recent Cochrane review found that treatment with SSRIs is 

effective in the treatment of social phobia alone [284]. A recent RCT has also indicated paroxetine 

may improve social anxiety and self-reported reliance on alcohol for self-medication purposes, but 

not quantity or frequency of drinking, or the proportion of ‘coping-related’ drinking days [285, 286]. 

Comorbid Personality Disorders and Substance Use Disorders  

Among those with SUDs the most common comorbid personality disorders are borderline 

personality disorder (BPD – most frequently occurring in females) and antisocial personality disorder 

(ASPD – usually male). The Cochrane collaboration recently reviewed psychological treatments for 

BPD and concluded that some psychological interventions show promise [287]. It reported that 

studies of dialectical behaviour therapy (DBT) have generally found few differences between DBT 

and treatment as usual in terms of BPD symptoms and hospitalisations. However, there have been 

some findings of decreased self-harm and suicidal behaviour due to DBT treatment and indications 

that it may impact positively on alcohol outcomes.  

In general, research on psychological treatments for personality disorders is encouraging, but 

treatments are time consuming and technically demanding. For those with alcohol use disorders, it 

has been suggested that good outcomes are possible using alcohol-focused treatments alone. 

However, it is acknowledged that opiate and cocaine abusers with a personality disorder present a 

more severe client profile. Generally this more complex clinical profile may require more intensive 

psychological attention in order to promote the therapeutic alliance and maintain them in treatment 

[288]. Two programmes have been designed for these comorbid clients—Dual Focus Schema Therapy 

[289, 290] and DBT-S [291-293], both of which have shown promise.  

A Cochrane review of pharmacotherapies for BPD found little support for the use of 

pharmacotherapies for BPD but concluded that more trials are needed, especially to ascertain the 

usefulness of antidepressants [294, 295]. One study found that naltrexone and disulfiram are also safe 

for clients with comorbid personality disorders and alcohol dependence, and one study suggests that 

naltrexone may selectively benefit people with alcohol use disorders with antisocial traits and a 

family history of problem drinking [296]. 
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Very little research has been conducted to date regarding the pharmacological treatment of ASPD 

among people with SUDs. Studies that have been conducted have investigated the use of amantadine, 

desipramine [297, 298], bromocriptine, and nortriptyline [299, 300]. However, the conclusions that 

can be drawn from these studies are limited due to small sample sizes. Thus, there is currently no 

evidence of effective pharmacological treatments for people with ASPD and SUDs. One study does, 

however, provide some evidence to suggest that bromocriptine and nortriptyline may be beneficial 

for people who have comorbid alcohol use disorders and ASPD who also have a current mood and/or 

anxiety disorder, but not for those without a current mood and/or anxiety disorder [300].  

Comorbid psychotic spectrum disorders and substance use disorders  

Pharmacological interventions are the predominant form of treatment for psychotic spectrum 

disorders. Some of the newer antipsychotics have been studied for their impacts on substance use as 

well as severe mental illness. In particular, it has been theorised that the increased substance use 

found among those with psychotic disorders relates to dopamine dysfunction, which is better 

addressed by the newer (atypical) antipsychotic agents than the older (typical) agents. Nevertheless, 

these benefits must be weighed against the heightened metabolic side-effects of these medications 

[301]. There has been considerable research on the effects of clozapine on substance use with 

generally positive outcomes [209]. Results for other newer antipsychotics in terms of impact on 

substance abuse have been equivocal. These findings highlight the potential of further research on the 

range of medications used to treat singular psychotic disorders and their effects on comorbid SUDs.  

Medication specifically targeting reduction of substance use has been useful in schizophrenia. For 

instance, naltrexone, disulfiram, and topiramate have demonstrated some efficacy in reducing alcohol 

use in individuals with schizophrenia, while buprenorphine has been shown to limit cigarette 

smoking and some tricyclics antidepressants have been shown to reduce cocaine use. However, these 

findings are preliminary and limited in scope and are counterbalanced by the liver toxicity and other 

side-effects associated with some of these medications [301]. 

A recent Cochrane review concluded that there is no good evidence so far regarding effectiveness of 

one psychosocial treatment over another for psychotic spectrum disorders comorbid with SUDs 

[302]. However, studies incorporating integrated psychosocial treatments have been showing 

promise [55, 303, 304]. In these programmes, individuals receive treatments addressing both 

disorders, including case management, vocational rehabilitation, family counselling and housing, as 

well as medications.  

Preliminary work found MI to be effective in reducing substance use in clients with psychotic 

spectrum disorders [305-307]. However, recent studies on integrated MI/CBT have been equivocal. 

One study of MI/CBT plus a family intervention for clients with schizophrenia and comorbid 
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substance use, found significant improvements in negative symptoms, functioning, and relapse rate at 

12-month follow-up compared to usual care [308, 309]. However, an Australian study which used a 

10-session intervention comprising of both MI and CBT for this comorbid group found only limited 

short-term improvements in depression and substance use outcomes, but a significant improvement 

in functioning [310]. Similarly, Edwards and colleagues [311] found no effect of intervention in a 

sample of patients who had experienced a recent episode of psychosis and who also used cannabis. 

Kemp and colleagues [312] found a tailored, brief CBT intervention (Stop Using Stuff) was associated 

with significant improvement in frequency of cannabis and alcohol abuse in young people with co-

occurring psychosis. A recently published UK-based trial found although MI and CBT for people 

with psychosis and substance misuse did not improve hospitalisation outcomes, symptom outcomes, 

or functioning, it did reduce the amount of substance used for at least one year after completion of 

therapy [313]. Bellack and colleagues [314] found MI and CBT to be particularly effective compared 

with usual care when combined with a CM condition. This intervention was associated with higher 

retention rates and a greater number of clean urine samples. However, it remains unclear which 

particularly components of the intervention were associated with the positive outcomes.  

Other psychosocial interventions in this population have also been evaluated. Assertive community 

treatment—a structured, intensive approach to case-management of individuals with co-occurring 

SUDs and psychotic disorders which aims to enhance engagement, treatment, and retention [315]—

has been associated with improvements regarding substance use outcomes, quality of life, and 

hospitalisation [316, 317]. 

A recent review identified several key components that encompass an integrated approach [196]. 

These include group counselling, contingency management, long-term residential treatment or 

assertive outreach, and CBT and MI approaches tailored to the patient’s stage of change and offered 

over the longer term. However, bringing all these elements together in a coherent and pragmatic 

manner continues to be a challenge to the field. Nevertheless, evidence suggests that if consistently 

applied, individuals in integrated treatment programmes achieve long-term positive recovery and 

stable outcomes across substance use and psychosis, as well as hospitalisation and homelessness, and 

improved social and emotional outcomes and quality of life [318-320].  
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PART IV:  
Specific Populations  

 

Although those with co-occurring conditions have many concerns and difficulties in common, they 

are not a homogenous group. Consequently, some groups within the overall population will 

especially benefit from tailored programmes. Of special note in this context are young people, 

Indigenous Australians, and the homeless. In all cases the vast lack of evidence-based approaches 

prohibits discussion. Much more work is required in development and evaluation of comorbidity 

interventions for these populations. 

Youth 

Young people are an acutely at-risk population. Table 3 below indicates that at least five of the top 

ten causes of disability-adjusted life-years were directly related to either mental disorders or 

substance use in people under 25 years [20]. Comorbidity across the disorder classes is common [7, 

10, 11, 321]. Furthermore, this population is acutely undertreated [322, 323]. Reavley and colleagues 

[324] found that although more than one in four Australians between the ages of 16 and 24 

experienced a 12-month mental disorder, less than 25% of these affected young people accessed 

health services in a 12-month period.  

Services have been slow to acknowledge that this phase of life has evolved with a unique culture, and 

thus requires treatment models that differ substantially from those suitable for children and older 

adults [325]. As such there is a lack of applicable youth-based treatments and services [326]. 

Traditionally, in addition to the problem of historical separation of substance use and mental health 

services [200], attention has been further split between the child and adult mental health system 

services [326, 327]. The attempts of child and adult-based services to provide for older adolescents 

and young adults have been largely unsuccessful, failing to engage and provide access to this high risk 

group [326]. Consequently, due to this systemic weak point many of those with the greatest need fail 

to receive treatment, and the ability of transition-age youth with mental health and substance use 

problems to successfully adopt adult roles and responsibilities is at serious risk [327-329].  
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Table 3: Main causes of DALYs (disability-adjusted life-years) for 15–24-year-olds [20] 

 Males Females Total 

15–19 years 

 Cause 

Total 
DALYs 
(x1000) 

(%) 

Cause 

Total 
DALYs 
(x1000) 

(%) 

Cause 

Total 
DALYs 
(x1000) 

(%) 

1 Unipolar depressive disorders 
34  

(8·0%) 
Unipolar depressive disorders 

53  
(11·7%) 

Unipolar depressive disorders 
86  

(9·9%) 

2 Road traffic accidents 
33  

(7·8%) 
Schizophrenia 

23  
(5·2%) 

Schizophrenia 
46  

(5·3%) 

3 Alcohol use 
30  

(7·2%) 
Bipolar disorder 

22  
(4·9%) 

Road traffic accidents 
46  

(5·3%) 

4 Schizophrenia 
23  

(5·4%) 
Abortion 

17  
(3·8%) 

Bipolar disorder 
44  

(5·1%) 

5 Bipolar disorder 
23  

(5·3%) 
Panic disorder 

16  
(3·5%) 

Alcohol use 
34  

(4·0%) 

6 Violence 
21  

(5·1%) 
Maternal sepsis 

14  
(3·1%) 

Violence 
26  

(3·0%) 

7 Drug misuse 
11  

(2·7%) 
Self-inflicted injuries 

13  
(3·0%) 

Self-inflicted injuries 
24  

(2·8%) 

8 Asthma 
11  

(2·6%) 
Road traffic accidents 

13  
(2·9%) 

Panic disorder 
23  

(2·7%) 

9 Self-inflicted injuries 
11  

(2·6%) 
Chlamydia 

10  
(2·3%) 

Asthma 
18  

(2·0%) 

10 Drownings 
10  

(2·5%) 
Iron-deficiency anaemia 

9  
(2·1%) 

HIV/AIDS 
17  

(2·0%) 

20–24 years 

1 Road traffic accidents 
44  

(8·7%) 
Unipolar depressive disorders 

48  
(9·9%) 

Unipolar depressive disorders 
79  

(7·9%) 

2 Violence 
41  

(8·1%) 
HIV/AIDS 

24  
(5·0%) 

Road traffic accidents 
56  

(5·6%) 

3 Unipolar depressive disorders 
31  

(6·0%) 
Abortion 

24  
(4·9%) 

Violence 
47  

(4·7%) 

4 Alcohol use 
28  

(5·6%) 
Schizophrenia 

21  
(4·4%) 

HIV/AIDS 
44  

(4·4%) 

5 Self-inflicted injuries 
21  

(4·0%) 
Bipolar disorder 

20  
(4·1%) 

Schizophrenia 
42  

(4·2%) 

6 Schizophrenia 
21  

(4·0%) 
Maternal sepsis 

18  
(3·7%) 

Bipolar disorder 
40  

(4·1%) 

7 Bipolar disorder 
20  

(4·0%) 
Tuberculosis 

15  
(3·2%) 

Tuberculosis 
35  

(3·5%) 

8 HIV/AIDS 
20  

(3·9%) 
Self-inflicted injuries 

14  
(2·9%) 

Self-inflicted injuries 
35  

(3·5%) 

9 Tuberculosis 
20  

(3·9%) 
Panic disorder 

14  
(2·9%) 

Alcohol use 
32  

(3·2%) 

10 War 
14  

(2·7%) 
Road traffic accidents 

11  

(2·3%) 
Abortion 

24  

(2·4%) 

 

As young populations differ from adults in a number of fundamentally important ways, which are 

likely to affect treatment utilisation, adherence, and outcomes [330-333], simply replicating adult-

oriented treatments for young people is likely to be inadequate. This group requires specialized 

treatment to meet their unique developmental and engagement needs [45, 334, 335]. Youth-focused 

mental health organisations such as Orygen Youth Health (OYH), Headspace, and ReachOut, along 

with a range of youth drug outreach programs play an important role in service provision, research, 

and education for this population. Treatment should be “youth friendly” and include follow-up for 

missed appointments, ease of access, prompt screening and assessment, drop-in capability, flexibility, 

strong links to other relevant agencies to ensure holistic treatment, and interventions that recognise 

different cognitive capacities, and developmental/maturational lags [180]. Due to advantages 
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regarding anonymity, accessibility, and empowerment, eHealth interventions are a particularly useful 

means to target this population [336-339]. 

There is a clear lack of evidence-based treatments available [33, 217]. The majority of rigorous RCTs 

are pharmacotherapy feasibility trials [217], while the psychosocial trials that do exist are of variable 

quality [340], do not adequately deal with comorbid MHSUP [341-343] or are not manualised or 

inadequately tailored [45].  Of those studies that do exist, an Australian integrated, youth-focussed 

programme was associated with significant improvements in depression, anxiety, and substance use 

outcomes [344]. In adolescents, Multidimensional Family Therapy has also been associated with a 

range of positive outcomes relating to substance use, and internalising and externalising problems, 

however, specific mental health outcomes are rarely reported [345-349]. CBT/MI-based programs 

have been found to be effective (in terms of substance use outcomes) in a cannabis-using youth 

population [350].   

Indigenous Australians  

The standards of physical and mental health among Indigenous Australians are poor in comparison 

with the wider Australian community. Research shows that although there are proportionately more 

Indigenous people than non-Indigenous people who refrain from drinking [351], those who do drink 

are more likely to do so at high-risk levels [352, 353]. Between 2000 and 2004, Indigenous men died 

from alcohol-related causes at a rate seven times higher than their non-Indigenous counterparts, 

while this rate was ten times higher for Indigenous women [352]. Other substances including 

opiates, cannabis, amphetamines, injecting drugs, and poly-drug use also present significant 

problems in Indigenous communities [354]. Furthermore, petrol-sniffing has been a major concern—

particularly among adolescent males—in the remote areas of Central Australia [355]. 

Indigenous people are also over-represented in inpatient mental health care [356]. In the Northern 

Territory during 2002-2003, 84% of Indigenous mental health admissions were related to psychosis, 

depression, and substance-related disorders [357]. It has been suggested that the factors which 

contribute to increasing rates of psychiatric morbidity in Indigenous communities include the 

destruction of social infrastructure, rapid urbanisation and poverty, cultural, spiritual and emotional 

alienation, loss of identity, family dislocation, and increased drug and alcohol consumption [358-360]. 

The trauma suffered by the stolen generations as a result of the assimilation policies of the Australian 

government has direct relevance to the psychological adjustment of Indigenous Australians. This 

disruption and damage of early parent-child attachment has long been linked with depression, 

anxiety and other emotional concerns in later life [361, 362]. Indigenous people may be at increased 

risk of poor treatment outcomes due to poor physical health, social disadvantage, comorbid 

substance misuse, and a burden of grief through suicide, homicide, and incarceration [357].   
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Although only limited data exists regarding comorbidity specifically among Indigenous communities, 

rates are thought to be high [356, 363]. Previous studies have shown an association between 

depression, anxiety, suicide, and alcohol dependence in the Aboriginal community [364]. In addition, 

frequency of alcohol consumption in Indigenous communities has been found to be correlated with 

hallucinations, paranoia, self-mutilation and panic [358, 365]. In a recent study of 221 Aboriginals 

living in regional Western Australia reported almost universal trauma exposure (97%), while two 

thirds met criteria for an AUD [366]. Of those who met the PTSD diagnostic criteria (122 

individuals), almost all also criteria for an AUD (91%).There is also evidence suggesting that 

substance use and self-harm behaviour are rising in the Indigenous community [367, 368].  

Existing mainstream models of practice in this area have overwhelmingly been developed within non-

Indigenous systems of knowledge and as a result, they are not necessarily generalisable. There are 

often a number of specific customary, spiritual, and cultural differences that require 

acknowledgement, respect, and understanding in order to effectively treat members of these 

communities [352, 369-372]. Furthermore, Indigenous Australia is a heterogeneous mix of diverse 

languages and customs, which requires specific tailoring of interventions to different communities.  

The Indigenous Risk Impact Screen is a useful screening tool for identification of substance use and 

mental health risks in Indigenous populations [373]. Furthermore, a recent pilot study comparing a 

two-session motivational care planning programme to usual care showed promising results in three 

remote Indigenous communities. Although not specifically comorbidity-based, the intervention was 

associated with improvements on wellbeing, psychological distress, and substance use outcomes over 

time [374]. Nevertheless, much research and clinical intervention is needed in this area. 

Homeless persons  

There are considerably high rates of comorbidity in homeless persons [375, 376]. However, these 

problems are further compounded in this population by a range of physical, financial, housing, social, 

and cognitive problems, as well as reduced access to services and resources [375]. As such, a holistic 

and pragmatic approach is generally considered best practice with this population. Unfortunately, 

few evidence-based interventions for homeless persons have been established. Recent evidence 

suggests that specialist homelessness, substance use, and mental health services are all providing 

support in domains other than their direct area of specialization for homeless individuals [377]. 

Nevertheless, there is a desire on the part of both clients and service managers for greater levels of 

service integration and that service integration is associated with improved client integration. Much 

more attention is required in this population. 
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Concluding remarks 

Despite strong progress in recent years much more work and commitment is required in the area of 

comorbid MHSUP, systemically, clinically, and in the development of a robust evidence base. This is 

especially true amongst high-risk groups. Further tailoring and integration of therapeutic 

components, along with the use of different, flexible modalities and a move towards considering 

multiple health risk behaviours is essential to better reach and assist those in need. Consideration 

should be paid to strategies to best translate evidence-based research into practice, increase access, 

and create sustainable treatment programmes. Nevertheless, driven by clinical urgency, this issue has 

received much greater attention over the last twenty years than ever before, and progress continues 

to be made. Integrated care has been found to be particularly promising, while new and emerging 

areas such as eHealth have the potential to help overcome a range of systemic barriers. Australia has 

emerged as a world leader in the area of comorbidity, both clinically and in the field of research, and 

this must continue into the future to address the significant burden and harms caused by this issue. 

 

  



 

37 

 

 

Part V:  
References 

 

1. Slade T, Johnston A, Teesson M, Whiteford H, Burgess P, Pirkis J, et al. The Mental Health of 
Australians 2. Report on the 2007 National Survey of Mental Health and Wellbeing. Canberra: 
Australian Government Department of Health and Ageing, 2009. 

2. Teesson M, Slade T, Mills K. Comorbidity in Australia: Findings of the 2007 National Survey of Mental 
Health and Wellbeing. Australian and New Zealand Journal of Psychiatry. 2009;43(7):606-14. 

3. Morgan VA, Waterreus A, Jablensky A, Mackinnon A, McGrath JJ, Carr V, et al. People living with 
psychotic illness in 2010: The second Australian national survey of psychosis. Australian and New 
Zealand Journal of Psychiatry. 2012;46(8):735-52. 

4. Slade T. 2007 National Survey of Mental Health and Wellbeing. Unpublished data2011. 
5. Berkson J. Limitations of the application of 4-fold tables to hospital data. Biometrics Bulletin. 1946;2:47-

53. 
6. Kaminer Y, Bukstein O. Adolescent Substance Abuse: Psychiatric Comorbidity and High Risk Behaviors. 

New York: Haworth Press; 2007. 
7. Chan Y-F, Dennis ML, Funk RR. Prevalence and comorbidity of major internalizing and externalizing 

problems among adolescents and adults presenting to substance abuse treatment. Journal of Substance 
Abuse Treatment. 2008;34(1):14-24. 

8. Burns L, Teesson M, O'Neill K. The impact of comorbid anxiety and depression on alcohol treatment 
outcomes. Addiction. 2005;100(6):787-96. 

9. Dore GM, Mills KL, Murray R, Teesson M, Farrugia P. Post-traumatic stress disorder, depression and 
suicidality in inpatients with substance use disorders. Drug and Alcohol Review. 2012;31(3):294-302. 

10. Baker KD, Lubman DI, Cosgrave EM, Killackey EJ, Yuen HP, Hides L, et al. Impact of co-occurring 
substance use on 6 month outcomes for young people seeking mental health treatment. Australian and 
New Zealand Journal of Psychiatry. 2007;41:896-902. 

11. Kramer T, Robbins J, Phillips S, Miller T, Burns B. Detection and outcomes of substance use disorders in 
adolescents seeking mental health treatment. Journal of the American Academy of Child and Adolescent 
Psychiatry. 2003;42:1318 - 26. 

12. Wade D, Harrigan S, Edwards J, Burgess PM, Whelan G, McGorry PD. Substance misuse in first-episode 
psychosis: 15-month prospective follow-up study. British Journal of Psychiatry. 2006;189:229-34. 

13. Mills KL, Teesson M, Ross J, Peters L. Trauma, PTSD, and substance use disorders: Findings from the 
Australian National Survey of Mental Health and Well-Being. American Journal of Psychiatry. 
2006;163:652-8. 

14. Hall W. What have population surveys revealed about substance use disorders and their co-morbidity 
with other mental disorders? Drug and Alcohol Review. 1996;15:157-70. 

15. Deady M, Teesson M, Brady KT. Impact of Substance Use on the Course of Serious Mental Disorders. In: 
Miller P, editor. Encyclopedia of Addictive Behaviors. Oxford, UK: Elsevier Academic Press; 2013. 

16. Rush AJ, Zimmerman M, Wisniewski SR, Fava M, Hollon SD, Warden D, et al. Comorbid psychiatric 
disorders in depressed outpatients: Demographic and clinical features. Journal of Affective Disorders. 
2005;87(1):43-55. 

17. Kay-Lambkin F, Baker A. Substance Use and Mood Disorders. In: Miller PM, editor. Principles of 
Addiction: Comprehensive Addictive Behaviors and Disorders. Elsevie rAcademic Press Inc: San Diego; 
2013. p. 497-505. 

18. Williams J, Ziedonis D. Addressing tobacco among individuals with a mental illness or an addiction. 
Addictive Behavior. 2004;29:1067-83. 

19. de Leon J, Diaz FJ. A meta-analysis of worldwide studies demonstrates an association between 
schizophrenia and tobacco smoking behaviors. Schizophrenia Research. 2005;76:135-57. 

20. Gore FM, Bloem PJN, Patton GC, Ferguson J, Joseph V, Coffey C, et al. Global burden of disease in 
young people aged 10-24 years: a systematic analysis. The Lancet. 2011;377(9783):2093-102. 

21. Mills KL, Deady M, Proudfoot H, Sannibale C, Teesson M, Mattick R, et al. Guidelines on the 
management of co-occurring alcohol and other drug and mental health conditions in alcohol and other 
drug treatment settings. Sydney: National Drug and Alcohol Research Centre, 2009. 



 

38 

 

 

22. Davis LL, Frazier E, Husain M, Warden D, Trivedi M, Fava M, et al. Substance use disorder comorbidity 
in major depressive disorder: A confirmatory analysis of the STAR*D cohort. American Journal on 
Addictions. 2006;15(4):278-85. 

23. Sullivan LE, Fiellin DA, O'Connor PG. The prevalence and impact of alcohol problems in major 
depression: A systematic review. The American Journal of Medicine. 2005;118(4):330-41. 

24. Erfan S, Hashim AH, Shaheen M, Sabry N. Effect of comorbid depression on substance use disorders. 
Substance Abuse. 2010;31(3):162-9. 

25. Sher L. Risk and protective factors for suicide in patients with alcoholism. Thescientificworldjournal. 
2006;6:1405-11. 

26. Esposito-Smythers C, Spirito A. Adolescent substance use and suicidal behavior: A review with 
implications for treatment research. Alcoholism: Clinical and Experimental Research. 2004;28(5 
SUPPL.):77S-88S. 

27. Sher L, Zalsman G. Alcohol and adolescent suicide. International Journal of Adolescent Medicine & 
Health. 2005;17(3):197-203. 

28. Mann JJ. Neurobiology of suicidal behaviour. Nature Reviews: Neuroscience. 2003;4(10):819-28. 
29. Dumais A, Lesage AD, Alda M, Rouleau G, Dumont M, Chawky N, et al. Risk factors for suicide 

completion in major depression: A case-control study of impulsive and aggressive behaviors in men. 
American Journal of Psychiatry. 2005;162:2116-24. 

30. Sher L, Oquendo M, Galfalvy H, Grunebaum M, Burke A, Zalsman G, et al. The relationship of 
aggression to suicidal behavior in depressed patients with a history of alcoholism. Addictive Behaviors. 
2005;30:1144-53. 

31. Sher L, Oquendo MA, Richardson-Vejlgaard R, Makhija NM, Posner K, Mann JJ, et al. Effect of acute 
alcohol use on the lethality of suicide attempts in patients with mood disorders. Journal of Psychiatric 
Research. 2009;43(10):901-5. 

32. Davis LL, Uezato A, Newell JM, Frazier E. Major depression and comorbid substance use disorders. 
Current Opinion in Psychiatry. 2008;21(1):14-8  

33. Lubman DI, Allen NB, Rogers N, Cementon E, Bonomo Y. The impact of co-occurring mood and anxiety 
disorders among substance-abusing youth. Journal of Affective Disorders. 2007;103:105-12. 

34. Mark TL. The costs of treating persons with depression and alcoholism compared with depression 
alone. Psychiatric Services. 2003;54:1095-7. 

35. Curran GM, Sullivan G, Williams K, Han X, Collins K, Keys J, et al. Emergency department use of 
persons with comorbid psychiatric and substance abuse disorders. Annals of Emergency Medicine. 
2003;41:659-67. 

36. Curran GM, Sullivan G, Williams K, Han X, Allee E, Kotrla KJ. The association of psychiatric 
comorbidity and use of the emergency department among persons with substance use disorders: An 
observational cohort study. BMC Emergency Medicine. 2008;8:17. 

37. O’Toole TP, Pollini R, Gray P, Jones T, Bigelow G, Ford DE. Factors identifying high-frequency and low-
frequency health service utilization among substance-using adults. Journal of Substance Abuse 
Treatment. 2007;33:51- 9. 

38. Hoff RA, Rosenheck RA. Long-term patterns of service use and cost among patients with both 
psychiatric and substance abuse disorders. Medical Care. 1998;36:835-43. 

39. Hoff RA, Rosenheck RA. The cost of treating substance abuse patients with and without comorbid 
psychiatric disorders. Psychiatric Services. 1999;50:1309-15. 

40. Greenberg GA, Rosenheck RA. Mental health correlates of past homelessness in the National 
Comorbidity Study Replication. Journal of Health Care for the Poor and Underserved. 2010;21(4):1234-
49. 

41. Whitbeck LB, Johnson KD, Hoyt DR, Cauce AM. Mental disorder and comorbidity among runaway and 
homeless adolescents. Journal of Adolescent Health. 2004;35(2):132-40. 

42. Teesson M, Hodder T, Buhrich N. Psychiatric disorders in homeless men and women in inner Sydney. 
Australian and New Zealand Journal of Psychiatry. 2004;38(3):162-8. 

43. Kay-Lambkin FJ, Baker A, Lewin TL. The "co-morbidity roundabout": A framework to guide assessment 
and intervention strategies and engineer change among people with co-morbid problems. Drug and 
Alcohol Review. 2004;23(4):407-23. 

44. Schafer I, Najavits LM. Clinical challenges in the treatment of patients with post traumatic stress 
disorder and substance abuse. Current Opinion in Psychiatry. 2007;20(6):614-8. 

45. Bender K, Springer DW, Kim JS. Treatment effectiveness with dually diagnosed adolescents: A 
systematic review. Brief Treatment and Crisis Intervention. 2006;6(3):177-205. 

46. Center for Substance Abuse Treatment. Substance Abuse Treatment for Persons with Co-occurring 
Disorders. Treatment Improvement Protocol (TIP) Series 42. DHHS Publication No. (SMA) 05-3922. 
Rockville, MD: Substance Abuse and Mental Health Services Administration, 2005. 



 

39 

 

 

47. Mills KL, Teesson M, Ross J, Darke S. The impact of post-traumatic stress disorder on treatment 
outcomes for heroin dependence. Addiction. 2007;102(3):447-54. 

48. Zweben JE, Cohen JB, Christian D, Galloway GP, Salinardi M, Parent D, et al. Psychiatric symptoms in 
methamphetamine users. American Journal on Addictions. 2004;13:181-90. 

49. Roberts AR, Corcoran K. Adolescents growing up in stressful environments, dual diagnosis, and sources 
of success. Brief Treatment and Crisis Intervention. 2005;5:1-8. 

50. Proudfoot H, Teesson M. Comorbidity and the delivery of services. In: Teesson M, Proudfoot H, editors. 
Comorbid Mental Disorders and Substance Use Disorders. Canberra: Australian Government 
Department of Health and Ageing; 2003. 

51. Kay-Lambkin FJ, Baker A, Carr VJ. Depression and drug and alcohol problems. In: Baker A, Velleman R, 
editors. Clinical Handbook of co-existing mental health and drug and alcohol problems. London: 
Routledge; 2007. 

52. Quello SB, Brady KT, Sonne SC. Mood disorders and substance use disorder: A complex comorbidity. 
Science & Practice Perspectives. 2005;3(1):13-21. 

53. Havassy BE, Alvidrez J, Owen KK. Comparisons of patients with comorbid psychiatric and substance 
use disorders: implications for treatment and service delivery. American Journal of Psychiatry. 
2004;161(1):139-45. 

54. Donald M, Dower J, Kavanagh D. Integrated versus non-integrated management and care for clients with 
co-occurring mental health and substance use disorders: a qualitative systematic review of randomised 
controlled trials. Social Science & Medicine. 2005;60(6):1371-83. 

55. Drake RE, Mueser KT, Brunette MF, McHugo GJ. A review of treatments for people with severe mental 
illnesses and co-occurring substance use disorders. Psychiatric Rehabilitation Journal. 2004;27(4):360-
74. 

56. Kenny A, Kidd S, Tuena J, Jarvis M, Roberston A. Falling through the cracks: Supporting young people 
with dual diagnosis in rural and regional Victoria. Australian Journal of Primary Health. 2006;12:12-9. 

57. Kavanagh DJ, Mueser KT. Current evidence on integrated treatment for serious mental disorder and 
substance misuse. Journal of the Norwegian Psychological Association. 2007;44:618-37. 

58. Baker A, Kavanagh DJ, Kay-Lambkin FJ, Hunt SA, Lewin TJ, Carr VJ, et al. Randomized controlled trial 
of cognitive–behavioural therapy for coexisting depression and alcohol problems: short-term outcome. 
Addiction. 2010;105(1):87-99. 

59. Baker A, Lee NK, Claire M, Lewin TJ, Grant T, Pohlman S, et al. Brief cognitive behavioural interventions 
for regular amphetamine users: A step in the right direction. Addiction. 2005;100(3):367-78. 

60. Nous Group. The case for mental health reform in Australia: A review of expenditure and system design. 
Medibank Private, 2013. 

61. Anderson RL. Use of community-based services by rural adolescents with mental health and substance 
use disorders. Psychiatric Services. 2003;54:1339-41. 

62. Kavanagh DJ, Greenaway L, Saunders J, White A, Hamilton G. Contrasting views and experiences of 
health professionals on the management of comorbid substance abuse and mental disorders. Australian 
and New Zealand Journal of Psychiatry. 2000;34:279-89. 

63. Austalian Government. Budget: National mental health reform. Canberra: 2011. 
64. Australian Health Care Associates. Evaluation of the Victorian Dual Diagnosis Initiative. Australian 

Health Care Associates; 2011. 
65. Tiet QQ, Mausbach B. Treatments for Patients With Dual Diagnosis: A Review. Alcoholism: Clinical and 

Experimental Research. 2007;31(4):513-36. 
66. Kavanagh DJ. Treatment of Comorbidity. In: Teesson M, Burns L, editors. National Comorbidity Project. 

Canberra: Commonwealth Department of Health and Ageing; 2001. 
67. Kelly TM, Daley DC, Douaihy AB. Treatment of substance abusing patients with comorbid psychiatric 

disorders. Addictive Behaviors. 2012;37(1):11-24. 
68. Conner K, Pinquart M, Duberstein P. Meta-analysis of depression and substance use and impairment 

among intravenous drug users (IDUs). Addiction. 2008;103:(524-534). 
69. Van Zaane J, van den Brink W, Draisma S, Smit J, Nolen W. The effect of moderate and excessive alcohol 

use on the course and outcome of patients with bipolar disorders: A prospective cohort study. Journal of 
Clinical Psychiatry. 2010;71:885-93. 

70. Matthews H, Kelly P, Deane F. The dual diagnosis capability of residential addiction treatment centres: 
Priorities and confidence to improve capability following a review process. Drug & Alcohol Review. 
2011;;30:195-9. 

71. Sacks S, Chaple M, Sirikantraporn J, Sacks JY, Knickman J, Martinez J. Improving the capability to 
provide integrated mental health and substance use services in a state system of outpatient care. Journal 
of Substance Use Treatment. 2013;44:488-93. 

72. Frei MY, Clarke DM. Meeting that challenge in care of co-occurring disorders. Medical Journal of 
Australia 2011;195(3):S5-S6. 



 

40 

 

 

73. Mills KL, Deady M, Teesson M, Sannibale C, Proudfoot H, Burns L, et al. Guidelines on the management 
of co-occurring mental health conditions in alcohol and other drug treatment settings: how useful are 
they? Mental Health and Substance Use. 2011;5(2):160-72. 

74. NSW Department of Health. NSW clinical guidelines for the care of persons with comorbid mental 
illness and substance use disorders in acute care settings. Sydney: NSW Department of Health, 2009. 

75. NSW Department of Health. Mental health reference resource for drug and alcohol workers. Sydney: 
NSW Department of Health, 2007. 

76. NSW Health. Comorbidity framework for Action: Mental Health/Drug and Alcohol. North Sydney: 
NSW Dept Health, 2008. 

77. Victorian DHS. Dual diagnosis - Key directions and priorities for service development. Melbourne: 
Victorian Government Department of Human Services, 2007. 

78. Queensland Health. Queensland Health Policy - Service delivery for people with dual diagnosis (co-
occurring mental health and alcohol and other drug problems). Brisbane: Queensland Government, 
2008. 

79. Queensland Health. Dual diagnosis clinical guidelines: Co-occurring mental health and alcohol and other 
drug problems. Brisbane: Queensland Government, 2011. 

80. Queensland Health. Dual diagnosis clinician tool kit: Co-occurring mental health and alcohol and other 
drug problems Brisbane: Queensland Government, 2011. 

81. Deloitte. National E-Health and Information Principal Committee: National E-Health Strategy. 
Australian Department of Health and Ageing, 2008. 

82. Andrews G, Issakidis C, Sanderson K, Corry J, Lapsley H. Utilising survey data to inform public policy: 
comparison of the cost-effectiveness of treatment of ten mental disorders. The British Journal of 
Psychiatry. 2004;184(6):526-33. 

83. Christensen H, Hickie IB. Using e-health applications to deliver new mental health services. Medical 
Journal of Australia. 2010;192(11):S53-6. 

84. Rush A. STAR*D: What have we learned? The American Journal of Psychiatry. 2007;164(2):201-4. 
85. World Health Organization. Integrating mental health into primary care - a global perspective 2008 

Date. Accessed on: August 22, 2013. Available from: 
http://whqlibdoc.who.int/publications/2008/9789241563680_eng.pdf. 

86. National E-Health and Information Principal Committee. National E-Health Strategy. Deloitte Touche 
Tohmatsu, 2008. 

87. Teesson M, Mitchell PB, Deady M, Memedovic S, Slade T, Baillie A. Affective and anxiety disorders and 
their relationship with chronic physical conditions in Australia: findings of the 2007 National Survey of 
Mental Health and Wellbeing. Australian and New Zealand Journal of Psychiatry. 2011;45(11):939-46. 

88. Jolly R. The e health revolution - easier said than done. Parliamentary Library: Parliament of Australia, 
2011 17 November 2011. Report No. 

89. Taylor CB, Luce KH. Computer- and internet-based psychotherapy interventions. Current Directions in 
Psychological Science. 2003;12(1):18-22. 

90. Christensen H, Griffiths KM. The Internet and mental health literacy. Australian and New Zealand 
Journal of Psychiatry. 2000;34:975-9. 

91. Borzekowski DLG, Rickert VI. Adolescent cybersurfing for health information a new resource that 
crosses barriers. Archives of Pediatriatrics and Adolescent Medicine. 2001;155:813-7. 

92. Blanchard M, Metcalf A, Degney J, Herman H, Burns J. Rethinking the digital divide: Findings from a 
study of marginalised young people's Information Communication Technology (ICT) use. Youth Studies 
Australia. 2008;27(4). 

93. McCrone P, Knapp M, Proudfoot J, Ryden C, Cavanagh K, Shapiro DA, et al. Cost-effectiveness of 
computerised cognitive–behavioural therapy for anxiety and depression in primary care: randomised 
controlled trial. The British Journal of Psychiatry. 2004;185(1):55-62. 

94. Rooke S, Thorsteinsson E, Karpin A, Copeland J, Allsop D. Computer-delivered interventions for alcohol 
and tobacco use: a meta-analysis. Addiction. 2010;105(8):1381-90. 

95. Riper H, van Straten A, Keuken M, Smit F, Schippers G, Cuijpers P. Curbing problem drinking with 
personalized feedback interventions: A meta-analysis. American Journal of Preventive Medicine. 
2009;36(3):247-55. 

96. White A, Kavanagh D, Stallman H, Klein B, Kay-Lambkin F, Proudfoot J, et al. Online alcohol 
interventions: a systematic review. Journal of Medical Internet Research. 2010;12(5):e62. 

97. Riper H, Spek V, Boon B, Conijn B, Kramer J, Martin-Abello K, et al. Effectiveness of e-self-help 
interventions for curbing adult problem drinking: A meta-analysis Journal of Medical Internet Research. 
2011;13(2):e42. 

98. Barak A, Hen L, Boniel-Nissim M, Shapira Na. A comprehensive review and a meta-analysis of the 
effectiveness of Internet-based psychotherapeutic interventions. Journal of Technology in Human 
Services. 2008;26(2-4):109-60. 

http://whqlibdoc.who.int/publications/2008/9789241563680_eng.pdf


 

41 

 

 

99. Kaltenthaler E, Parry G, Beverley C, Ferriter M. Computerised cognitive-behavioural therapy for 
depression: systematic review. British Journal of Psychiatry. 2008;193(3):181-4. 

100. Kaltenthaler E, Shackley P, Stevens K, Beverley C, Parry G, Chilcott J. A systematic review and economic 
evaluation of computerised cognitive behaviour therapy for depression and anxiety. Health Technology 
Assessment (Winchester, England). 2002;6(22):1-89. 

101. Griffiths KM, Farrer L, Christensen H. The efficacy of internet interventions for depression and anxiety 
disorders: a review of randomised controlled trials. Medical Journal of Australia. 2010;192(11 Suppl):S4-
11. 

102. Spek V, Cuijpers P, Nyklicek I, Riper H, Keyzer J, Pop V. Internet-based cognitive behaviour therapy for 
symptoms of depression and anxiety: a meta-analysis. Psychological Medicine. 2007;37(3):319-28. 

103. Andersson G, Cuijpers P. Internet-based and other computerized psychological treatments for adult 
depression: A meta-analysis. Cognitive Behaviour Therapy. 2009;38:196-205. 

104. Cuijpers P, Donker T, Johansson R, Mohr DC, van Straten A, Andersson G. Self-guided psychological 
treatment for depressive symptoms: A meta-analysis. PLoS ONE. 2011;6(6):e21274. 

105. Andrews G, Cuijpers P, Craske MG, McEvoy P, Titov N. Computer therapy for the anxiety and 
depressive disorders is effective, acceptable and practical health care: A meta-analysis. PLoS ONE. 
2010;5(10):e13196. 

106. Carroll K, Rounsaville B. Computer-assisted therapy in psychiatry - Be brave, it’s a new world. Current 
Psychiatry Reports. 2010;12:426-32. 

107. Cavanagh K, Shapiro DA. Computer treatment for common mental health problems. Journal of Clinical 
Psychology. 2004;60: :239-51. 

108. Kay-Lambkin FJ, Baker A, Lewin TJ, Carr VJ. Computer-based psychological treatment for comorbid 
depression and problematic alcohol and/or cannabis use: a randomized controlled trial of clinical 
efficacy. Addiction. 2009;104(3):378-88. 

109. Kay-Lambkin FJ, Baker AL, Kelly B, Lewin TJ. Clinician-assisted computerised versus therapist-
delivered treatment for depressive and addictive disorders: A randomised controlled trial. Medical 
Journal of Australia. 2011;195(3 SUPPL.):S44-S50. 

110. Grant BF, Dawson DA. Age at onset of alcohol use and its association with DSM-IV alcohol abuse and 
dependence: results from the National Longitudinal Alcohol Epidemiological Survey. Journal of 
Substance Abuse. 1997;9:103-10. 

111. Hetrick SE, Parker AG, Hickie IB, Purcell R, Yung AR, McGorry PD. Early identification and 
intervention in depressive disorders: Towards a clinical staging model. Psychotherapy and 
Psychosomatics. 2008;77(5):263-70. 

112. Shrier LA, Harris SK, Kurland M, Knight JR. Substance use problems and associated psychiatric 
symptoms among adolescents in primary care. Pediatrics. 2003;111(6 Pt 1):e699-705. 

113. Krueger R. The Structure of Common Mental Disorders. Archives of  General Psychiatry. 1999;56(10 
):921-6. 

114. Baillie AJ, Stapinski L, Crome E, Morley K, Sannibale C, Haber P, et al. Some new directions for research 
on psychological interventions for comorbid anxiety and substance use disorders. Drug and Alcohol 
Review. 2010;29(5):518-24. 

115. Newton NC, Andrews G, Teesson M, Vogl LE. Delivering prevention for alcohol and cannabis using the 
internet: A cluster randomised controlled trial. Prev Med. 2009;48:579-84. 

116. Newton NC, Vogl LE, Teesson M, Andrews G. Developing the Climate Schools: Alcohol and Cannabis 
Module: A harm-minimisation, universal drug prevention program delivered over the internet. Substance 
Use and Misuse. 2011;46(13):1654-63. 

117. Newton NC, Teesson M, Vogl L, Andrews G. Internet-based prevention for alcohol and cannabis use: 
final results of the Climate Schools course. Addiction. 2010;105:749-59. 

118. Vogl L, Newton N, Teesson M, Swift W, Karageorge A, Deans C, et al. Climate Schools: Drug prevention 
programs. Sydney: National Drug and Alcohol Research Centre, UNSW, 2009. 

119. Newton NC, Teesson M, Barrett EL, Slade T, Conrod PJ. The CAP study, evaluation of integrated 
universal and selective prevention strategies for youth alcohol misuse: study protocol of a cluster 
randomized controlled trial. BMC Psychiatry. 2012;12::e118. 

120. Castellanos N, Conrod P. Personality and substance misuse: Evidence for a four factor model of 
vulnerability. In: Verster J, Brady K, Strain E, Galanter M, Conrod PJ, editors. Drug Abuse and Addiction 
in Medical Illness: Humana/Spring Press; in press. 

121. Conrod PJ, Castellanos N, Mackie C. Personality-targeted intervention delay the growth of adolescent 
drinking and binge drinking. Journal of Child Psychology and Psychiatry. 2008;49(2):181-90. 

122. Conrod PJ, Stewart SH, Comeau N, Maclean AM. Preventative efficacy of cognitive behavioural 
strategies matched to the motivational bases of alcohol misuse in at-risk youth. Journal of Clinical Child 
Adolescent Psychology. 2006;35:55-563. 



 

42 

 

 

123. Conrod PJ, Castellanos N, Strang J. Brief, personality-targeted coping skills interventions prolong 
survival as a non-drug user over a two-year period during adolescence. Archives of General Psychiatry. 
2010;67(1):85-93. 

124. Woicik PB, Conrod P, Stewart SH, Pihl RO. The Substance Use Risk Profile Scale: A scale measuring 
traits linked to reinforcement-specific substance use profiles. Addictive Behaviours. 2009;32:1042-55. 

125. Spring B. Make Better Choices (MBC): Study design of a randomized controlled trial testing optimal 
technology-supported change in multiple diet and physical activity risk behaviors. BMC Public Health. 
2010;10:586. 

126. Lawrence D, Holman D, Jablensky A. Preventable physical illness in people with mental illness. Perth: 
The University of Western Australia, 2001. 

127. Baker AL, Kay-Lambkin FJ, Richmond R, Filia S, Castle D, Williams J, et al. Healthy lifestyle 
intervention for people with severe mental disorders. Mental Health and Substance Use. 2011;4(2):144-
57. 

128. Baker AL, Richmond R, Castle DJ, Kulkarni J, Kay-Lambkin FJ, Sakrouge R, et al. Coronary heart disease 
risk reduction intervention among overweight smokers with a psychotic disorder: A pilot trial. 
Australian and New Zealand Journal of Psychiatry. 2009;43:129-35. 

129. Baker AL, Turner A, Kay-Lambkin FJ, Lewin TJ. The long and the short of treatments for alcohol or 
cannabis misuse among people with severe mental disorders. Addictive Behaviors. 2009;34(10):852-8. 

130. Baker AL, Kay-Lambkin FJ, Richmond R, Filia S, Castle DJ, Williams J, et al. Study protocol: A 
randomised controlled trial investigating the effect of a healthy lifestyle intervention for people with 
severe mental disorders. BMC Public Health. 2011;11(1):10. 

131. Saunders JB, Foulds K. Brief and early intervention: experience from studies of harmful drinking. 
Australian & New Zealand Journal of Medicine. 1992;22(2):224-30. 

132. Larimer ME, Cronce JM. Identification, prevention, and treatment revisited: individual-focused college 
drinking prevention strategies 1999-2006. Addictive Behaviors. 2007;32:2439-68. 

133. Moreira M, Smith L, Foxcroft D. Social norms interventions to reduce alcohol misuse in University or 
College students. Cochrane Database of Systematic Reviews. 2009;3:CD006748. 

134. Neighbors C, Larimer M, Lostlutter T, Woods B. Harm reduction and individually focused alcohol 
prevention. International Journal of Drug Policy. 2006;17:304-9. 

135. McCambridge J, Strang J. The efficacy of single-session motivational interviewing in reducing drug 
consumption and perceptions of drug-related risk and harm among young people. Addiction. 
2004;99:39-52. 

136. McCambridge J, Strang J. Deterioration over time in effect of motivational interviewing in reducing drug 
consumption and related risk among young people. Addiction. 2005;100:470-8. 

137. Copeland J, Swift W, Roffman R, Stephens R. A randomized controlled trial of brief cognitive–
behavioral interventions for cannabis use disorder. Journal of Substance Abuse Treatment. 
2001;21(2):55-64. 

138. Bernstein J, Bernstein E, Tassiopoulos K, Heeren T, Levenson S, Hingson R. Brief motivational 
intervention at a clinic visit reduces cocaine and heroin use. Drug and Alcohol Dependence. 
2005;77(1):49-59. 

139. Madras BK, Compton WM, Avula D, Stegbauer T, Stein JB, Clark HW. Screening, brief interventions, 
referral to treatment (SBIRT) for illicit drug and alcohol use at multiple healthcare sites: Comparison at 
intake and 6 months later. Drug and Alcohol Dependence. 2009;99(1–3):280-95. 

140. Tait R, Hulse G. A systematic review of the effectiveness of brief interventions with substance using 
adolescents by type of drug. Drug & Alcohol Review. 2003;22:337-46. 

141. Calear AL, Christensen H. Systematic review of school-based prevention and early intervention 
programs for depression. Journal of Adolescence. 2010;33(3):429-38. 

142. Neil AL, Christensen H. Australian school-based prevention and early intervention programs for anxiety 
and depression: a systematic review. Medical Journal of Australia. 2007;186:305-8. 

143. Neil AL, Christensen H. Efficacy and effectiveness of school-based prevention and early intervention 
programs for anxiety. Clinical Psychology Review. 2009;29(3):208-15. 

144. Christensen H, Pallister E, Smale S, Hickie I, Calear A. Community-based prevention programs for 
anxiety and depression in youth: A systematic review. The Journal of Primary Prevention. 2010;31(3):139-
70. 

145. Farrell LJ, Barrett PM. Prevention of childhood emotional disorders: Reducing the burden of suffering 
associated with anxiety and depression. Child and Adolescent Mental Health. 2007;12(2):58-65. 

146. Mifsud C, Rapee RM. Early intervention for childhood anxiety in a school setting: Outcomes for an 
economically disadvantaged population. Journal of the American Academy of Child & Adolescent 
Psychiatry. 2005;44(10):996-1004. 



 

43 

 

 

147. Rapee RM, Kennedy S, Ingram M, Edwards S, Sweeney L. Prevention and early intervention of anxiety 
disorders in inhibited preschool children. Journal of Consulting and Clinical Psychology. 
2005;73(5):488-97. 

148. Calear AL, Christensen H, Mackinnon A, Griffiths KM, O'Kearney R. The YouthMood Project: A cluster 
randomized controlled trial of an online cognitive behavioral program with adolescents. Journal of 
Consulting and Clinical Psychology. 2009;77(6):1021-32. 

149. Barrett P, Farrell L, Ollendick T, Dadds M. Long-term outcomes of an Australian universal prevention 
trial of anxiety and depression symptoms in children and youth: an evaluation of the friends program. 
Journal of Clinical Child Adolescent Psychology. 2006;35:403-11. 

150. Resnick H, Acierno R, Kilpatrick DG, Holmes M. Description of an early intervention to prevent 
substance abuse and psychopathology in recent rape victims. Behavior Modification. 2005;29(1):156-88. 

151. Bryant RA. Early intervention for post-traumatic stress disorder. Early Intervention in Psychiatry. 
2007;1(1):19-26. 

152. McGorry PD, Killackey E, Yung A. Early intervention in psychosis: concepts, evidence and future 
directions. World Psychiatry. 2008;7(3):148-56. 

153. McGorry PD, Hickie IB, Yung AR, Pantelis C, Jackson HJ. Clinical staging of psychiatric disorders: A 
heuristic framework for choosing earlier, safer and more effective interventions. Australian and New 
Zealand Journal of Psychiatry. 2006;40(8):616-22. 

154. Craig TK, Garety P, Power P, Rahaman N, Colbert S, Fornells-Ambrojo M, et al. The Lambeth Early 
Onset (LEO) Team: randomised controlled trial of the effectiveness of specialised care for early 
psychosis. British Medical Journal. 2004;329(7474):1067-70. 

155. Killackey E, Yung AR, McGorry PD. Early psychosis: Where we've been, where we still have to go. 
Epidemiologia E Psichiatria Sociale-an International Journal for Epidemiology and Psychiatric Sciences. 
2007;16(2):102-8. 

156. Jeppesen P, Petersen L, Thorup A, Abel MB, Oehlenschlaeger J, Christensen TO, et al. Integrated 
treatment of first-episode psychosis: effect of treatment on family burden - OPUS trial. British Journal of 
Psychiatry. 2005;187:S85-S90. 

157. Jackson HJ, McGorry PD, Killackey E, Bendall S, Allott K, Dudgeon P, et al. Acute-phase and 1-year 
follow-up results of a randomized controlled trial of CBT versus Befriending for first-episode psychosis: 
the ACE project. Psychological Medicine. 2008;38(5):725-35. 

158. Lewis S, Tarrier N, Haddock G, Bentall R, Kinderman P, Kingdon D, et al. Randomised controlled trial of 
cognitive-behavioural therapy in early schizophrenia: acute-phase outcomes. British Journal of 
Psychiatry. 2002;181:S91-S7. 

159. Jackson HJ, McGorry PD. The recognition and management of early psychosis: a preventive approach. 
Cambridge: Cambridge University Press; 2009. 

160. Berk M, Hallam K, Malh GS, Henry L, Hasty M, Macneil C, et al. Evidence and implications for early 
intervention in bipolar disorder. Journal of Mental Health. 2010;19(2):113-26. 

161. Berk M, Malhi GS, Hallam K, Gama CS, Dodd S, Andreazza AC, et al. Early intervention in bipolar 
disorders: Clinical, biochemical and neuroimaging imperatives. Journal of Affective Disorders. 
2009;114(1–3):1-13. 

162. Scott J, Paykel E, Morriss R, Bentall R, Kinderman P, Johnson T, et al. Cognitive–behavioural therapy for 
severe and recurrent bipolar disorders: Randomised controlled trial. The British Journal of Psychiatry. 
2006;188(4):313-20. 

163. Post RM, Leverich GS, Altshuler LL, Frye MA, Suppes TM, Keck PE, et al. An overview of recent 
findings of the Stanley Foundation Bipolar Network (Part I). Bipolar Disorders. 2003;5(5):310-9. 

164. Tohen M, Hennen J, Zarate CM, Baldessarini RJ, Strakowski SM, Stoll AL, et al. Two-year syndromal 
and functional recovery in 219 cases of first-episode major affective disorder with psychotic features. 
American Journal of Psychiatry. 2000;157(2):220-8. 

165. SAMHSA/CSAT. Treatment Improvement Protocols  42. (TIP 42) substance abuse treatment for 
persons with co-occurring disorders: National Information Center on Health Services Research and 
Health Care Technology. 

166. Miller WR, Rollnick S. Motivational Interviewing: Helping People Change. New York: Guilford; 2013. 
167. Miller WR, Rollnick S. Motivational interviewing: Preparing people to change addictive behaviour. 2nd 

ed. New York: Guildford Press; 2002. 
168. Lai D, Cahill K, Qin Y, Tang J. Motivational interviewing for smoking cessation. Cochrane Database of 

Systematic Reviews. 2010;1:CD006936. 
169. Vasilaki EI, Hosier SG, Cox WM. The efficacy of motivational interviewing as a brief intervention for 

excessive drinking: a meta-analytic review. Alcohol and Alcoholism. 2006;41(3):328-35. 
170. Carroll KM, Ball SA, Nich C, Martino S, Frankforter TL, Farentinos C, et al. Motivational interviewing 

to improve treatment engagement and outcome in individuals seeking treatment for substance abuse: A 
multisite effectiveness study. Drug and Alcohol Dependence. 2006;81(3):301-12. 



 

44 

 

 

171. Smedslund G, Berg R, Hammerstrøm K, Steiro A, Leiknes K, Dahl H, et al. Motivational interviewing for 
substance abuse. Cochrane Database of Systematic Reviews. 2011;5:CD008063. 

172. Martins RK, McNeil DW. Review of Motivational Interviewing in promoting health behaviors. Clinical 
Psychology Review. 2009;29(4):283-93. 

173. Rubak S, Sandbæk A, Lauritzen T, Christensen B. Motivational interviewing: a systematic review and 
meta-analysis. British Journal of General Psychiatry. 2005;55(513):305-12. 

174. Chanut F, Brown TG, Dongier M. Motivational Interviewing and Clinical Psychiatry. The Canadian 
Journal of Psychiatry. 2005;50:715-21. 

175. Otte C. Cognitive behavioral therapy in anxiety disorders: current state of the evidence 

Dialogues in Clinical Neuroscience. 2011;13(4):413-21. 
176. Roth A, Fonagy P. What Works for Whom?: A Critical Review of Psychotherapy Research. 2nd ed. New 

York: Guilford Press; 2005. 
177. Myrick H, Brady K. Current review of the comorbidity of affective, anxiety and substance use disorders. 

Current Opinion in Psychiatry. 2003;16:261-70. 
178. Marlatt GA, Donovan DM. Relapse Prevention: Maintenance Strategies in the Treatment of Addictive 

Behaviors. New York: Guilford Press; 2005. 
179. Carroll KM. Relapse prevention as a psychosocial treatment: A review of controlled clinical trials. 

Experimental and Clinical Psychopharmacology. 1996;4(1):46-54. 
180. NSW Health. Draft: Drug and alcohol psychosocial interventions: Professional practice guidelines. 

Sydney: NSW Health, 2008. 
181. Marsh A, Dale A. Addiction Counselling: Content and Process. Melbourne: IP Communications; 2006. 
182. Marlatt GA, Gordon JR, editors. Relapse prevention: Maintenance strategies in the treatment of 

addictive behaviors. New York: Guilford; 1985. 
183. Calderwood K, Christie R. The views of consumers and frontline workers regarding coordination among 

addiction and mental health services. Mental Health and Substance Use: Dual Diagnosis. 2008;1(1):21-32. 
184. Thase ME, Salloum IM, Cornelius JD. Comorbid alcoholism and depression: Treatment issues. Journal of 

Clinical Psychiatry. 2001;62(Suppl 20):32-41. 
185. Modesto-Lowe V, Kranzler HR. Diagnosis and treatment of alcohol-dependent patients with comorbid 

psychiatric disorders. Alcohol Research & Health: The Journal of the National Institute on Alcohol 
Abuse & Alcoholism. 1999;23(2):144-9. 

186. Mueser KT, Pierce SC, Baker A, Velleman R. Group interventions for co-existing mental health and drug 
and alcohol problems.  Clinical handbook of co-existing mental health and drug and alcohol problems. 
New York: Routledge/Taylor & Francis Group; 2007. p. 96-113. 

187. Segal ZV, Williams JMG, Teasdale JD. Mindfulness-based cognitive therapy for depression: A new 
approach to preventing relapse. New York: Guilford Press; 2002. xiv, 351 p. 

188. Baer RA. Mindfulness training as a clinical intervention: A conceptual and empirical review. Clinical 
Psychology: Science and Practice. 2003;10(2):125-43. 

189. Hofmann SG, Sawyer AT, Witt AA, Oh D. The effect of mindfulness-based therapy on anxiety and 
depression: A meta-analytic review. Journal of Consulting and Clinical Psychology. 2010;78(2):169-83. 

190. Zgierska A, Rabago D, Chawla N, Kushner K, Koehler R, Marlatt A. Mindfulness Meditation for 
Substance Use Disorders: A Systematic Review. Substance Abuse. 2009;30(4):266-94. 

191. Higgins ST, Petry NM. Contingency management. Incentives for sobriety. Alcohol Research & Health: 
The Journal of the National Institute on Alcohol Abuse & Alcoholism. 1999;23(2):122-7. 

192. Budney AJ, Higgins ST, Radonovich KJ, Novy PL. Adding voucher-based incentives to coping skills and 
motivational enhancement improves outcomes during treatment for marijuana dependence. Journal of 
Consulting & Clinical Psychology. 2000;68(6):1051-61. 

193. Higgins ST, Wong CJ, Badger GJ, Ogden DE, Dantona RL. Contingent reinforcement increases cocaine 
abstinence during outpatient treatment and 1 year of follow-up. Journal of Consulting & Clinical 
Psychology. 2000;68(1):64-72. 

194. Petry NM, Martin B, Cooney JL, Kranzler HR. Give them prizes, and they will come: Contingency 
management for treatment of alcohol dependence. Journal of Consulting & Clinical Psychology. 
2000;68(2):250-7. 

195. Rounsaville BJ. Treatment of cocaine dependence and depression. Biological Psychiatry. 
2004;56(10):803-9. 

196. Drake RE, O'Neal EL, Wallach MA. A systematic review of psychosocial research on psychosocial 
interventions for people with co-occurring severe mental and substance use disorders. Journal of 
Substance Abuse Treatment. 2008;34(1):123-38. 

197. Gonzalez G, Feingold A, Oliveto A, Gonsai K, Kosten TR, Gonzalez G, et al. Comorbid major depressive 
disorder as a prognostic factor in cocaine-abusing buprenorphine-maintained patients treated with 



 

45 

 

 

desipramine and contingency management. American Journal of Drug & Alcohol Abuse. 2003;29(3):497-
514. 

198. Milby JB, Schumacher JE, McNamara C, Wallace D, Usdan S, McGill T, et al. Initiating abstinence in 
cocaine abusing dually diagnosed homeless persons. Drug & Alcohol Dependence. 2000;60(1):55-67. 

199. Riggs PD, Davies RD. A clinical approach to integrating treatment for adolescent depression and 
substance abuse. Journal of the American Academy of Child and Adolescent Psychiatry. 
2002;41(10):1253-5. 

200. Libby AM, Riggs PD. Integrated substance use and mental health treatment for adolescents: Aligning 
organizational and financial incentives. Journal of Child and Adolescent Psychopharmacology. 
2005;15(5):826-34. 

201. Kavanagh DJ, Baker A, Teesson M. Co-morbidity of mental disorders and substance misuse: 
introduction. Drug and Alcohol Review. 2004;23(405 - 406). 

202. Dumaine ML. Meta-analysis of interventions with co-occurring disorders of severe mental illness and 
substance abuse: Implications for social work practice. Research on Social Work Practice. 2003;13:142-
65. 

203. Cleary M, Hunt GE, Matheson S, Walter G. Psychosocial treatments for people with co-occurring severe 
mental illness and substance misuse: systematic review. Journal of Advanced Nursing. 2009;65(2):238-
58. 

204. Hesse M. Integrated psychological treatment for substance use and co-morbid anxiety or depression vs. 
treatment for substance use alone. A systematic review of the published literature. BMC Psychiatry. 
2009;9:e6. 

205. Hammad TA, Laughren T, Racoosin J. Suicidality in pediatric patients Treated with antidepressant 
drugs. Archives of General Psychiatry. 2006;63(3):332-9. 

206. Nunes EV, Levin FR. Treatment of depression in patients with alcohol or other drug dependence: a 
meta-analysis. Journal of the American Medical Association. 2004;291(15):1887 - 96. 

207. Torrens M, Fonseca F, Mateu G, Farre M. Efficacy of antidepressants in substance use disorders with 
and without comorbid depression. A systematic review and meta-analysis. Drug and Alcohol 
Dependence. 2005;78(1-22). 

208. Riggs PD, Mikulich-Gilbertson SK, Davies RD, Lohman M, Klein C, Stover SK. A randomized controlled 
trial of fluoxetine and cognitive behavioral therapy in adolescents with major depression, behavior 
problems, and substance use disorders. Archives of Pediatrics & Adolescent Medicine. 2007;161(11):1026-
34. 

209. Le Fauve CE, Litten RZ, Randall CL, Moak DH, Salloum IM, Green AI, et al. Pharmacological treatment 
of alcohol abuse/dependence with psychiatric comorbidity. Alcoholism: Clinical & Experimental 
Research. 2004;28(2):302-12. 

210. Yoon S-J, Pae C-U, Kim D-J, Namkoong K, Lee E, Oh D-Y, et al. Mirtazapine for patients with alcohol 
dependence and comorbid depressive disorders: A multicentre, open label study. Progress in Neuro-
Psychopharmacology & Biological Psychiatry. 2006;30(7):1196-201. 

211. Carpenter KM, Brooks AC, Vosburg SK, Nunes EV. The effect of sertraline and environmental context 
on treating depression and illicit substance use among methadone maintained opiate dependent 
patients: A controlled clinical trial. Drug & Alcohol Dependence. 2004;74(2):123-34. 

212. Cornelius JR, Bukstein O, Salloum I, Clark D. Alcohol and psychiatric comorbidity. Recent 
Developments in Alcoholism. 2003;16:361-74. 

213. Chick J, Aschauer H, Hornik K. Efficacy of fluvoxamine in preventing relapse in alcohol dependence: A 
one-year, double-blind, placebo-controlled multicentre study with analysis by typology. Drug & Alcohol 
Dependence. 2004;74:61-70. 

214. Kranzler HR, Burleson JA, Brown J, Babor TF. Fluoxetine treatment seems to reduce the beneficial 
effects of cognitive-behavioral therapy in type B alcoholics. Alcoholism, Clinical & Experimental 
Research. 1996;20(9):1534-41. 

215. Dundon W, Lynch KG, Pettinati HM, Lipkin C. Treatment outcomes in type A and B alcohol 
dependence 6 months after serotonergic pharmacotherapy. Alcoholism: Clinical & Experimental 
Research. 2004;28:1065-73. 

216. Pettinati HM, Volpicelli JR, Kranzler HR, Luck G, Rukstalis MR, Cnaan A. Sertraline treatment for 
alcohol dependence: Interactive effects of medication and alcoholic subtype. Alcoholism: Clinical & 
Experimental Research. 2000;24:1041-9. 

217. Deady M, Teesson M, Kay-Lambkin F. Systematic review of treatments for co-occurring substance use 
and depression in young people. Current Drug Abuse Reviews. submitted. 

218. Dawe S, McKetin R. The psychiatric comorbidity of psychostimulant use. In: Baker A, Lee NK, Jenner L, 
editors. Models of intervention and care for psychostimulant users. Canberra: Commonwealth 
Department of Health and Ageing; 2004. 



 

46 

 

 

219. Petrakis IL, Ralevski E, Nich C, Levinson C, Carroll K, Poling J, et al. Naltrexone and disulfiram in 
patients with alcohol dependence and current depression. Journal of Clinical Psychopharmacology. 
2007;27(2):160-5. 

220. Krystal JH, Gueorguieva R, Cramer J, Collins J, Rosenheck R. Naltrexone is associated with reduced 
drinking by alcohol dependent patients receiving antidepressants for mood and anxiety symptoms: 
Results from VA Cooperative Study No. 425, "Naltrexone in the treatment of alcoholism". Alcoholism: 
Clinical & Experimental Research. 2008;32(1):85-91. 

221. Gerra G, Leonardi C, D'Amore A, Strepparola G, Fagetti R, Assi C, et al. Buprenorphine treatment 
outcome in dually diagnosed heroin dependent patients: A retrospective study. Progress in Neuro-
Psychopharmacology & Biological Psychiatry. 2006;30(2):265-72. 

222. Baker A, Thornton LK, Hiles S, Hides L, Lubman DI. Psychological interventions for alcohol misuse 
among people with co-occurring depression or anxiety disorders: A systematic review. Journal of 
Affective Disorders. 2012;139(3):217-29. 

223. Brown RA, Evans DM, Miller IW, Burgess ES, Mueller TI. Cognitive-behavioral treatment for depression 
in alcoholism. Journal of Consulting & Clinical Psychology. 1997;65(5):715-26. 

224. Strain EC. Assessment and treatment of comorbid psychiatric disorders in opioid-dependent patients. 
Clinical Journal of Pain. 2002;18(4 Suppl):S14-27. 

225. American Psychiatric Association. Practice guideline for the treatment of patients with major depressive 
disorders 2010. Available from: http://psychiatryonline.org/content.aspx?bookid=28&sectionid=1667485. 

226. American Psychaitryc Association. Practice guideline for the treatment of patients with substance use 
disorders 2005. Available from: http://psychiatryonline.org/content.aspx?bookid=28&sectionid=1675010. 

227. Hides LM, Samet S, Lubman DI. Cognitive behaviour therapy (CBT) for the treatment of co-occurring 
depression and substance use: Current evidence and directions for future research. Drug and Alcohol 
Review. 2010;29(5):508-17. 

228. Worley MJ, Trim RS, Tate SR, Hall JE, Brown SA. Service utilization during and after outpatient 
treatment for comorbid substance use disorder and depression. Journal of Substance Abuse Treatment. 
2010;39(2):124-31. 

229. Lydecker KP, Tate SR, Cummins KM, McQuaid J, Granholm E, Brown SA. Clinical outcomes of an 
integrated treatment for depression and substance use disorders. Psychology of Addictive Behaviors. 
2010;24(3):453-65. 

230. Geller B, Cooper TB, Sun KAI, Zimerman B, Frazier J, Williams M, et al. Double-blind and placebo-
controlled study of lithium for adolescent bipolar disorders with secondary substance dependency. 
Journal of the American Academy of Child & Adolescent Psychiatry. 1998;37(2):171-8. 

231. Sonne SC, Brady KT. Substance abuse and bipolar comorbidity. Psychiatric Clinics of North America. 
1999;22(3):609-27. 

232. Swann AC, Bowden CL, Calabrese JR, Dilsaver SC, Morris DD. Pattern of response to divalproex, 
lithium, or placebo in four naturalistic subtypes of mania. Neuropsychopharmacology. 2002;26(4):530-6. 

233. Geddes JR, Goodwin GM, Rendell J, Azorin J-M, Cipriani A, Ostacher MJ, et al. Lithium plus valproate 
combination therapy versus monotherapy for relapse prevention in bipolar I disorder (BALANCE): A 
randomised open-label trial. Lancet. 2010;375:385-95. 

234. Salloum I, Cornelius J, Daley D, Kirisci L, Himmelhoch J, Thase M. Efficacy of valproate maintenance in 
patients with bipolar disorder and alcoholism: a double-blind placebo-controlled study. Archives of 
General Psychiatry. 2005;62:37-45. 

235. Vornik LA, Brown ES. Management of comorbid bipolar disorder and substance abuse. Journal of 
Clinical Psychiatry. 2006;67 Suppl 7:24-30. 

236. Brown ES, Garza M, Carmody TJ. A randomized, double-blind, placebo-controlled add-on trial of 
quetiapine in outpatients with bipolar disorder and alcohol use disorders. Journal of Clinical Psychiatry. 
2008;69:701-5. 

237. Swann AC. The strong relationship between bipolar and substance-use disorder. Annals of the New 
York Academy of Sciences. 2010;1187(1):276-93. 

238. Petrakis IL, Poling J, Levinson C, Nich C, Carroll K, Rounsaville B. Naltrexone and disulfiram in patients 
with alcohol dependence and comorbid psychiatric disorders. Biological Psychiatry. 2005;57:1128-37. 

239. Singh JB, Zarate CA. Pharmacological treatment of psychiatric comorbidity in bipolar disorder: a review 
of controlled trials. Bipolar Disorders. 2006;8(6):696-709. 

240. Granholm E, Anthenelli R, Monteiro R, Sevcik J, Stoler M. Brief integrated outpatient dual-diagnosis 
treatment reduces psychiatric hospitalizations. The American Journal on Addictions. 2003;12(4):306-13. 

241. Schmitz JM, Averill P, Sayre S, McCleary P, Moeller FG, Swann A. Cognitive-behavioral treatment of 
bipolar disorder and substance abuse: A preliminary randomized study. Addictive Disorders & Their 
Treatment. 2002;1(1):17-24. 

242. Weiss R, Najavits LM, Greenfield SF. A relapse prevention group for patients with bipolar and 
substance use disorders. Journal of Substance Abuse Treatment. 1999;16(1):47-54. 

http://psychiatryonline.org/content.aspx?bookid=28&sectionid=1667485
http://psychiatryonline.org/content.aspx?bookid=28&sectionid=1675010


 

47 

 

 

243. Weiss R, Griffin ML, Kolodziej ME, Greenfield SF, Najavits LM, Daley DC, et al. A randomized trial of 
integrated group therapy versus group drug counseling for patients with bipolar disorder and substance 
dependence. American Journal of Psychiatry. 2007;164(1):100-7. 

244. Weiss R, Griffin M, Greenfield S, Najavits L, Wyner D, Soto J, et al. Group therapy for patients with 
bipolar disorder and substance dependence: results of a pilot study. Journal of Clinical Psychiatry. 
2000;61:361-7. 

245. Gossop M. Drug addiction and its treatment. Oxford: Oxford University Press; 2003. 
246. Dore GM. Psychiatric Comorbidity. In: Latt N, Conigrave K, Marshall J, Saunders J, Nutt D, editors. 

Oxford Specialist Handbooks: Addiction Medicine. Oxford: Oxford University Press; 2009. 
247. Hunot V, Churchill R, Teixeira V, Silva de Lima M. Psychological therapies for generalised anxiety 

disorder. Cochrane Database of Systematic Reviews. 2008(1). 
248. Baillie AJ, Sannibale C. Anxiety and drug and alcohol problems. In: Baker AL, Velleman R, editors. 

Clinical handbook of co-existing mental health and drug and alcohol problems. London: Brunner-
Routledge; 2007. p. 195-214. 

249. Kim T-S, Pae C-U, Yoon S-J, Bahk W-M, Jun T-Y, Rhee W-I, et al. Comparison of venlafaxine extended 
release versus paroxetine for treatment of patients with generalized anxiety disorder. Psychiatry & 
Clinical Neurosciences. 2006;60(3):347-51. 

250. Pollack MH, Mangano R, Entsuah R, Tzanis E, Simon NM. A randomized controlled trial of venlafaxine 
ER and paroxetine in the treatment of outpatients with panic disorder. Psychopharmacology. 
2007;194(2):233-42. 

251. Pollack MH, Lepola U, Koponen H, Simon NM, Worthington JJ, Emilien G, et al. A double-blind study 
of the efficacy of venlafaxine extended-release, paroxetine, and placebo in the treatment of panic 
disorder. Depression & Anxiety. 2007;24(1):1-14. 

252. Gorman JM. Treating generalized anxiety disorder. Journal of Clinical Psychiatry. 2003;64 Suppl 2:24-9. 
253. Snyderman SH, Rynn MA, Bellew K, Rickels K. Paroxetine in the treatment of generalised anxiety 

disorder. Expert Opinion on Pharmacotherapy. 2004;5(8):1799-806. 
254. Kranzler HR, Burleson JA, Del Boca FK, Babor TF, Korner P, Brown J, et al. Buspirone treatment of 

anxious alcoholics. A placebo-controlled trial. Archives of General Psychiatry. 1994;51(9):720-31. 
255. Malcolm R, Anton RF, Randall CL, Johnston A. A placebo-controlled trial of buspirone in anxious 

inpatient alcoholics. Alcoholism: Clinical & Experimental Research. 1992;16(6):1007-13. 
256. McRae AL, Sonne SC, Brady KT, Kurkalski V, Palesch Y. A randomized, placebo-controlled trial of 

buspirone for the treatment of anxiety in opioid-dependent individuals. The American Journal on 
Addictions. 2004;13:53-63. 

257. Berg AL, Sandahl C, Clinton D. The relationship of treatment preferences and experiences to outcome in 
generalized anxiety disorder (GAD). Psychology and Psychotherapy: Theory, Research and Practice. 
2008;81:247-59. 

258. Furukawa TA, Watanabe N, Churchill R. Combined psychotherapy plus antidepressants for panic 
disorder with or without agoraphobia. Cochrane Database of Systematic Reviews. 2008(1). 

259. Back SE, Waldrop AE, Brady KT. Evidence-based time-limited treatment of co-occurring substance use 
disorders and civilian-related PTSD. Brief Treatment and Crisis Intervention. 2006;6:283-94. 

260. Elliott D, Bjelajac P, Fallot R, Markoff L, Glover Reed B. Trauma-informed or trauma-denied: Principles 
and implementation of trauma-informed services for women. Journal of Community Psychology. 
2005;33(4):461-77. 

261. Najavits LM, Ryngala D, Back SE, Bolton E, Mueser KT, Brady KT. Treatment of PTSD and comorbid 
disorders.  Effective treatments for PTSD: Practice guidelines from the International Society for 
Traumatic Stress Studies (2nd ed.). New York: Guilford Press; 2009. p. 508-35. 

262. Foa EB. Psychosocial treatment of posttraumatic stress disorder. Journal of Clinical Psychiatry. 
2000;61(Suppl 5):43-51. 

263. Brady KT, Dansky BS, Back SE, Foa EB, Carroll KM. Exposure therapy in the treatment of PTSD among 
cocaine-dependent individuals: Preliminary findings. Journal of Substance Abuse Treatment. 2001;21:47-
54. 

264. Triffleman E, Carroll K, Kellogg S. Substance dependence post traumatic stress disorder therapy. Journal 
of Substance Abuse Treatment. 1999;17:3-14. 

265. Back SE, Brady KT, Sonne SC, Verduin ML. Symptom improvement in co-occurring PTSD and alcohol 
dependence. Journal of Nervous & Mental Disease. 2006;194(9):690-6. 

266. Mills KL, Teesson M, Back SE, Brady KT, Baker AL, Hopwood S, et al. Integrated exposure-based 
therapy for co-occurring posttraumatic stress disorder and substance dependence: A randomized 
controlled trial. Journal of the American Medical Association. 2012;308(7):690-9. 

267. Sannibale C, Teesson M, Creamer M, Sitharthan T, Bryant RA, Sutherland K, et al. Randomized 
controlled trial of cognitive behaviour therapy for comorbid post-traumatic stress disorder and alcohol 
use disorders. Addiction. 2013;108(8):1397-410. 



 

48 

 

 

268. Najavits LM. Seeking safety: A treatment manual for PTSD and substance abuse. New York: The 
Guildford Press; 2002. 

269. Hien DA, Cohen LR, Miele GM, Litt LC, Capstick C. Promising treatments for women with comorbid 
PTSD and substance use disorders. American Journal of Psychiatry. 2004;161(8):1426-32. 

270. Hien DA, Wells EA, Jiang H, Suarez-Morales L, Campbell ANC, Cohen LR, et al. Multi-site randomized 
trial of behavioral interventions for women with co-occurring PTSD and substance use disorders. 
Journal of Consulting & Clinical Psychology. 2009;77(4):607-19. 

271. Cohen LR, Hien DA. Treatment outcomes for women with substance abuse and PTSD who have 
experienced complex trauma. Psychiatric Services. 2006; 57(1):100-6. 

272. Australian Centre for Posttraumatic Mental Health. Australian guidelines for the treatment of adults 
with Acute Stress Disorder and Posttraumatic Stress Disorder. Melbourne: ACPMH, 2007. 

273. Brady KT, Sonne S, Anton RF, Randall CL, Back SE, Simpson K. Sertraline in the treatment of co-
occurring alcohol dependence and post traumatic stress disorder. Alcoholism: Clinical & Experimental 
Research. 2005;29(3):395-401. 

274. Brady KT, Sonne SC, Roberts JM. Sertraline treatment of comorbid post traumatic stress disorder and 
alcohol dependence. Journal of Clinical Psychiatry. 1995;56(11):502-5. 

275. Petrakis IL, Poling J, Levinson C, Nich C, Carroll K, Ralevski E, et al. Naltrexone and Disulfiram in 
Patients with Alcohol Dependence and Comorbid Post-Traumatic Stress Disorder. Biological Psychiatry. 
2006;60(7):777-83. 

276. Foa EB, Williams MT. Methodology of a randomized double-blind clinical trial for comorbid 
posttraumatic stress disorder and alcohol dependence. Mental Health and Substance Use. 2010;3(2):131-
47. 

277. Foa E, Yusko D, CP M, Suvak MK, Bux DA, Oslin D, et al. Concurrent naltrexone and prolonged 
exposure therapy for patients with comorbid alcohol dependence and PTSD: A randomized clinical trial. 
JAMA. 2013;310(5):488-95. 

278. Schade A, Marquenie LA, van Balkom AJ, Koeter MW, de Beurs E, van den Brink W, et al. The 
effectiveness of anxiety treatment on alcohol-dependent patients with a comorbid phobic disorder: A 
randomized controlled trial. Alcoholism: Clinical & Experimental Research. 2005;29(5):794-800. 

279. Randall CL, Thomas S, Thevos AK. Concurrent alcoholism and social anxiety disorder: A first step 
toward developing effective treatments. Alcoholism: Clinical & Experimental Research. 2001;25(2):210-
20. 

280. Buckner JD, Ledley DR, Heimberg RG, Schmidt NB. Treating comorbid social anxiety and alcohol use 
disorders: Combining motivation enhancement therapy with cognitive-behavioral therapy. Clinical Case 
Studies. 2008;7(3):208-23. 

281. Baillie AJ, Sannibale C, Stapinski LA, Teesson MR, Rapee RM, Haber PS. An Investigator-blinded, 
randomized study to compare the efficacy of combined CBT for alcohol use disorders and social anxiety 
disorder versus CBT focused on alcohol alone in adults with comorbid disorders: the Combined Alcohol 
Social Phobia (CASP) Trial Protocol. BMC Psychiatry. in press. 

282. Brady KT, Tolliver BK, Verduin ML. Alcohol use and anxiety: Diagnostic and management issues. 
American Journal of Psychiatry. 2007;164(2):217-21. 

283. Thevos AK, Thomas SE, Randall CL. Baseline differences in social support among treatment-seeking 
alcoholics with and without social Phobia. Substance Abuse. 1999;20(2):107-18. 

284. Stein DJ, Ipser JC, van Balkom AJ. Pharmacotherapy for social anxiety disorder. Cochrane Database of 
Systematic Reviews. 2008(1). 

285. Thomas SE, Randall PK, Book SW, Randall CL. A complex relationship between co-occurring social 
anxiety and alcohol use disorders: What effect does treating social anxiety have on drinking? 
Alcoholism: Clinical and Experimental Research. 2008;32(1):77-84. 

286. Book SW, Thomas SE, Randall PK, Randall CL. Paroxetine reduces social anxiety in individuals with a 
co-occurring alcohol use disorder. Journal of Anxiety Disorders. 2008;22(2):310-8. 

287. Binks CA, Fenton M, McCarthy L, Lee T, Adams CE, Duggan C. Psychological therapies for people with 
borderline personality disorder. Cochrane Database of Systematic Reviews. 2008(1). 

288. van den Bosch LM, Verheul R. Patients with addiction and personality disorder: Treatment outcomes 
and clinical implications. Current Opinion in Psychiatry. 2007;20(1):67-71. 

289. Ball SA. Manualized treatment for substance abusers with personality disorders: Dual focus schema 
therapy. Addictive Behaviors. 1998;23(6):883-91. 

290. Ball SA, Cobb-Richardson P, Connolly AJ, Bujosa CT, O'Neall TW. Substance abuse and personality 
disorders in homeless drop-in center clients: Symptom severity and psychotherapy retention in a 
randomized clinical trial. Comprehensive Psychiatry. 2005;46(5):371-9. 

291. Linehan MM, Schmidt H, Dimeff LA, Craft JC, Kanter J, Comtois KA. Dialectical behavior therapy for 
patients with borderline personality disorder and drug-dependence. American Journal on Addictions. 
1999;8(4):279-92. 



 

49 

 

 

292. Alper G, Peterson SJ. Dialectical behavior therapy for patients with borderline personality disorder. 
Journal of Psychosocial Nursing & Mental Health Services. 2001;39(10):38-45. 

293. Koerner K, Linehan MM. Research on dialectical behavior therapy for patients with borderline 
personality disorder. Psychiatric Clinics of North America. 2000;23(1):151-67. 

294. Binks CA, Fenton M, McCarthy L, Lee T, Adams CE, Duggan C. Pharmacological interventions for 
people with borderline personality disorder. Cochrane Database of Systematic Reviews. 2008(1). 

295. Ralevski E, Ball S, Nich C, Limoncelli D, Petrakis I. The impact of personality disorders on alcohol-use 
outcomes in a pharmacotherapy trial for alcohol dependence and comorbid Axis I disorders. American 
Journal on Addictions. 2007;16(6):443-9. 

296. Rohsenow DJ, Miranda R, McGeary JE, Monti PM. Family history and antisocial traits moderate 
naltrexone's effects on heavy drinking in alcoholics. Experimental & Clinical Psychopharmacology. 
2007;15(3):272-81. 

297. Leal J, Ziedonis D, Kosten T. Antisocial personality disorder as a prognostic factor for pharmacotherapy 
of cocaine dependence. Drug and Alcohol Dependence. 1994;35(1):31-5. 

298. Arndt IO, McLellan AT, Dorozynsky L, Woody GE, O’Brien CP. Desipramine treatment for cocaine 
dependence: Role of antisocial personality disorder. Journal of Nervous and Mental Disease. 
1994;182:151-6. 

299. Powell BJ, Campbell JL, Landon JF, Liskow BI, Thomas HM, Nickel EJ, et al. A double-blind, placebo-
controlled study of Nortriptyline and Bromocriptine in male alcoholics subtyped by comorbid 
psychiatric disorders. Alcoholism: Clinical and Experimental Research. 1995;19(2):462-8. 

300. Penick EC, Powell BJ, Campbell J, Liskow BI, Nickel EJ, Dale TM, et al. Pharmacological treatment for 
antisocial personality disorder alcoholics: A preliminary study. Alcoholism Clinical and Experimental 
Research. 1996;20:477-84. 

301. Riggs PD, Levin F, Green AI, Vocci F. Comorbid psychiatric and substance abuse disorders: recent 
treatment research. Substance Abuse. 2008;29(3):51-63. 

302. Cleary M, Hunt G, Matheson S, Siegfried N, Walter G. Psychosocial interventions for people with both 
severe mental illness and substance misuse. Schizophrenia Bulletin. 2008;34(2):226-8. 

303. Mueser KT, Torrey WC, Lynde D, Singer P, Drake RE. Implementing evidence-based practices for 
people with severe mental illness. Behavior Modification. 2003;27(3):387-411. 

304. Kavanagh DJ, Young R, Boyce L, Clair A, Sitharthan T, Clark D, et al. Substance Treatment Options in 
Psychosis (STOP): A new intervention for dual diagnosis. Journal of Mental Health. 1998;7(2):135-43. 

305. James W, Preston N, Koh G, Spencer C, Kisely SR, Castle DJ. A group intervention which assists 
patients with dual diagnosis reduce their drug use: A randomised controlled trial. Psychological 
Medicine. 2004;34:983-90. 

306. Kavanagh DJ, Young R, White A, Saunders JB, Wallis J, Shockley N, et al. A brief motivational 
intervention for substance misuse in recent-onset psychosis. Drug & Alcohol Review. 2004;23::151-5. 

307. Graeber DA, Moyers TB, Griffith G, Guajardo E, Tonigan SA. Pilot study comparing motivational 
interviewing and an educational intervention in patients with schizophrenia and alcohol use disorders. 
Community Mental Health Journal. 2003;39:189-202. 

308. Barrowclough C, Haddock G, Tarrier N, Lewis SW, Moring J, O'Brien R, et al. Randomized controlled 
trial of motivational interviewing, cognitive behavior therapy, and family intervention for patients with 
comorbid schizophrenia and substance use disorders. American Journal of Psychiatry. 2001;158(10):1706-
13. 

309. Haddock G, Barrowclough C, Tarrier N, Moring J, O'Brien R, Schofield N, et al. Cognitive-behavioural 
therapy and motivational intervention for schizophrenia and substance misuse: 18-month outcomes of a 
randomised controlled trial. British Journal of Psychiatry. 2003;183:418-26. 

310. Baker A, Bucci S, Lewin TJ, Kay-Lambkin FJ, Constable PM, Carr VJ. Cognitive-behavioural therapy for 
substance use disorders in people with psychotic disorders: Randomised controlled trial. British Journal 
of Psychiatry. 2006;188:439-48. 

311. Edwards J, Elkins K, Hinton M, Harrigan SM, Donovan K, Athanasopoulos O, et al. Randomized 
controlled trial of a cannabis-focused intervention for young people with first-episode psychosis. Acta 
Psychiatrica Scandinavica. 2006;114(2):109-17. 

312. Kemp R, Harris A, Vurel E, Sitharthan T. Stop Using Stuff: trial of a drug and alcohol intervention for 
young people with comorbid mental illness and drug and alcohol problems. Australasian Psychiatry. 
2007;15(6):490-3. 

313. Barrowclough C, Haddock G, Wykes T, Beardmore R, Conrod P, Craig T, et al. Integrated motivational 
interviewing and cognitive behavioural therapy for people with psychosis and comorbid substance 
misuse: randomised controlled trial. BMJ. 2010;341. 

314. Bellack AS, Bennett ME, Gearon JS, Brown CH, Yang Y. A randomised clinical trial of a new behavioural 
treatment for drug abuse in people with severe and persistent mental illness. Archives of General 
Psychiatry. 2006;63:426-32. 



 

50 

 

 

315. Mueser KT, Drake RE, Sigmon SC, Brunette MF. Psychosocial interventions for adults with severe 
mental illnesses and cooccurring substance use disorders: a review of specific interventions. Journal of 
Dual Diagnosis. 2005;1:57-82. 

316. Drake RE, McHugo GJ, Clark RE, Teague GB, Xie H, Miles K, et al. Assertive community treatment for 
patients with co-occurring severe mental illness and substance use disorder: a clinical trial. American 
Journal of Orthopsychiatry. 1998;68:201-15. 

317. Essock SM, Mueser KT, Drake RE, Covell NH, McHugo GJ, Frisman LK, et al. Comparison of ACT and 
standard case management for delivering integrated treatment for co-occurring disorders Psychiatric 
Services. 2006;57(2):185-96. 

318. Drake RE, Essock SM, Shaner A, Carey KB, Minkoff K, Kola L, et al. Implementing dual diagnosis 
services for clients with severe mental illness. Psychiatric Services. 2001;52(4):469-76. 

319. Xie H, McHugo G, Helmstetter B, Drake R. Three-year recovery outcomes for long-term patients with 
co-occurring schizophrenic and substance use disorders. Schizophrenia Research. 2005;75:337-48. 

320. Drake RE, McHugo GJ, Xie H, Fox M, Packard J, Helmstetter B. Ten-year recovery outcomes for clients 
with co-occurring schizophrenia and substance use disorders. Schizophrenia Bulletin. 2006;32(3):464-
73. 

321. Bolton JM, Robinson J, Sareen J. Self-medication of mood disorders with alcohol and drugs in the 
National Epidemiologic Survey on Alcohol and Related Conditions. Journal of Affective Disorders. 
2009;115:367-75. 

322. McGorry PD. Should youth mental health become a specialty in its own right? Yes. British Medical 
Journal. 2009;339:b3373. 

323. Burgess PM, Pirkis JE, Slade TN, Johnston AK, Meadows GN, Gunn JM. Service use for mental health 
problems: findings from the 2007 National Survey of Mental Health and Wellbeing. Australian and New 
Zealand Journal of Psychiatry. 2009;43(7):615-23. 

324. Reavley NJ, Cvetkovski S, Jorm AF, Lubman DI. Help-seeking for substance use, anxiety and affective 
disorders among young people: results from the 2007 Australian National Survey of Mental Health and 
Wellbeing. Australian and New Zealand Journal of Psychiatry. 2010;44(8):729-35. 

325. Parry-Jones W. The future of adolescent psychiatry. British Journal of Psychiatry. 1995;166:299-305. 
326. Singh SP. Transition of care from child to adult mental health services: the great divide. Current Opinion 

in Psychiatry. 2009;22:386-90. 
327. Pottick K, Bilder S, Vander Stoep A, Warner L, Alvarez M. US patterns of mental health service 

utilization for transition-age youth and young adults. Journal of Behavioral Health Services and 
Research. 2008;35(4):373-89. 

328. Tonin V. Young people seeking mental health care. Lancet. 2007;369:1239-40. 
329. Rickwood DJ, Deane FP, Wilson CJ. When and how do young people seek professional help for mental 

health problems? Medical Journal of Australia. 2007;187(7 suppl):S35-9. 
330. Schwartz SJ, Cote JE, Arnett JJ. Identity and agency in emerging adulthood: Two developmental routes 

in the individualization process. Youth & Society. 2005;37(2):201-29. 
331. McDermott B, Baigent M, Chanen A, Fraser L, Graetz B, Hayman N, et al. Clinical practice guidelines: 

Depression in adolescents and young adults. Melbourne: beyondblue: the national depression initiative, 
2010. 

332. Winters KC. Treating Adolescents with Substance Use Disorders: An Overview of Practice Issues and 
Treatment Outcome. Substance Abuse. 1999;20(4):203-25. 

333. Masten AS, Burt KB, Roisman GI, Obradović J, Long JD, Tellegen A. Resources and resilience in the 
transition to adulthood: continuity and change. Developmental Psychopathology. 2004;16(4):1071-94. 

334. Deas D, Riggs P, Langenbucher J, Goldman M, Brown S. Adolescents are not adults: Developmental 
considerations in alcohol users. Alcoholism: Clinical and Experimental Research. 2000;24(2):232-7. 

335. Sawyer MG, Arney FM, Baghurst PA, Clark JJ, Graetz BW, Kosky RJ, et al. The mental health of young 
people in Australia: Key findings from the child and adolescent component of the National Survey of 
Mental Health and Well-Being. Australian and New Zealand Journal of Psychiatry. 2001;35(6):806-14. 

336. Gould MS, Munfakh JLH, Lubell K, Kleinman M, Parker S. Seeking help from the Internet during 
adolescence. Journal of the American Academy of Child and Adolescent Psychiatry. 2002;41(10):1182-9. 

337. Valaitis RK. Computers and the Internet: Tools for youth empowerment. Journal of Medical Internet 
Research. 2005;7(5):e51. 

338. Nicholas J, Oliver K, Lee K, O’Brien M. Help-seeking behavior on the Internet: An investigation among 
Australian adolescents. Aust e-Journal Advance Mental Health. 2004;3:1-8. 

339. Burns J, Durkin LA, Nicholas J. Mental health of young people in the United States: What role can the 
internet play in reducing stigma and promoting help seeking? Journal of Adolescent Health. 
2009;45(1):95-7. 



 

51 

 

 

340. Riosa PB, McArthur BA, Preyde M. Effectiveness of psychosocial intervention for children and 
adolescents with comorbid problems: A systematic review. Child and Adolescent Mental Health. 
2011;16(4):177-85. 

341. Kaminer Y, Burleson JA. Psychotherapies for adolescent substance abusers: 15-month follow-up of a pilot 
study. American Journal on Addictions. 1999;8(2):114-9. 

342. Kaminer Y, Burleson JA, Blitz C, Sussman J, Rounsaville BJ. Psychotherapies for adolescent substance 
abusers: A pilot study. Journal of Nervous & Mental Disease. 1998;186(11):684-90. 

343. Kaminer Y, Burleson JA, Goldberger R. Cognitive-behavioral coping skills and psychoeducation 
therapies for adolescent substance abuse. Journal of Nervous & Mental Disease. 2002;190(11):737-45. 

344. Hides LM, Carroll S, Catania L, Cotton SM, Baker A, Scaffidi A, et al. Outcomes of an integrated 
cognitive behaviour therapy (CBT) treatment program for co-occurring depression and substance 
misuse in young people. Journal of Affective Disorders. 2010;121(1-2):169-74. 

345. Liddle HA, Dakof GA, Parker K, Diamond GS, Barrett K, Tejeda M. Multidimensional family therapy for 
adolescent substance abuse: Results of a randomized clinical trial. American Journal of Drug and Alcohol 
Abuse. 2001; 27:651-8. 

346. Liddle HA, Dakof GA, Turner RM, Henderson CE, Greenbaum PE. Treating adolescent drug abuse: a 
randomized trial comparing multidimensional family therapy and cognitive behavior therapy. Addiction. 
2008;103(10):1660-70. 

347. Liddle HA, Rowe CL, Dakof GA, Henderson CE, Greenbaum PE. Multidimensional family therapy for 
young adolescent substance abuse: twelve-month outcomes of a randomized controlled trial. Journal of 
Consulting and Clinical Psychology. 2009;77:12-25. 

348. Liddle HA, Rowe CL, Dakof GA, Ungaro RA, Henderson CE. Early intervention for adolescent substance 
abuse: Pretreatment to posttreatment outcomes of a randomized controlled trial comparing 
multidimensional family therapy and peer group treatment. Journal of Psychoactive Drugs. 2004;36(1):2-
37. 

349. Rowe CL. Multidimensional Family Therapy: Addressing co-occurring substance abuse and other 
problems among adolescents with comprehensive family-based treatment. Child and Adolescent 
Psychiatric Clinics of North America. 2010;19(3):563-76. 

350. Dennis M, Godley SH, Diamond G, Tims FM, Babor T, Donaldson J, et al. The Cannabis Youth 
Treatment (CYT) Study: Main findings from two randomized trials. Journal of Substance Abuse 
Treatment. 2004;27(3):197-213. 

351. Perkins JJ, Sanson-Fisher RJ, Blunden S, Lunnay D, Redman S, Hensely MJ. The prevalence of drug use 
in urban Aboriginal communities. Addiction. 1994;89:1319-31. 

352. Australian Department of Health and Ageing. Alcohol Treatment Guidelines for Indigenous Australians. 
Canberra: Australian Department of Health and Ageing, 2007. 

353. Brady M. Indigenous Australia and alcohol policy: Meeting difference with indifference. Sydney: UNSW 
Press; 2004. 

354. Brady M. Indigenous residential treatment programs for drug and alcohol problems: Current status and 
options for improvement (Discussion Paper No. 236). Canberra: Centre for Aboriginal Economic Policy 
Research, Australian National University, 2002. 

355. Sheldon M. Psychiatric assessment in remote Aboriginal communities. Australian and New Zealand 
Journal of Psychiatry. 2001;35:435-42. 

356. Roxbee L, Wallace C. Emotional and social wellbeing: National policy context. Australasian Psychiatry. 
2003;11:S45-S50. 

357. Nagel T. The need for relapse prevention strategies in Top End remote Indigenous mental health. 
Australian e-Journal for the Advancement of Mental Health [Internet]. 2006 Date. Accessed on; 5(1). 
Available from: www.auseinet.com/journal/vol5iss1/nagel.pdf. 

358. Hunter EM. Aboriginal health and history: Power and prejudice in remote Australia. Melbourne and 
New York: Cambridge University Press; 1993. 

359. Jackson LR, Ward JE. Aboriginal Health: Why is reconciliation necessary? Medical Journal of Australia. 
1999;199: 437-40. 

360. O’Shane P. The psychological impact of white colonialism on Aboriginal people. Australasian Psychiatry. 
1995;3:149-53. 

361. Bifulco A, Kwon J, Jacobs C, Moran P, Bunn A, Beer N. Adult attachment style as mediator between 
childhood neglect/abuse and adult depression and anxiety. Social Psychiatry and Psychiatric 
Epidemiology. 2006;41(10):796-805. 

362. Styron T, Janoff-Bulman R. Childhood attachment and abuse: Long-term effects on adult attachment, 
depression, and conflict resolution. Child Abuse & Neglect. 1997;21(10):1015-23. 

363. Prusiak B. Survey of Aboriginal Admissions to Bloomfield Hospital. NSW: 1995. 
364. Swan P, Raphael B. Ways forward: National consultancy report on Aboriginal and Torres Strait Islander 

mental health. Parts 1 & 2. Canberra: Australian Government Publishing Service; 1995 [5th March 2008]; 

http://www.auseinet.com/journal/vol5iss1/nagel.pdf


 

52 

 

 

Available from: http://www.health.gov.au/internet/wcms/Publishing.nsf/Content/mental-
pubs/$FILE/wayfor.pdf. 

365. Hunter EM, Hall W, Spargo R. Alcohol consumption and its correlates in a remote aboriginal 
population. Aboriginal Law Bulletin. 1991;2(51):8-10. 

366. Nadew G. Exposure to traumatic events, prevalence of posttraumatic stress disorder and alcohol abuse 
in Aboriginal communities. Rural and Remote Health. 2012;12(1667):online. 

367. Clough AR, Cairney S, D’abbs P, Parker R, Maruff P, Gray D, et al. Measuring exposure to cannabis use 
and other substance use in remote Indigenous populations in Northern Australia: Evaluation of a 
"community epidemiology" approach using proxy respondents. Addiction Research & Theory. 
2004;12:261-74. 

368. Li SQ, Measey M, Parker R. Suicide in the Northern Territory 1981-2002. Darwin: Department of Health 
and Community Services, 2004. 

369. Westerman T. Engagement of Indigenous clients in mental health services: What role do cultural 
differences play? Australian e-Journal for the Advancement of Mental Health [Internet]. 2004 Date. 
Accessed on; 3(3). Available from: www.auseinet.com/journal/vol3iss3/westermaneditorial.pdf  

370. Davies J. A Manual of Mental Health Care in General Practice. Canberra: Commonwealth Department of 
Health and Aged Care, 2000. 

371. Teasdale KE, Conigrave KM, Kiel KA, Freeburn B, Long G, Becker K. Improving services for prevention 
and treatment of substance misuse for Aboriginal communities in a Sydney Area Health Service. Drug 
and Alcohol Review. 2008;27(2):152-9. 

372. Berry SL, Crowe TP. A review of engagement of Indigenous Australians within mental health and 
substance abuse services. Australian e-Journal for the Advancement of Mental Health (AeJAMH) 
[Internet]. 2009 Date. Accessed on; 8(1). Available from: 
http://www.auseinet.com/journal/vol8iss1/berry.pdf. 

373. Schlesinger C, Ober C, McCarthy MM, Watson JD, Seinen A. The development and validation of the 
Indigenous Risk Impact Screen (IRIS): a 13-item screening instrument for alcohol and drug and mental 
health risk. Drug and Alcohol Review. 2007;26:109-17. 

374. Nagel T, Robinson G, Condon J, Trauer T. Approach to treatment of mental illness and substance 
dependence in remote Indigenous communities: Results of a mixed methods study. Australian Journal of 
Rural Health. 2009;17(4):174-82. 

375. Velleman R. Homelessness alongside co-existing mental health and drug and alcohol problems. In: Baker 
A, Velleman R, editors. Clinical handbook of co-existing mental health and drug and alcohol problems. 
East Sussex: Routledge; 2007. 

376. Velleman R. Co-existing problems: From conceptualisation to case formulation. In: Baker A, Velleman R, 
editors. Clinical handbook of co-existing mental health and drug and alcohol problems. East Sussex: 
Routledge; 2007. 

377. Flatau P, Conroy E, Thielking M, Clear A, Hall S, Bauskis A, et al. How integrated are homelessness, 
mental health and drug and alcohol services in Australia? Melbourne: Australian Housing and Urban 
Research Institute, 2013. 

 

 

http://www.health.gov.au/internet/wcms/Publishing.nsf/Content/mental-pubs/$FILE/wayfor.pdf
http://www.health.gov.au/internet/wcms/Publishing.nsf/Content/mental-pubs/$FILE/wayfor.pdf
http://www.auseinet.com/journal/vol3iss3/westermaneditorial.pdf
http://www.auseinet.com/journal/vol8iss1/berry.pdf

