Dud Diagnosisin PPHs— Prdiminary findings 1

DUAL DIAGNOSISIN PROVINCIAL PSYCHIATRIC HOSPITALS:
A POPULATION-BASED STUDY

YEAR 1 SUMMARY REPORT

JUNE 2003

Y. Lunskyt23
E. Bradley:%3

J. Durbin®?
C. Koegl*
M. Canrinus!

P. Goering'?

This study was funded by an Ontario Mental Health Foundation New Investigator Award, awarded to the first author.

Correspondence to: Yona Lunsky, Centre for Addiction and Mental Health, 1001 Queen Street West, Unit 4-
4, Toronto, ON M6J 1H4

'Centre for Addiction and Mental Health (CAMH)
*Department of Psychiatry, University of Toronto

*Surrey Place Centre
0 Centre =)
or Addiction and f
Menta! Health ;
E}, Centres :ﬁ
PN | mini d S Plese O

Ontarsa Mental
w Health Foundation
HF Fordation entarienne

de la sante mentale




Dud Diagnosisin PPHs— Prdiminary findings 2

Table of Contents

EXECUTIVE SUMMARY ...ttt sttt nnenae st 4
1. INTRODUCTION.....cciiiierierieriesiesiestesiestesaestessessessessessessessessessessessessessessessessessenses 9
A. DEVELOPMENTAL DISABILITY: OVERVIEW........ocooeerecececeee 9
What isa Developmental Disability?..........cccevveveeiieeinviieneece e 9
How Many People have a Developmental Disability?...........ccc......... 9
Vulnerability to Health Problems in Developmental Disgbility......... 9
B. DUAL DIAGNOSIS: OVERVIEW........ccooiiiiiririinieinesie e 10
Dual DiagnoSiS PrevalencCe..........ccuvvieeieeiiieesie e 10
Dual Diagnosis Service Utilization............ccooeveeeienenencnenceenes 10
Risk Factorsfor Dual DiagnoSiS.........c.ccvereeeereereesieeseeseeseeseeeneenns 11
Dual Diagnosis and Severity of Developmental Disability.............. 11
Gender and Dual Diagn0SIS.........coerveriiriereneeieiieseesee e 12
Aging and Dual DIagNOSIS........cceruerieriererieieeniesie e 12
How is Challenging Behaviour / Aggression Related to Dual
D=0 00 S SRR 13
Who Receives Soecialized Dual Diagnosis Services?........ooveveneene 13
C. HOW DO PATIENTSWITH DUAL DIAGNOSIS DIFFER FROM
OTHER PATIENTS RECEIVING PSYCHIATRIC SERVICES?........... 14
Literature REVIEW..........ooeerieeieeeeseeee et 14
Dual Diagnosis. BeSt PractiCe........ccveveeeereeneeeeseesiesee e esie e 17
D. DUAL DIAGNOSISIN ONTARIO.....cccoiiriniirieninieierie e 17
HIStOrical CONLEXL.........oveeeeeiecieseeie e 17
(N = S (U= o] O 18
E. THE COMPREHENSIVE ASSESSMENT PROJECTS (CAPS)............. 19
F. PURPOSE........ocoiiieieeese ettt st st aenaensennenne s 20
2. METHOD........iiiiiiie ettt sttt st sb et bbb et nes 21
A. SAMPLE SELECTION......coiiiieirisiesiesie et seeennens 21
B. MEASURES.........oot ottt sttt 21
The Colorado Client Assessment RECOrd.........cocoveererieenineninenenens 21
Support/Service Needs and Use Profile.........coooeeevecveiccccecee, 22
Level Of Care ASSESSIMENL........ccceririrerieniereeeeerese e see e esseenas 22
C. LEVELS OF CARE DESCRIPTION......ccceitieirtirieeseseeesreseeeseseee e 22
T s U SO S 25
A. PREVALENCE OF DUAL DIAGNOSISIN THE PROVINCIAL
PSYCHIATRIC HOSPITALS......cot ettt 25
Operational Definition of Dual DiagnosIS..........cccceveevcveeiiecveenen. 25
Dual DiagnoSiS Prevalence...........coovvienenineeieeesese e 26
B. PATIENTSWITH A DUAL DIAGNOSIS........ccooovireireereneneesieneneens 27
DemMOQraphiCS........ccouiiuieiecieeie sttt ne e 27

Psychiatric Diagnoses and Problematic Symptoms of Patients with a
DUl DIGGNOSIS......cvevirieriieiieieeiesie sttt sre e 27



Dud Diagnosisin PPHs— Prdiminary findings 3

Service and Support Needs of Patients with a Dual Diagnosis........ 29
Comparison of Men and Women with a Dual Diagnosis................. 30
Comparison of Older (over 65) and Younger Patients with a Dual
D T= 10 1015 S 31
Dual Diagnosis Patients by Program Status............ccccoevvereieneennes 32
Individuals with Dual Diagnosis and Legal Issues. Patient
Characteristics and Needs...........covrereiineneneseses e 34
Soecialized Dual Diagnosis Programs: Patient Characteristics and
NS o R 34
C. COMPARISON OF PATIENTSWITH DUAL DIAGNOSISTO OTHER
PATIENTSIN THEPPH SYSTEM......oci i 36
Demographic DIfferenCes..........cccoeiiiineneeeeeee e 36
Differencesin Diagnosis and Symptom Severity........ccccevveevveeenene 38
Comparison of Service and Support Needs .........cccvveeveececeenieenen, 39
Comparison of Patientswith Legal ISSUES..........ccceecveieeieiinicienne 40
Comparison of Patients with Psychotic Disorders..........ccccceveneenee. 41
4. DISCUSSION.....oeiiitiitistietieieiesiesteseeste e ssessesseeseessessessessessessessessesssessessessessessenes 43
5. KEY FINDINGS.......cooiiiieieieiee ettt sttt 46
A. PREVALENCE OF DUAL DIAGNOSIS IN PROVINCIAL
PSYCHIATRIC HOSPITALS.....cct et 46
B. COMPARISON OF PATIENTSWITH A DUAL DIAGNOSISTO
THOSE WITHOUT ..ottt s 46
C. SPECIALIZED DUAL DIAGNOSISPROGRAMS........ccocoeevrireeerienenes 47
D. PATIENT CHARACTERISTICS........coeieiesere e 47
E. GENDER ISSUES........cccoii ittt 48
F. AGING ISSUES........cooiierereceseee ettt 48
G. LEGAL ISSUES.......co ottt 48
H. INPATIENTSWITH A DUAL DIAGNOSIS........ccccoiirinenieneneneneenens 49
I. OUTPATIENTSWITH A DUAL DIAGNOSIS........cccovivierieniirienenennens 49
J. INDIVIDUALSRESIDINGIN HOMES FOR SPECIAL CARE............ 50
6. APPENDICES
APPENDIX A: ADVISORY COMMITTEE......cccoiiiiiireereeseeee e 51
APPENDIX B: CCAR QUESTIONS........cccoiiereeeestesteseee e e e 54
APPENDIX C: DEMOGRAPHICSBY SITE......ccooiiriirieirrerieesiees e 62
APPENDIX D: DEMOGRAPHICSBY STATUS.......coooierrrrerieeneeeesiee e 65
APPENDIX E: DESCRIPTIONS OF SPECIALIZED DUAL DIAGNOSIS
PROGRAIMS...... e e e e e e e e e e e e et e 67

APPENDIX F: REFERENCES....... ..o, 70



Dud Diagnosisin PPHs— Prdiminary findings 4

Dual Diagnosisin Provincial Psychiatric Hospitals: A Population-Based Study
Y. Lunsky, E. Bradley, J. Durbin, C. Koegl, M. Canrinus, & P. Goering.

EXECUTIVE SUMMARY

The purpose of the “Dud Diagnosisin Provincid Psychiatric Hospitds A Population
Based Study” was to examine patients with a dua diagnosis served by Ontario’s
psychiatric hospitals. Using data generated from nine combined Comprehensive
Assessment Projects (CAPS) in Provincia Psychiatric and Specidty Hospitds in Ontario
from 1998 to 2002 (12960 petients), individuas with adua diagnosis were examined in
terms of demographic and diagnostic characteristics and clinical/support needs. This
report summarizes findings from the first year of the three-year study.

Note: Thisproject isdivided into two phases. Preliminary data reported here arefromPhase 1
of the study, Description of dual diagnosis subgroup and itsneedsin the PPH system. Phase 2
of the study, Key I nformant study of dual diagnosisin the PPH system, will begin in June of
2004. Key findings from Phase 1 of the study will be used to devel op themes for semi -structured
phone interviews with patients, caregivers, nursing staff, physicians and administratorsfrom
selected CAP sites. Speaking with them should provide a context for interpreting Phase 1 findings
and an enlarged per spective.

This project has been guided by an advisory group made up of representatives from the
provincia psychiatric hospitds, the Ministry of Hedlth and Long Term Care (MOHLTC)
and the Minigtry of Community, Family, and Children’s Services (MCFCS), community
mental health and developmentd disability service providers, and family representatives
(See Appendix A). It isfunded by the Ontario Menta Health Foundation.

Dud diagnosis, for the purpose of this report is defined as a person with a developmental
disability and concurrent psychiatric concerns.

KEY FINDINGS

Prevalence of Dual Diagnosisin Provincial Psychiatric Hospitals

Asmany as 13% of PPH users have adud diagnoss, with some sites (eg.,
Penetanguishene Mental Hedlth Centre) identifying as many as 36% of their patients as
having adua diagnoss. Rates of dud diagnosis can be grosdy underestimated when
relying only on an individud’s primary or secondary diagnosis (7.4% versus 12.3%in

first Sx hogpitas). Thereforeit isimportant that the presence of acomorbid

developmental disability be explicitly assessed as opposed to inferred based on a patient’s
primary or secondary diagnosis. Developmentd disability is more common than any

other disgbility in the psychiatric hospita population.

Recommendation:
Hospita administrators, policy makers, the MOHLTC and MCFCS need to be
made aware of high percentage of patientsin the PPH system with adud
diagnosis as they are grosdy underserved.
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Further investigation into differences in dud diagnogs prevaence rates across
hospital Sitesis required, which should include a survey of services and supports
available indde and outside of hospitd for patients with adua diagnosis.

Comparison of Patients with a Dual Diagnosis to those without

Individuas with adud diagnoss are younger, more likely to be single and unemployed
and living in dependant settings, with longer inpatient admissons than other individuds

in the PPH system. They are lesslikely to recelve certain diagnoses (substance abuse,
mood disorder) but equaly likely to be diagnosed as psychoatic, and equaly likely to have
legal issues as other patients. Their mogt significant problems are in the areas of sdf-care,
aggresson and security / management issues but they have higher symptom ratings on
most symptoms when compared to patients without adua diagnosis combined with
fewer economic, educationd, interna and externd (socia support) resources. They have
higher recommended levels of care than other patients and higher needs with regard to
clinical services and supports.

Recommendations:
Services provided by the hospitals and dternative programs devel oped under
menta hedth reform should match the needs of individuas with dud diagnosis,
recognizing that their needs are higher than the typica patient.
All g&ff in the PPH system requiire training to recognize and meset the unique
needs of patients with adua diagnosis.
Individuals specidly trained in the area of dud diagnosis should be available to
each program at each hospitd to assist in providing appropriate assessment and
treatment services to dua diagnosis patients.
Interministeria cooperation is required so that patients with adud diagnosis can
access appropriate services through both systemsin a cohesive manner.

Specialized Dual Diagnosis Programs

Seven specidized dud diagnosis programs continue to function within the Provincid
Psychiatric Hospitals, serving 20% of patients with adua diagnosis. Patients served by
these programs are typicdly younger, more frequently male, and have sgnificantly more
issues related to aggression than other patients with adual diagnoss. They have higher
reported symptom severity and greater needs than other patients with aduad diagnosis.
Despite being in specidized programs, their unmet need is even greater than for patients
with adud diagnosisin the generic hospita programs.

Recommendations:
Greater efforts should be made to recruit and retain staff who are trained to work
with patients with adud diagnossin specidized dud diagnos's programs, given
how chalenging these patients can be.
Expertise available through dual diagnosis programs needs to be extended to
provide support to the remaining 80% of individuals not in these programs.
Appropriate resources must be provided so that current services can better match
the needs of patients with a dua diagnosisin specidized dud diagnods programs.
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Protocols and appropriate placement options need to be developed that take into
account the severity of aggression displayed by patients served in specidized dud
diagnosis programs.

Patient Characteristics

Provincid psychiatric hospitas are serving equa numbers of men and women with adua
diagnosis. They come from arange of backgrounds, ages, and resdentid settings. Most
individuals with adua diagnos's have limited education and are unemployed, two of the
most important determinants of mental and physical hedlth. The most common diagnosis
given to people with adua diagnosisis psychotic disorder, even in outpatient settings
where mood and anxiety disorders are more prevaent in the genera population. Mood
and anxiety disorders are not common diagnoses dthough research would suggest that
they are undiagnosed. The mgority of individuas with a dud diagnosis served have
mild developmenta disabilities as opposed to severe imparments.

Recommendations:
Further investigation into diagnostic practices with this population, it is necessary
to determine whether psychotic disorders are being overdiagnosed while mood
and anxiety disorders are being underrecognized. If thisisthe case, training is
required to help dlinicians make more gppropriate diagnoses and treatment
recommendations for these individuals.
Further investigation into hedlth disparities in this group, recognizing thet they are
less educated and less financidly supported than the genera psychiatric
population, and thet they are aso lesslikely to have family and spousal socid
support is required.

Gender |ssues

Equa numbers of men and women with adual diagnosis receive services at the PPHS,
however sgnificantly more men are served in both inpatient settings and speciaized dua
diagnogis programs. Women and men do not differ diagnogticaly with the exception that
men have higher rates of persondity disorders and substance abuse. Women, on the other
hand, like women in the genera PPH population, are more likely to have experienced

past trauma or loss than men, and they aso have higher rates of suicide attempts prior to
receiving PPH sarvices.

Recommendations:
Gender issues need to be congdered in the trestment of individuas with a dud
diagnosisin the PPH system in the same way that they are considered for other
patients.
Women's menta health programs need training on issues of concern for women
with adud diagnosis as well as ways to modify their gpproach to meet needs of
such women.

Aging I ssues
Older individuads with adua diagnosis are more medicaly compromised than younger

individuas and have unique dlinical concerns and diagnostic issues. Their recommended
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levd of careishigher overdl than the recommended leve of care for other older adults
but not when compared to younger individuadswith adud diagnoss. Thisislikdy
because aggression is less of a problem with these individua's than in younger individuas
with adud diagnosis. They have fewer documented experiences of |oss and traumathan
younger patients, although it is possible that service providers are Smply less aware of
these issues in this group.
- Services need to be modified to meet the unique needs of the aging group of

individuas with adud diagnoss.

St in geriatrics need training on dud diagnosis and gaff in dud diagnosis

programs need training on aging iSsues.

Further exploration of the older patient’ s experience with emotiond events

including loss and traumavis required.

L egal Issues

Individuds withadua diagnos's (80% male) are as likely as anyone e se to have legd
problems. There is the same percentage of individuads with adud diagnossin the legd
system asindividuas without adua diagnoss. Theseindividuadstend to remainin the
“urfit to stand trid” phase of the forensic process and may be hospitalized for long
redtrictive sentences as a result. They face serious difficulties when pursuing discharge
options. Their needs are more severe than those of forensic patients without a dua
diagnosis and patients with adua diagnosis without forengic problems.

Recommendations:
Specidly trained forensic experts are required to ded with the unique difficulties
faced by individuas with dud diagnossin the forensc system.
Further research is required to determine what the characteristics of patients with
adua diagnosisand legd issues are, and how their needs can be better met across
the province.

|npatientswith a Dual Diagnosis

As has been reported elsewhere for individuas with developmentd disability and the
generd population, inpatients with adud diagnosis have problems of greater severity
than outpatients and users of Homes for Special Care (HSCs). Inpatients with adual
diagnosis make up as many as 19% of inpatients served in the PPH system. However,
resources for inpatients with adua diagnosis are limited if not absent.

Long Term Inpatients

A dgnificant proportion of inpatientswith adua diagnoss (37%) have been in hospitd

for longer than 5 years. These individuas have mgor medical comorbidities, and are
ggnificantly older than the genera dud diagnosis population. They tend to be inpatients
not because of the severity of their difficulties but because there are no gppropriate places
to discharge them.
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Recommendations:

- Inpatient gaff (nursing staff, dlied hedth professonds, and physicians) need
training to support inpatients with a dud diagnogsin terms of unique assessment
and therapy concerns.

Inpatient services should be modified to address unique needs of lower
functioning individuds. For example, group therapies should be less reliant on
verba ability, memory and reasoning skills. More activities should be skill based
and of shorter duration (e.g., 30 minutes versus 1 hour).

Long term inpatients with a dud diagnosis should be re-assessed to determine
whether their current admission is due to their high needs or the lack of
appropriate alternatives. If indeed gppropriate placements do not exi<, funds
should be dlocated to create such placements and assst these individuasto leave
the hospita setting.

Outpatientswith a Dual Diagnosis

Outpatientswith adua diagnosis come from avariety of resdentia settings. A small
proportion of these individuds are living with parents but the mgority are either
independent or living in group home or boarding home stuations. They receive amood
disorder diagnosis more often than patients from other settings but are ill probably
overdiagnosed with psychotic disorders. Overall, their needs are higher than outpatients
without developmental disability but typical outpatient services (eg. leve 2) are not
designed for their higher needs.

Recommendations:

- Outpatient services for those with adud diagnosis need to be enhanced to meet
their high needs (e.g, more intensve services, crigs services combined with
treatment, better communication between workers in the menta health and
developmentd disability sectors).

Many crises could be prevented for outpatients with adua diagnossif amore
proactive approach could be taken, which would include availability of an
interdisciplinary team with an understanding of the developmentd disability as
well asthe mentd headth concern.

Individuals Residing in Homes for_Special Care (HSCs)

It ssemslikely that individuals resding in HSCswith adud diagnosis are adiverse group
of individuas with unique needs, depending on the home. Some parts of the province
house many people with developmentd disabilities in HSCs wheress other parts of the
province report that HSCs are not designed for this population.

Recommendation:
Further research is required to determine what the characteristics of HSC clients
with adua diagnosis are, and how their needs can be better met across the
province,
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INTRODUCTION

Developmental Disability: Overview

What isa Developmental Disability?

According to the DSM-1V, mentd retardation is characterized by sgnificantly
subaverage intellectud functioning (1Q below 70 to 75), exigting concurrently with
related limitations in two or more of the following adaptive skill areas. communication,
sdf-care, home living, socid skills, community use, self-direction, hedlth and safety,
functional academics, leisure, and work. Menta retardation manifests before age 18. In
Ontario, the term “mental retardation” is no longer deemed acceptable and has been
changed in dl legidation to “developmental disability.” For the remainder of this report,
therefore, the term “developmentd disability” will be used.

How Many People have a Developmental Disability?

The true prevaence of developmenta disability is estimated as 3% of the population.
However, adminidretive prevaence (the number of cases based on who isreceiving
sarvices) is Sgnificantly lower than that. Typicd adminidrative prevadence ratesfdl
around 1% dthough administrative prevaence in Ontario has been reported to be aslow
as .56% (Brown, Raphael & Renwick, 1997; Nuyen, 1996). Thedifferenceinratesis
largdly explained by individuas with more mild disabilities who may dip in and out of,

or may never enter the service system. It is estimated that 85% of individuals with a
developmenta disability are in the mild range (1Q between 55 and 70), with 10% faling
in the moderate range (1Q between 40-54) and 5% fdling in the savere to profound range
of disability (IQ below 40; DSM-1V, 1994). Administrative prevalence rate estimates do
not vary sgnificantly when concerning individuas with more severe disabilities (3-
4/1000; Rodeved, Zidhuis, & Gabreds, 1997).

Vulnerability to Health Problemsin Developmental Disability

Individuals with developmenta disabilities are vulnerable to the same hedlth problems as
the generd population, and in many cases are at additiond risk (up to 2.5 times more
hedlth problems) because of problems associated with their disability (Beange &
Bauman, 1990; Martin et d., 1997; van Schrojengtein Lantman-De Vak, Metsemakers,
Haveman & Crebolder, 2000). For example, they may have biological risk factors for
illness reated to the etiology of their disability (Dykens, Hodapp, & Finucane, 2000). In
addition, they have difficulty accessng care a earlier stages of illness due to difficulties
communicating their symptoms, their reiance on caregivers, and the redity that
symptoms may present themsalves in a unique manner because of their disabilities
(Fernando, Cresswell, & Barakat, 2001; Hogg, 2001). To complicate matters, individuas
with developmentd disabilities may get medica problems diagnosed at later stages or
might be overlooked outright because physcians do not have the training to recognize
problemsin this population (Evenhuis, Henderson, Beange, Lennox, & Chicoine, 2000;
Lennox, Diggens, & Ugoni, 1997).
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Dual Diagnosis: Overview

One hedth concern that has received significant attention asit reaes to individuas with
developmenta disgbilitiesis psychiaric illness/disorder. A “dud diagnoss’ refersto the
presence of a psychiatric diagnoss and/or serious behaviour difficulty in a person with a
developmentd disability. The following section will review what is known about dua
diagnosis prevalence, service utilization trends, risk factors, issues related to severity of
disability, gender, aging, chalenging behaviour and how it relates to dud diagnosis, and
findly unique attributes of patients with adua diagnoss. It will conclude with a brief
summary of best practice for the assessment and treatment of dud diagnosis.

Dual Diagnosis: Prevalence
Prevaence estimates for dud diagnosis vary widely from 10% to 80% (Borthwick-Duiffy,
1994; Crews, Bonaventura & Rowe, 1994), with conservative estimates ranging between

30% and 40% (Y u & Atkinson, 1993), compared to 20% in the genera population. Such

discrepant findings are partidly the result of research design artifacts (for a detailed
review, see Borthwick Duffy, 1994) indluding sample sdection (clinica, community,
hospital based), how dud diagnosisis defined (DSM-1V diagnoss, Axis | only, mentd
hedlth problems or behaviour problems), and assessment procedures used (chart review,
informant ratings, saif-report). Psychotic disorders, mood disorders, anxiety disorders
and persondity disorders have dl been reported to occur in individuas with
developmentd disabilities a rates higher than the genera population. However, many
studies have commented on the relative overdiagnosis of psychatic disorders and the
underdiagnosis of mood and anxiety disorders (e.g., Robertson et d., 2000). Pervasive
developmentd disorders are present in more than 25% of individuals with developmentd
disahilities and rates of additiona psychiatric difficultiesin this group are especidly high
(Bradley & Bryson, 1998). Severa researchers have noted that rates of psychotropic
medication utilization are very high in individuas with developmenta disabilities (50%;
Lunsky, Emery, & Benson, 2002; Molyneux, Emerson & Caine, 1999), with
antipsychotic medication in particular being over-prescribed, despite their being no
grong evidence of its efficacy in individuas without psychoss (Molyneux et d., 1999;
Robertson et d., 2000; Stenfert Kroese, Dewhurst & Holmes, 2001).

Dual Diagnosis: Service Utilization

Rates of sarvice utilization for individuads with adud diagnoss are often much lower

than one would predict given the prevaence estimates, according to the few studies that
have examined rates of service use. In Gustafson’s Swedish study (1997), 0.9% of dl
individuas with a developmenta disability had received inpatient psychiatric trestment,
compared to 1% of the general population, despite rates of psychiatric problemsbeing 3
to 4 times as common in those with developmentd disabilities. In The Netherlands,
Driessen, DuMoulin, Haveman and van Os (1997) reported that 10% of adults recelving
developmentd disability services sought mental health trestment and that 3% had a
psychiatric inpatient admisson in an eeven year period. In a British sudy on cost of
services (Smith et d. 1995), dthough individuas with developmentd disabilities had the
highest service cogts, they used medica services for psychiatric consultations the least of
al psychiatric groups surveyed. A record linkage study of secondary care contactsin the

10



Dud Diagnosisin PPHs— Prdiminary findings

UK (Morgan, Ahmed & Kerr, 2000) found that individuas with developmenta disability
accounted for 1.37% of inpatiert psychiatric admissons and 0.8% of outpatient
psychiatric vists. They reported that a higher proportion of individuas with
developmentd disabilities were receiving psychiatric care than the other European
dudies (16.5%). Although service utilization rates have not been reported in Canada, a
recent survey noted that there were very few resources available to individuals with a
dua diagnosis across the nation given the extent of service need (Lunsky & Bradley,
2001).

Risk factorsfor dual diagnosis

Dud diagnoss has many predisposing, precipitating and perpetuating risk factors, which
should be identified as part of assessment and treatment of difficulties. These risk factors
are summarized below (Deb, Matthews, Holt & Bouras, 2001):

BlologlcaJ factors
Genetic ligbility (e.g., behaviour phenotypes)
Structurd @normditiesin brain (e.g. frontal |obe impairment)
Interaction between environment and existing physica disabilities (e.g., cerebra
pasy, hearing impairment)
Epilepsy (14 —24% of people with developmentd disability)
Abnorma thyroid function
Prescribed and non-prescibed medications

Psychol ogical factors
Impaired intelligence
Impaired memory due to dysfunction of tempora lobes
Impaired sense of judgement and lack of initiative caused by frontal 1obe damage
Lower thresholds for stress tolerance
Poor sdf-imege
Immature psychologica defence mechanisms when under stress (e.g., regresson)
Inability to solve problems using aodtract thinking
Learned dysfunctional or abnormal coping strategies
Lack of emotiona support

Social factors
Under or over-gdimulating environment
Conflicts with family members, resdents, or staff members
Issues regarding lack of socid support
Difficulties developing fulfilling relationships
Problems finding employment
Physica, sexud and psychologicd abuse
Lack of appropriate socid exposure and patronisation by others

11
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Dual Diagnosis and Severity of Developmental Disability

Some studies have reported that individuas with more severe disabilities have higher
rates of psychiatric difficulties (Gostason, 1987; Haveman, Maaskant, van Schrojengtein
Lantman de Vak & Urlings, 1994) while others have reported the opposite trend
(Gustafsson, 1997; Iverson & Fox, 1989; Jacobson, 1990), and still others have reported
no differences (Benson, 1985; Corbett, 1979). What does seem to be true is that
individuas with more mild difficulties tend to receive services from psychiatric hospitals
more frequently than individuas with more severe disahilities (Borthwick- Duffy, 1990;
Driessen et d., 1997; Gustafsson, 1997; Burge et d., 2002). It may be that individuas
with more severe disabilities are aready receiving more clinica services because of their
disability or it may be that psychiatric problems are less easily recognized and treated in
these individuds (diagnostic overshadowing; Reiss & Syszko, 1983) and they are
underserved as aresult. Findings on severity of disability and dua diagnosis must take
into congderation that there are more people with mild disabilities (85%) than severe
disahilities (10%-15%) o this should be reflected in service estimates for dual diagnoss.

Gender and Dual Diagnosis

Few gtudies have examined gender differencesin the rate of menta health problemsin
men and women with developmentd disabilities. The handful of sudies that have been
done (e.g., Borthwick-Duffy & Eyman, 1990; Crews et d., 1994; Iverson & Fox, 1989)
have reported discrepant findingsin overdl differences between men and women. When
gender differences are examined by disorder for adults with developmentd disabilities,
smilar trends have been reported to the genera population (e.g. Benson, 1985; Koller,
Richardson, Katz & McLaren, 1983; Reiss, 1988). Depression has been found to occur
more often in women with developmenta disabilities (Benson, 1985; Lunsky & Benson,
2001; Meins, 1993; Reiss, 1982; Reiss, 1988; Reiss & Trenn, 1984) athough bipolar
disorder has been found to occur equaly often (Glue, 1989). Simple phobias may be
more common in women than men (Gullone, Cummins & King, 1996) and PTSD may be
more common for women as well, in part because they are more susceptible to abuse,
particularly sexua abuse (Ryan, 1994). The few studies that have reported on gender
differences in psychotic disorder have not found different prevaence ratesin men and
women with developmental disabilities (Benson, 1985). Thereis limited research on
Substance abuse, gender and developmenta disability (Delaney & Poling, 1990) with the
exception of one study (Westermeyer, Phaobtong & Neider, 1988) noting that the sex
ratio of substance abusers was 2:1 men to women, Smilar to the genera population.

Aging and Dual Diagnosis

Severd studies have documented increased risk for medical problemsin older adults with
adud diagnosis compared to younger adults (Cooper, 1997; Cooper, 1999; Pary, 1993)
athough whether rates of psychiaric difficultiesincrease with ageisunclear. InPary’s
review of 247 inpatients with developmenta disabilities discharged from a University
hospital over a 62-month period, individuas older than 55 were more likely to be
discharged to a date hospital, and more likely to have an axis |11 diagnosis. The most
common diagnosisin older and younger individuas was psychoatic disorder. In Cooper’s
research, which included not only hospitdized individuas but al individuds with
developmentd disabilitiesin a geographica caichement areg, older individuals (over 65)

12
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had higher rates of dementia, depresson and anxiety but smilar rates of psychosis,
pervasive developmenta disorders and behaviour disorders. In Janicki et d.’s study
(2002) in New Y ork State of community residing older individuas, rates of psychiatric
difficulties were highest for individuals younger than 50 and then declined with age.
Jacobson (2003) has suggested that higher rates of psychiatric difficulties and behaviour
problemsin older individuas with developmentd disabilities are largdly associated with
the aging process and dementia but that rates of psychiatric problems are higher in older
people with developmentd disabilities than those without developmentd disabilities.

How is Challenging Behaviour / Aggression related to Dual Diagnosis?
Challenging behaviour is defined as behaviour likely to limit or delay accessto and use

of ordinary community fecilities, or behaviour which, because of its intengty, frequency,
or duration, puts the physical safety of the person or othersin serious jeopardy (Emerson
et a., 1987). Although some individuas consder chdlenging behaviour to be an
dternative term for dud diagnoss, in its strictest form, exhibiting chalenging behaviours
(sdf injury or aggression to property or others) does not imply the presence of a
psychiatric impairment. The causes may be both environmental and biological. Numerous
sudies have documented the high rates of chalenging behavioursin people with
developmentd disabilities. Severa researchers have argued that it is the challenging
behaviours that lead people with developmenta disabilities into crigs stuations and
subsequent psychiatric hospitalization. Moss et d. (2000) tried to determine what
proportion of individuas with chalenging behaviour met criteriafor a psychiatric

disorder. They found that aggression was often associated with psychiatric symptoms,
particularly depresson and hypomania Sdlf-injurious behaviour was associated with
symptoms of anxiety. They argued that challenging behaviour be better integrated into
diagnodtic criteriafor psychiatric disordersin this population. Davidson et a. (1994)
reviewed 198 cases referred to a specialist dua diagnosis service over 3 years and noted
that 66% of the individuds referred were aggressive at time of referrd. Other sudies
have aso found aggression to be the primary reason for psychiatric referra (e.g.,
Addington, Addington & Ens, 1993; Hurley, Folstein & Lam, 2003). The best predictor
of aggresson in the Davidson study was a history of aggresson, as well as gender (being
mae) and ahigory of inditutiondization. Antipsychotic medication isa common
treatment for aggressive individuas (Davidson et d., 1994; Robertson et d., 2000)
athough its efficacy is questionable (Molyneux et d., 1999; Stenfert Kroese et d., 2001).

Who Receives Specialized Dual Diagnosis Services?

Few studies have conddered how individuas receiving specidized dud diagnosis
savices differ from individuas recaiving non-specialized services. Lowe, Felce, and
Blackman (1995) compared individuas with severely chalenging behaviour and
developmentd disability in specidized and non-specidized programs and found that the
two groups did not differ with regard to adaptive behaviour or psychopathology. The
main difference between the two groups was that individuds referred to the specidist
teams had behaviours that were more outwardly aggressive or dangerous in nature.
Behaviours of concern to the individua, that impaired that individud’ s ability to
progress/succeed did not lead to referrals dthough they could be as serious. Raitasuo,
Taminen and Solokangas (1999) compared patients referred to a speciaized dua
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diagnosisinpatient unit in Finland to arandomly sdected sample of adults with
developmentd disabilities. Patients in the specidized program were more often mae
(70% versus 50%) and tended to be higher functioning. They had moved more often
during their lifetime, were more likely to have a past psychiatric diagnosis but did not
differ with respect to medica comorbidity. The most common diagnosis was psychotic
disorder, and the admission was typicaly precipitated by affective or disruptive
behaviour. Murphy, Holland, Fowler and Reep (1991) and Xenitidis, Henry, Russ,
Ward and Murphy. (1999) have described inpatients from a well-researched specidized
inpatient unit (13 beds) for individuds with mild developmenta disability and

chdlenging behaviour in the UK (MEITS). In Xenitidiset d.’s chart review, the most
common reason for admission was aggression (58%), followed by dangerous sexud
behaviour (20%), and fire-setting behaviour (18%). Most admitted patients had alegdl
history. Petients tend to be young, and more often mae (72%). About half of the sample
was diagnosed with psychatic illness and 17% of them were diagnosed with autism.

How do Patients with a Dual Diagnosis Differ from Other Patients Receiving
Psychiatric Services?

A detailed review is provided below of the few studiesin the past 10 years that have
compared larger samples of individuals with adud diagnosisto psychiaric patients
without adud diagnogs. Indl the sudies, the mgority of patients had mild

developmenta disabilities, with the exception of Hurley et d. (2003) where hdf the
sample had moderate to severe developmentd disability. Length of stay did not differ for
patients with adua diagnosis to patients without adud diagnosisin acute psychiatry
inpatient settings in two studies (Addington et ., 1993; Burge et d., 2002) but
individuadswith adua diagnosis had longer lengths of stay than other patientsin Lohrer,
Greene, Browning and Lesser (2002). Problems with aggression were commonly reported
and were noted as more frequent problems in those with adua diagnosis than in those
without (Glick & Zigler, 1995; Hurley et d., 2003; Lohrer et d., 2002). Psychotic
disorder diagnosis was the most common diagnosisin al reviewed sudies with the
exception of Hurley et d. (2003) where depressve disorders were most common. (Hurley
et d. wasthe only outpatient based sample and it is possible that the severity of difficulty
was lower in these individuds).

Addington et al. (1993)

This study was based on a retrogpective chart review of al patients with adud diagnosis
admitted to two Cagary Alberta generd hospitals. Thirty-four individuas as a group
were admitted 49 times over atwo-year period, and were compared to 34 individuas
without adud diagnoss, admitted immediately after the admission of each dud

diagnosis patient.

The mean age of admitted dual diagnosis patients was 29.3 years, and 46% were mae.
Seventy-eight percent of admissions had mild, 14% moderate, and 8% severe/profound
developmentad disability. Thirty-eight percent of admissions were diagnosed with
psychoatic disorder, followed by personality disorder (25%, 14% antisocial persondity
disorder) and half of admissons had aknown history of psychiatric hospitdization.
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Petients showed the full range of psychiatric disorders as did their non-dudly diagnosed
counterparts and did not differ from other patients with regard to length of stay. The
authors considered the admissions to be appropriate, with 83% of patients presenting as a
danger to themsdlves or others a admission. Danger to others was more common than
danger to sdf, dthough 18% of patients with adua diagnosis were suicidd a admission.
The authors commented that only 28% of admissions exhibited behavioura disturbance
during their stay. Overdl, they did not perceive these patients to be very different from
the typica patient admitted to those hospitas.

Glick & Zigler (1995)

This study compared 93 patients with mild developmentd disability in the three
Connecticut State Psychiatric Hospitals to a matched sample of individuas without adud
diagnosis over atwo-year period. Half of the sample of individuas with mild
developmenta disability had behaviour/impulse control problems as primary concerns,
which was not found for the matched sample. Individuals with adud diagnosis were
more likely to exhibit symptoms of turning againgt others (aggression) as opposed to
turning againg sAf, symptoms involving expression in action rather than thought, and
halucinations in the abbsence of delusons.

Lohrer et al. (2002)

This study was based on chart reviews of clinician identified patients with a dua
diagnosis from 10 generd hospitalsin the New Y ork City area during a three month
period in 1998. Sixty-six adultswith adua diagnosis were compared to 66 other
psychiatric patients admitted in the same period by the same clinicians.

The mean age of admitted dua diagnosis patients was 33.6 years, and 58% were mae.
Fifty-five percent of admissions had mild, 23% moderate, and 22% severe/profound
developmenta disability. Thirty six percent of admissions were diagnosed with psychotic
disorder, followed by impulse control disorders (32%) and only 42% of admissons had a
known higtory of psychiatric hospitdization.

Petients with and without adua diagnosis did not differ with regard to ethnicity or
gender digribution, nor did they differ in terms of use of outpatient services. Patients
with adua diagnoss were sgnificantly younger than other patients, they were less likely
to live aone, be homdess or live with family, and they were more likely to dready be
recelving case management or vocationa/day program services. The only psychiatric
diagnosis more common in those with adua diagnosis was impulse control disorder.
This diagnoss may be given to individuals with developmenta disabilities who have
serious problems with aggresson but no clear underlying Axis | disorder. Individuas
without adua diagnosis were more likdly to have a diagnosis of substance abuse.
Individuas with a dua diagnosis were more likely to be admitted because of aggression
(essaultive behaviour, destruction of property and self-injurious behaviour) than other
patients. They aso had higher rates of comorbid medical conditions (57% versus 37%).
They were more likely to require 1:1 gaffing while in hospital, and had longer lengths of
stay than other patients.

15
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Burgeet al. (2002)

This study was based on retrospective chart review of dl patientswith adiagnos's of
mental retardation or pervasive developmenta disorder in afour-year period from 2
generd hospitalsin the Kingston Ontario area. Identified patients were then matched with
arandom sample of individuals without a dud diagnosis admitted in the same period.

Patients with adua diagnoss (101 admissions) made up approximately 2.5% of
psychiatric admissons. The mgority of these individuas were only admitted onetime
(71%) and they were evenly split between men and women. Sixty percent of individuas
had mild, 30% had unspecified, and 8% had moderate developmenta disability. Rates of
severe and profound disability were less than 2%. The most common diagnosis was
psychotic disorder (29%) followed by mood disorder (21%), and substance abuse (15%).
Eighteen percent of individuas had a persondity disorder diagnosis.

Petients with adua diagnosis were typicaly younger than other patients and they were
more likely to be discharged to another service provider (hospitd or hedth/socid service
agency) than other patients. They did not differ from other patients with regard to length
of stay.

Hurley et al. (2003)

This study was based on medicd chart reviews of the first psychiatric diagnostic
evauation of the most recent 100 adult outpatients with adua diagnosis and mild
developmentd disability, 100 outpatients with adua diagnosis and moderate to profound
developmenta disability, matched with 100 outpatients of average intelligence, receiving
services a the Tufts-New England Medical Center, Boston, MA.

The three groups did not differ with regard to gender digtribution, age or racia
background. Individuals with adud diagnosis were more likely to be living dependently,
sngle and without children. Comorbid physica disabilities and medica conditions were
more common in those with adua diagnosis than those without but there were no
differences between the severe and mild groups. Family history of psychiatric disorder
was more common in individuas without adud diagnosis.

The most frequent presenting problem in individuals without adua diagnosis was
depression or anxiety but the most frequent problem for those with adual diagnosswas
aggresson, “other behaviours’ and physicd complaints. Physical complaints or changes
in observed physicd status were more commonly reported in those with more severe
disability. Suiciddity and anxiety were more commonly reported in those with mild
disabilities versus severe disabilities. Depressive disorders were the most common
diagnosisfor al groups, followed by bipolar disorder for those with adua diagnoss. In
contrast to earlier studies and studies based on inpatient samples only, psychotic
disorders were much less common (4% in norma, 7% in mild and 3% in severe).
Persondlity disorders were more commonly diagnosed in those without a dud diagnosis.

With regard to trestment, individuals with a dud diagnosis were more likely to be
prescribed antipsychotic medication (32% versus 14%) even though they were no more
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likely to be considered psychotic and were less likdly to be prescribed anxiolytic
medication (11% versus 22%). There were no differences in prescription rates for mood
stabilizers or antidepressants. Diagnostic and prescription patterns are somewhat
different in this study than earlier sudies. The authors atribute thisin part to a strong
history of training and research in psychiatric disorders and developmenta disability.

Studies reviewed above were based on patients from acute as opposed to tertiary settings,
and each study included either outpatients or inpatients but not both. Severa trends can
be noted from these studies, with regard to how patients with adual diagnosis differ from
the typicd psychiatric patient, and are listed in bullets below. Whether smilar trends
would be reported for individuas receiving tertiary psychiatric careis an empirical

question worthy of examination.

Summary: Dual Diagnosis Patient Profile
- Younger
More men than women in specidized dud diagnods programs
? dependent living (with family or group home)
? married, with children
same or longer length of stay than other psychiatric inpatients
? comorbid medicd conditions
? aggression / impulse control disorder
? substance abuse
? antipsychotic medication

Dual Diagnosis: Best Practice

Many articles, chapters, and books have been developed on this topic (e.g., Davidson,
Prasher & Janicki, 2003; Day, 1993; Deb et dl., 2001; Lennox et d., 1997). Experts
agree that best practice requires comprehensive interdisciplinary assessment and
treestment. Some individuas clearly benefit from inpatient services, however, outpatient
programs and outreach /consultation programs are dso important and have demonstrated
efficacy. Proper treatment requires collaboration between the mental health sector and
the developmenta disability sector, and adequate funding that is not dependent on criteria
developed for the generd population. Wel-trained professionasin both menta hedlth
and developmentd disability are essential for any program to succeed.

Dual Diagnosisin Ontario

Historical Context

To fully understand issues related to dud diagnosisin Ontario, ahistorica context is
required. Prior to the Normaization movement in the 1970's, developmenta disabilities
were consdered to be “medical conditions’ that required constant professional care from
physicians and nurses, much of which occurred in indtitutional settings (Radford & Park,
2003). In 1971, 31 indtitutions were operating in Ontario, the largest being Huronia
Regiona Centre (1857 individuals) and Rideau Regiona Centre (2070 individuas).
Normadlization, its god being totad integration into the community, introduced a dramétic
shift in the philosophy of care (Wolfensberger, 1973) for dl persons with developmenta
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disabilities, incdluding those with comorbid psychiatric imparments. Inditutiond life was
no longer an acceptable option.

In Ontario, the province containing haf of the country’ s population and half of its
indtitutions, responghility for adults with developmenta disabilities was transferred from
the Minigtry of Hedlth to the Ministry of Community and Socid Servicesin 1974. This
change in ministeria responsbility was a mgor advance, as it encouraged the
development of community living residences and reduced reliance on inditutiond living.
However, medicdl, particularly speciaized psychiatric, care became less of a priority
(Zarfas, 1988). Only three Schedule 1 facilities (versus 14 in 1971) are dill in operation
in Ontario, with 1100 residents (as of February 28, 2002, Radford & Park, 2003). As
ingtitutions across the province closed, individuals with adud diagnosis were forced to
access generic menta hedth services. However, gppropriate structures were not put in
place to dlow them to do this eadly.

In selected parts of the province, specidized dua diagnoss programs were developed
within the Provincia Psychiatric Hospita system to meet the needs of individuas who
could no longer seek services through the indtitutions. These programs were unevenly
distributed across the province, and were dependent on specifics of the loca service
ddivery system. At one point, the programs had regular meetings with each other but
this has not occurred in recent years. Only seven such programs (five inpatient/outpatient
and two outpatient) continue to operate and they cannot possibly meet the needs of all
individuals in Ontario who require tertiary psychiatric care.

Current Situation

Dud diagnosis has been estimated to occur in as many as 85 000 peoplein Ontario (Yu
& Atkinson, 1993) based on prevalence rates reported in other parts of the world,
however limited research has been conducted. Only two mgor studies on dual diagnoss
have been completed in Ontario in the past 10 years: an epidemiologica study by Bradley
and Bryson in the Niagara Region (1998), and a provincia study on aberrant behaviour
by Atkinson and Feldman (1994); Neither sudy included individuas from the Provincid
Psychiatric Hospitals. In the former study, new onset psychiatric disorders were noted in
17% of adolescents with a developmenta disability (not autism) and in 44% of
adolescents with autism. The most common psychiatric problem in both groups was
depression and other mood disorders. It is quite likely that these numbers would be
higher if the screens were completed in adulthood, as research suggests that dua
diagnosis prevaence rates increase in adulthood. Feldman and Atkinson reported that
46.8% of adolescents and adults with developmentd disabilities randomly sampled from
across Ontario in community settings and Schedule 1 Ministry of Community, Family,
and Children’s Services (MCFCY) facilities (indtitutions for people with developmentd
disabilities) displayed aberrant behaviour, primarily aggression and depresson. They aso
noted that aberrant behaviour decreased with age for adults.

Thereis no information on how many patientswith adud diagnosisin Ontario receive
their psychiatric care from Provincid Psychiatric Hospitas and how many individuds
receive their psychiatric care from acute care settings, nor istheir any information on the
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characteristics and needs of such patients so that their needs can be better met. Outside of
the 7 specidized dud diagnosis programsin the provincid hospitas and the three
remaining Schedule 1 MCFCS facilities (indtitutions), tertiary and acute care hospital

gaff are not trained to work with people with adua diagnosis, nor are they properly
compensated for the additiond time such patients demand (Lunsky & Bradley, 2001;
McCreary, 2001; Zarfas, 1988). These systemic problems can lead to misdiagnosis,
inappropriate treatment, and an over-rdiance on psychopharmacologica intervention,
leading researchersin the UK and the U.S. to conclude that serving individuas with a
dua diagnosisin the generic psychiatric syslem smply does not work (Day, 1993).

The primary god of mentd hedth reform isto improve the care of individuas with
severe and persstent mentd illness. In Ontario, individuals with adud diagnoss are
recognized as part of this group (Ministry of Hedlth and Long Term Care [MOHLTC],
1999). Many individuaswith menta hedth problems can function in their community
with case management and outpatient psychiatry services, and the occasiona acute care
inpatient hospital admission. There are a subgroup of individuals, however, with severe
mental illness that depend on the tertiary services provided by the province s psychiatric
hospitdls. Patient characterigtics that require tertiary care include aggressveness,
noncompliance with medication, danger to sdf/others, and ingppropriate sexua
behaviour. Treeting such individuasin secondary care leve settings or settings with
inadequately trained staff can be quite detrimentd and dangerous (Wasylenki et d.,
2000). Thus, it is essentid that menta health system reform decisions affecting people
with serious difficulties including individuas with a dud diagnoss occur in an informed,
planned manner. The unique needs of individuads with adud diagnosis served by the
PPH system must therefore be systematically studied, so that gppropriate adjustments to
their care can be made.

The Comprehensive Assessment Projects (CAPS)

The Comprehensive Assessment Projects (CAPS) are a series of mental hedlth system
planning projects that used best practices and survey methods to inform menta hedlth
reform in Ontario, as outlined in the MOHLTC' s Making it Happen document (1999). A
total of nine Hospitd Comprehensive Assessment Projects (CAPs) were completed in the
province of Ontario between 1998 and 2002. Intended as system planning tools, each
project generated data on the demographics, diagnostic, service use and needs profile of
patients who were currently enrolled in inpatient, outpatient and HSC programs at each
Provincia Psychiatric Hospita at the time of assessment. For each Site, arepresentative,
random sample of assessments was obtained by loca staff, trained to use the Colorado
Client Assessment Record (CCAR). A congstent methodology was used across the Sites,
which dlowed the nine separate data sources to be merged together into a single database
for andyss. Having this database offers a unique opportunity to examine the needs of
persons with serious mentd illness enrolled in hospital mental hedth programsin

generd, and the needs of dud diagnosis clientsin particular.
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Purpose

The purpose of the current project was to examine the dua diagnosis subgroup of the
CAPs database in closer detail, in relation to the generad PPH population. By gaining a
more comprehensive understanding of adults with adua diagnos's served by the PPH
system, evidence-based recommendations can be made with regard to their treatment.

| dentification of the unique needs of the dua diagnosis subgroup, compared to the
genera PPH population would be afirst step toward improving their psychiatric care and
should guide menta hedth reform.
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METHOD

Sample Selection

Petients were drawn from the nine provincia psychiatric hospitas responsible for
providing tertiary mental hedth services to defined catchement areas of urban, semi-
urban and rurd communities. At each facility, dl individuas receiving inpatient services
on a specified census day were assessed. |n addition, samples of individuds receiving
outpatient services and living in HSCs over a three month period were drawn randomly,
gratifying by program. For each patient, the presence of a developmenta disability was
recorded on the first page of the CCAR form (described in the M easures section; See
Appendix B). Also captured was whether the client had a psychiatric diagnoss of mentdl
retardation or developmenta handicap and whether or not the patient wasinvolved in a
gpecidized dua diagnosis program.

M easur es

Colorado Client Assessment Record (CCAR)

The CCAR isatool for conducting a comprehensive functiond client assessment. It was
developed during the 1970s in Colorado and has been revised over subsequent decades.
The CCAR has been used across the U.S. for making decisonsrelated to levd of care
and for assessing change over time in hospital and community mental hedth patients/
clients. The CCAR has been vaidated for use in Ontario. The tool hasbeenusedin dl 9
provincia psychiatric hospitals (Northwest Region [Lakehead PH], Southwest Region
[London/St. Thomas PH], Centra west Region [Hamilton PH], East Region [Brockville
PH], Northeastern Region [North Bay PH], Southeast [Kingston PH], and Central East
Penetanguishene and Whitby Regions [Menta Hedlth Care Penetanguishene and Whitby
Menta Hedlth Centre, respectively], and Toronto region [Centre for Addiction and
Menta Hedlth]). Furthermore, the tool has recently been adapted for the 9 community
regions of menta hedth.

The CCAR provides basic client information such as current diagnosis and history of
illness; legd, maritd, employment, and education satus, and residentid stability. It then
asesses impairment and strengths in 26 domains related to symptoms, behaviours, and
socid and community functioning. Each of these is rated on a 9-point scale from 1 (high
functioning/no specid problem) to 9 (low functioning/extreme problem of difficulty).

The CCAR ratings rely on program staff’ s knowledge of the client, input from other staff,
aswdll as program records/charts. Interviews of the client are not required. The CCAR is
not completed if Saff are not sufficiently familiar with the sampled dient. Information
from the CCAR is used to calculate arecommended level of care for each client. The
CCAR'’s psychometric properties have been assessed in Colorado and severa other
dates. In these places, as well as more recently in Ontario (Durbin, Cochrane, Goering &
Macfarlane, 2001; Schwartz, 1999), adequate reliability and validity have been
demonstrated.
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Support/Service Use and Needs Profile

The Support/Service Use and Needs Profile dedl's with information about client service
needs and current use. Generdly, program staff are asked to describe the client’ s use of
sarvice in two broad categories: resdential and case management-based treatment. Staff
also assessthe client’ s use and need for 19 specific supports and services, encompassing
treatment, rehabilitation and basic supports. These data were used to determine the
client’s current level of care at the last three sites (Whitby, Penetanguishene, and CAMH)
and to specificdly identify areas of unmet need. As noted above, the profileis dightly
different for HSC residents and outpatient clients than it isfor inpatient clients.

The support/service use and needs profile and the CCAR assessments are used to identify
the support and service needs of individuals receiving services from the mental hedth
system across Ontario’s Provincia Psychiatric Hospitas. This should not be confused
with those that are typica of an individuaized service planning process. The god of this
project is to facilitate a discussion of subgroup needs from a service planning perspective.
It isbased on abrief “snapshot” of a severd very large cohorts of individuas at one point
in time, whereas an assessment of individud dinica needs would require input from a
variety of sources, including the client, and would be conducted regularly over time.

It should be noted that the assessment (needs profile and basic demographic information)
has gone through minor modifications over 4 years of its use in Ontario so that data
obtained at each Ste are dightly different. Taking minor differences into account with the
god of preserving as much information as possible across sites, a merged data set across
Steswas created in the fal of 2002.

Level of Care Assessment

A leve of caretemplate is a systematic gpproach for linking the individud’s need to a
particular leve of care. The templateisintended to support needs- based service planning
for groups of individuas. This does not replace individua level decison making, which
should (as noted above) be made collaboratively, including individuas and families and
congdering unique circumstances and preferences. A leve of care template aso dlows
the opportunity to define a response to needs based on best practices rather than on
current service availability or historic patterns of service use.

L evels of Care Description

Genera descriptions of the type of individua who can be served at each level are
provided below:

Level 1. At thisleve, individuas are capable of saf-management; may attend an
outpatient clinic or see afamily physician monthly; and may intermittently
use arange of core community services and supports.

Level 2: Individuasin thislevel need individualized support about once aweek for
assigtance in identifying needs and accessing core community supports
and sarvices. Their psychiatric care could be provided through regular
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contact with apsychiarist or menta hedth nursein an outpatient dinic,
through community based menta hedlth service or psychiatrist’s office.

Level 3: Personsin thisleve are cgpable of living in the community if they receive
intendve, integrated community treatment, rehabilitation and support.
They may need daily vidits and the availability of 24 hour, 7 days per
week clinica services and individua support. Thiswrap-around service
requires lower casdoad ratios and is usudly associated with a multi-
disciplinary team approach such as provided by Intensve Case
Management and Assertive Community Trestment (ACT) teams.

Level 4: Personsin Leve 4 need resdentia trestment with a strong rehabilitation
component. These individuas have high needs for safety maintenance,
individua support and clinical services. They may be ederly individuas
who need daily nursing care and a safe, supportive environment in
addition to menta hedlth care. Thisleve is aso gppropriate for persons
whose behaviours make it difficult for them to live independently and who
may at times need a secure environment.

Level 5: Individuasin thisleve need care from amultidisciplinary team with high
levels of expertise and support and the capacity to do comprehensve
assessment in a secure setting. Individuasin this level have complex,
difficult to treet psychiatric conditions that may be complicated by co-
exiging disorders (e.g., medicd illness and developmenta disabilities).

Leve 4 care uses security or management risk, severe symptoms and suicidd or violent
behaviour as the admission criteria to aless secure setting. Leve 4 settings are securable
and able to handle management problems other than suicidal or violent behaviour. These
settings will need to be created either through enhancing existing programs or developing
new ones. A description of these settings can be found in arecent report by the HSRCU
that identifies best practicesin regard to Leve 4-type programs (Trainor & Ilves, 1999).
Thisleve could indude nursng and long-term care homes if given considerably
enhanced capacity to ded with individuas who have menta hedth problems. It might
adso include smdler, resdentid settings with saff on Site and the capacity to provide
Security and rehabilitation.

The Making it Happen (MOHLTC, 1999) documents refer to the Level 4 component of
the housing continuum as “resdentia trestment facilities’ (RTF) and categorizesit as
“gpecidized” menta health service dong with ACT teams, mobile outreach teams,
specialized inpatient and outpatient services, and regiond forensic services. Two types of
RTFsare outlined in Making it Happen. Thefirst typeis a secure, lockable facility of up
to 16 resdents. Appropriate clients are described as not needing nursing care, but
requiring trestment and rehabilitation and as having behaviourd problems. The second
type asssts resdents in developing the requisite skills to move to independent housing.
Residents are expected to be involved in meaningful activities outsde of the setting

during the day and to participate in the maintenance of the resdence. They may aso be
clients of an assertive community trestment (ACT) team. It should be noted, for purposes
of thisreport, that Leve 4 refersto the first type rather than the second type of RTF
described in Making it Happen.
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Linking Level of Need to Level of Care
The following sx CCAR domains are important indicators of a person’s need for
gructure, individua support and clinica services:

Safety maintenance: assesses need for specia support or a secure setting due to risk due
to medicationrelated behaviours, wandering, suicide, etc.

Overall Problem Severity: reflects functioning in 21 areas, including psychiatric
symptoms, thought processes, cognitive problems, aggressveness, legd issues, family
and interpersond problems, role performance, and medica and substance co-morbidities,
€tc.

SHf-Care/Basic Needs. assesses aperson’s ability to care for himsdf/hersdf and provide
for higher own needs (food, clothing, housing, trangportation).

Overall Srengths/Resources: assesses the person’s strengths and resources that
contribute to well-being and potentidly influence recovery. These include economic
resources such as employment, housing, financial assets, education and skills, person
resources including parents, sblings and friends, and persona strengths such as
likeableness, gppearance, confidence, judgement.

Quicide/Danger to Self: assesses presence and extent of self-destructiveness, and takes
into account suicide idegtion, planning and attempts; self-injury, and reckless sdif-
endangerment.

Violence/Danger to Others. assesses conduct or actions that pose a thresat to the person’s
family members or others

Client groups associated with each level of care were defined using a staged approach.
Persons who scored high on safety maintenance and overdl problem severity risk (need
for High Structure) were categorized in Levels 4 or 5. Those whose maintenance needs
were rated as“no” or “low” were placed in Levels 1 or 2. The middle group was assigned
to Levels 2 or 3. Within each of these three paths, protective effects such as individua
strengths and resources or exacerbating effects of poor salf care skills or higher
suicidelrisk determined final assgnments. For instance, the presence of
resources/strengths could lower the leve of care placement (i.e., shift an individua from
Leve 3to Leve 2) but wasirrdevant to those in the high severity group. Consstent with
key principles of mental hedlth reform, saverity thresholds for assgnment to inpatient
care were very high and narrow, as were criteriafor assgnment to resdentid care.
Severd pathsled to Level 3 assgnment, increasing its use over more restrictive settings.
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RESULTS

Prevalence of Dual Diagnosisin the Provincial Psychiatric Hospitals

Operational Definition of Dual Diagnosis

The firgt issue to congider in carrying out CAP andyses was how to identify the patients
with adud diagnosis. Two sections of the CCAR collect information on client status
regarding the presence of adevelopmental disability or mental retardation. Thefirs
section is the disability section of the CCAR, where the rater checks whether the
individua has any disahilities (hearing, vison, physicd, and developmenta). The second
section is the diagnostic section, where the rater selects the various psychiatric diagnoses
that the person has. Unlike other psychiatric diagnoses, the diagnosis of mental
retardation is both a disability (devel opmental disability) and a psychiatric diagnosis.
Findings on dud diagnosisin the individual hospital CAP reports are based on those
individuals with adiagnoss of mental retardation or developmental handicap asnoted in
the diagnosis section of the CCAR. Thiswas problematic because in the first 6 CAP
reports, raters were only ableto list a primary and secondary diagnosis (and in the first
CAP report, raters could only list aprimary diagnoss). Using this selection procedure
(diagnoss done) in thefirst Sx Stes, 7.4% of patients were considered to have adua
diagnosis. In contrast, using the devel opmental disability criterion, 12.3% of patients
were consdered to have adud diagnosis (1.6 times as many people). Thus, CAP reports
for the first Sx hospitas reported the prevalence of dud diagnosis as being much lower
than is being suggested here (See Table 1).

Thefinal 3 CAP stes had dightly modified questionnaires to address this issue of
underdiagnogis. In the diagnostic section of these questionnaires, raters could list

unlimited psychiatric diagnosesinduding mental retardation and pervasive
developmental disorder as opposed to just one or two diagnoses. It was hypothesized that
agreement between devel opmental disability in the disability section and mental
retardation or pervasive devel opmental disorder in the diagnosis section would be higher
in these hospitas because there were no limits on the number of diagnosesthat could be
provided. This hypothess was supported. Smilar to the first 6 hospitals, the rate of dud
diagnosis using the devel opmental disability criterion was 12.1%. The rate of dual
diagnosis using the psychiatric diagnosis criterion (diagnosis of mental retardation or
pervasive developmental disorder) was 12.0% (compared to 7.4% in the first Six sites).

It was decided therefore that patientswith adua diagnosis would be operationdly
defined as those individud s with either adiagnosis of mental retar dation/devel opmental
handicap in the diagnostic section of the CCAR or adevelopmental disability inthe
disability section of the CCAR. It is possible that not dl individuds with either a
diagnossof mental retardation or developmental disability truly meet criteriafor adud
diagnoss. However, given the purpose of this study, it was thought that it would be better
to be over rather than under-inclusive
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Table1l
Number of People with a Dual Diagnosis
PPH| Sample Size| Diagnosis of MR Developmental Combined % (N)
(or PDD) % Disability %

Brockville 1037 15.7 19.9 20.2 (209)
Kingston 820 9.3 13.7 14.4 (118)
Hamilton 1312 6.4 9.9 10.1 (132)

London 2999 6.5 12.9 13.9 (416)
North Bay 1196 10.7 18.1 19.5 (233)
Lakehead 1601 0.6 3.2 3.2 (51)

Whitby 1329 12.4 12.3 13.4 (187)
Penetang” 501 33.1 35.1 36.3 (185)
CAMH" 2166 6.2 6.7 8.4 (183)
Total 12960 8.4 12.2 13.2 (1714)

! For these Sites, raters were ableto list an unlimited number of diagnoses

Dual Diagnosis Prevalence

Overdl, 1714 of 12960 PPH patients were determined to have adua diagnosis (13.1%)
usng the criteriaoutlined above. Table 1 presents number of patients with a dua
diagnosis according to diagnostic criteria and disability criteria, by hospital. Table 2
presents rates of dua diagnosis by Ste and patient status (inpatient, outpatient, HSC). Of
the 1714 patients, 416 individuas are inpatients (18.8% of total inpatients), 1036
individuals are outpatients (11.2% of total outpatients), and 262 individuas are living in
HSCs (17.8% of HSC resdents). Individuals with adud diagnosis are present at dl 9
gtes, with the fewest individuals coming from Thunder Bay (51 individuds, 3% of TB
hospital patients). Penetanguishene has the largest proportion of dua diagnosis patients
(36%0), followed by Brockville and North Bay (20% and 19% respectively). Compared to
other disabilities (e.g., deaf, blind, non-ambulatory) having a developmenta disability is
the most common type of disability reported, affecting 1 in 8 PPH patients (See Table 3).

Table2

Rates of Dual Diagnosis by Hospital and
Program Status

Site Inpatient % |Outpatient %|HSC %

Brockville 23.1 17.8 30.5
Kingston 18.3 9.7 61.1
Hamilton 11.4 9.0 17.4
London 19.7 12.5 14.7
North Bay 29.0 16.3 19.8
Lakehead 7.9 27 0 -
\Whitby 11.5 15.1 12.8
Penetang 26.5 49.3 27.3
CAMH 16.7 6.8 7.0
Total (N) | 18.8 (416) 11.2 (1036) 17.8 (263)
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Table3
Percentage of PPH Patients With Disabilities

Disability %
Deaf 2.7
Blind 2.1
Speech 5.9
Non-Ambulatory 5.6
Developmental Disability (DD) 12.2

With regard to leve of cognitive functioning, this informeation is only available for

patients from the find 3 CAP sites (Penetang, Whitby and Toronto), 32% of the tota dua
diagnogis sample (See Table 4). The mgority of individuas have borderline gbility to
mild disabilities (67%), followed by moderate disability (27%). Very few individuds are
in the severe to profound range of developmentd disability (6%). Didributions are fairly
amilar in inpatient, outpatient, and HSC settings with the exception that a greater
proportion of outpatients have borderline to mild disabilities (71%) than inpatients and
people in HSCs (62% and 61% respectively).

Table4
Cognitive Functioning Level by Status
Inpatient % |Outpatient % [HSC % [Total %
Borderline / Mild 62.1] 71.2 61.0 67.0
Moderate 31.6 23.3 320 27.0
Severe / Profound 6.3 5.4 7.0 6.0

Patients with a Dual Diagnosis

Demographics

Petientswith adua diagnosis are predominantly single with limited education (or soecid
education background). The average age of the dua diagnosis patient is 47 years old.

The mgority of patients are between the ages of 25 and 55 (58%) with fewer than 20% of
patients under 25 or over 70. Fifty-five percent of these patients are mae. Lega problems
are reported in 12% of patients with adua diagnosis. For detailed breakdown of
demographics by hospital site and by status, see Appendices C and D respectively.

Psychiatric Diagnoses and Problematic Symptoms of Patients with a Dual Diagnosis
The most common diagnosis in these patientsis psychosis (52%), followed by mood
disorder (20%) and personality disorder (13%). The most problematic symptoms reported
in the CCAR are atention problems, aggression, resistive behaviour, cognitive problems,
interpersona difficulties and problems with self care (See Table 6). These patients dso

have limited personal, socid and economic resources available to them (See Table 7).

Forty nine percent of patients have medica concerns and 91.5% of patients are taking
psychotropic medication. For a breakdown of psychiatric diagnosis by status, see Table 5
and for a breakdown of symptom severity by status and strengths and resources by status,
see Tables 6 and 7 respectively.
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Table5

Psychiatric Diagnosis and Medication by Status

Inpatient % | Outpatient % HSC %| Total %

Mood 15.2 24.0 7.3 19.4

Anxiety 3.6 8.4 5.4 6.8

Psychotic 46.0 53.1 57.5 52.0

Personality 15.6 11.8 11.6 12.7

Substance Use 6.0 5.1 0.0 4.6

Organic 12.3 3.6 13.9 7.2

Medical Diagnosis 62.2 42.6 48.2 48.6

On psychotropic medication 91.5 93.2 83.1 91.5

Table6
Symptom Severity for Patients by Status (mean scores*)
Inpatient  |Outpatient |[HSC ([Total

Anxiety 4.28 3.79] 3.94 3.94
Attention 5.56 448 4.4 4.74
Hyperaffect 3.92 271 3.30 3.10
Suicide 3.24 2.18 195 2.4
IAggression 5.03 3.13 3.527 3.65
IAntisocial 4.01 2.6 239 292
Legal 2.24 153 1.12 1.6§
Resistive 5.06 3.67| 3.47 3.99
\Violence 4.43 2.44 214 2.90
Self Care 6.81 496 6.8 5.69
Thought Processes 4,93 3.76( 4.03 4.08
Cognitive Problems 5.64 4.36| 4.1§ 4.65
Interpersonal 5.92 499 3.7q 5.04
Medical lliness 3.37 3.13( 3.09 3.18
Role Performance 6.92 5.23 7.284 5.95
Substance Abuse 1.74 1.61] 1.08§ 1.54

*these scores are based on likert scae of 1 to 9 with 9 being most severe

28
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Table7
Strengths and Resources for Patients by Status
mean scores*)

Inpatient  [Outpatient |HSC [Total
Economic 1.08 348 2.79 2.75
Education 0.58 1.37] 0.93 1.09
Person 1.68 3.26) 2.10 2.66
Personal Strengths 1.29 2400 2.3 2.12

*these scores are based on likert scale of 1 to 9 with 9 being the highest leve of strengths
and resources

Service and Support Needs of Patientswith a Dual Diagnosis

Onethird of dud diagnos's patients require very intensive supports and services (Levels

4 and 5) and 25% of patients can manage with occasional contact (Leve 1) or case
management (Level 2). However, only 12% of inpatients with dud diagnosis were
determined to require the inpatient hospita care they are currently receiving. If the
intensive services required could be made available to them, most inpatients would be
able to succeed in the community based settings as opposed to in hospita based care (See
Figurel).

For a subsample (32%) of patients with adud diagnoss (those in the last 3 Sites), current
services were contrasted with recommended level of care to determine how well matched
current services were with their needs. Fifteen percent of patients are receiving services
that are at least two levels below what they require, 33% of patients are receiving services
1 level below what is recommended and 16% of patients are recaiving ahigher level of
support than is recommended. Only 36% of these patients are receiving services matched
to their current level of need.

Figure 1
Recommended Leve of Care by Status
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Staff dso rated the needs of patients with adua diagnosisin 18 program areas (Table 8).

As evident from Table 8, need for services and supportsis very high in most aress (above
50%) for these clients, with the exception of income support (13%), correctiond services
(13%), substance abuse (14%) and educational support (36%).

Table8

Rate of Need (%) for Services and Supports for Patients
With and Without a Dual Diagnosis

Domain DD % Non DD %

Med manage* 95.7 93

Physical Health Care* 94.2 88
Assessment / Diagnosis 92.5 91.3
Social / Recreational* 97.3 83
Meaningful Activity* 90.8 77.7
ADL skills* 87.4 60

Self Care* 84.5 49

Income Support Need* 12.7 65.1
Housing Support* 79 55

Rights / Protection* 78 56
Crisis Intervention* 74.7 64
Developmental Disability* 54.1 9
Family Support* 74.5 69.8
Vocational* 54.6 46.4

Educational 36.3 35.8

Correctional Services 12.6 10.7
Dental 86.1 84.2

Substance Abuse* 13.6 23.4
Psychotherapy* 73.1 83.1

Comparison of Men and Women with a Dual Diagnosis

As noted above, equa numbers of men and women with adud diagnosis are served by
the PPH system and they are just ask likely to receive a comorbid medical diagnosis.
There are some important differences worth noting, however. Women with adud
diagnosis have higher rates of psychotic disorder and organic disorder, while men have
higher rates of substance abuse and personality disorder. Women are more likely to have
experienced aloss or grief prior to admission, they have higher rates of eating disorders
and cultura issues, as wdl as past suicide attempts, and they are more likely to have been
sexudly or physicaly abused in the past. Men, in contrast, are more likely to have a
history of unstable employment, and to have ether been involved in property destruction
or fire-setting in the past. (See Table 9.)
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Table9
Comparison of Men and Women with a Dual Diagnosis on Diagnoses and
Other Clinical Concerns

Male % [Female %
Psychiatric Diagnosis Mood 16.3 18.2
Anxiety 6.7 7.8
Psychotic* 43.4 57.6
Personality* 16.3 7.4
Substance Abuse* 4.9 0.2
Organic* 4.0 8.9
Medical Diagnosis 47.6 49.0
Other Clinical Concerns Loss / Grief* 7.5 17.1
Eating disorder* 1.8 8.9
\Wetting / Soiling 11.9 15.8
Fire Setting* 7.0 2.5
Cultural Issues* 2.4 9.8
Language Issues 10.4 9.1
Sexual Abuse* 9.3 23.9
Physical Abuse* 15.3 23.6
Neglect 12.1 15.1
Unstable Employment* 23.3 15.6
Suicide Attempt* 5.2 15.2

*significant difference, with correction for multiple comparisons applied

Comparison of Older (Over 65) and Younger Dual Diagnosis Patients

Individuas older than 65 years make up 11.2% of the dua diagnosis population served
by the PPH system. They have lower rates of mood disorder and psychotic disorder but
higher rates of organic disorders than younger patients. They did not differ from younger
patients in terms of having acomorbid medica diagnosis. Older individuds areless
likely to have a documented experience of loss, or to have cultural concerns, and areless
likely to have documented past sexudly or physicaly abusive experiences or to have
attempted suicide in the past. They have significantly more problems, however, in terms
of wetting or soiling themsalves and are more likely to have documented past experiences
of neglect than younger patients. (See Table 10.)
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Table 10
Comparison of Younger and Older Patients with a Dual Diagnosis on
Diagnoses and Other Clinical Concerns

<65 | >65
Psychiatric Diagnosis Mood * 18.4 10.3
Anxiety 7.9 4.0
Psychotic * 51.1 34.1
Personality 13.4 104
Substance Abuse 3.0 1.6
Organic * 5.1 12.§
Medical Diagnosis 47.6 52.3
Other Clinical Concerns Loss / Grief * 12.9 0.9
Eating disorder 5.1 6.5
\Wetting / Soiling * 12. 22.9
Fire Setting 54 1.7
Cultural Issues * 6.1 0.C
Language Issues 9.5 4.3
Sexual Abuse * 16.6 5.6
Physical Abuse * 19.5 11.1
Neglect * 12.3 20.¢
Unstable Employment 19.7 22.2
Suicide Attempt * 10.4 1.6

*significant difference, with correction for multiple comparisons applied
Dual diagnosis patient characteristics by program status

Inpatients with a Dual Diagnosis

Seventy percent of inpatients with adud diagnosis are male. They range in age from 17
to 98 with amean age of 47. Fifty-eight percent of these inpatients have a diagnosis of
mentd retardation noted on their form. The most common psychiatric diagnosisis
psychotic disorder (46%), followed by persondity disorder (16%) and mood disorder
(15%). The mean number of days as an inpatient from admission to time of assessment is
2398 days (6.57 years). Twenty two percent of inpatients have legd issues and 26% of
inpatients are in specidized dud diagnods inpatient units.

Thirty seven percent of inpatients with adud diagnosis have been in hospital for at least

5 years (see Figure 2), ranging in age from 23 to 98 with amean age of 53. They are
fairly smilar to shorter stay inpatients. Sixty-eight percent of these individuas are mae.
Only 54% of them have a primary or secondary diagnosis of menta retardation. The most
common diagnosis for these individuads is psychatic disorder (50%). All other diagnoses
were noted in fewer than 15% of the long term inpatients. Rates of mood disorder are
lower (8%) than for other shorter term inpatients. Ten percent of these individuas were
noted to have legd issues but 70% of these individuas were noted to have medica
problemsin addition to their psychiatric impairment.

Aswas reported for the generd CAP Population, dua diagnosis inpatients were rated as
having more severe symptoms (see Table 6) and fewer resources (see Table 7) than
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outpatients and DD individuadsin HSC programs. Proportionately more inpatients have
higher levels of care recommended than outpatients and individuas in HSCs.

Figure 2
Length of Stay of Inpatients With and Without a Dud Diagnods
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Outpatients with a Dual Diagnosis

Outpatients with adua diagnosis are evenly divided between men and women. Sixty-
five percent of outpatients have a primary or secondary diagnosis of menta retardation.
Thirty percent of these individuds live in group homes, 28% live in private homes, 22%
live in nursing homes, and 17% live in boarding homes. The mgority of outpatientslive
with non-family. Fourteen percent of them live done, 9% live with parents, 11% live
with aspouse, and 5% live with other family members. The most common diagnosisis
psychotic disorder (53%), followed by mood disorder (25%), and personality disorder
(12%). Twenty-one percent of outpatients are receiving services from a specidized dud
diagnosis outpatient program. Eleven percent of outpatients have legd issues. Ninety-
three percent are taking psychotropic medication and had 43% amedica diagnosis.

Individuals Residing in Homes for Special Care with a Dual Diagnosis
Theseindividuds are evenly divided between men and women. Eighty-two percent of
them have aformd diagnoss of menta retardation noted on their form. Theseindividuas
have a mean age of 54, which is sgnificantly older than the mean age of inpatients and
outpatients with adud diagnosis but cons stent with the age of HSC residents without a
dud diagnosis. The most common diagnosisis psychoatic disorder (58%), followed by
organic disorder (14%) and personality disorder (12%). No individuas from HSCs are
recalving specidized dud diagnoss services. The mgority of these individuds are taking
medication and few of them (1.6%) had legd issues. Given the varigbility in HSCswith
regard to whether they serve people with adud diagnosis, and given that only a
subsample of individuas from the HSCs were surveyed, these findings should be
interpreted cautioudy.

33
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Individuals with a Dual Diagnosisand L egal |ssues. Patient Char acteristics and
Needs

Twelve percent of patients with adua diagnosis were classfied as having lega issues.
Sixty percent of these individuas have a diagnosis of mentd retardation recorded in their
chartsasa primary or secondary diagnosis. Of those patients where information on
functioning level was available (last 3 CAP sites), 61% of these individuds are
functioning in the borderline to mild range of intdlectud functioning. Eighty-Six percent

of patients with legd issues and adua diagnosis are mae, 55% of them are outpatients
and 43% are inpatients (only 2% are residing in HSCs). The most common diagnosisin
these individuasis psychotic disorder (48%), followed by persondity disorder (39%) and
substance abuse (19%). Rates of psychotic disorder are Smilar to individuas without
legd issues and adua diagnosis but rates of persondity disorder (39% versus 10%) and
substance abuse are notably higher (19% versus 3%). The least common diagnosisis
anxiety disorder in 3% of forendc patients.

Individuals with a dud diagnods and forensic issues are more likely to require intensive
case management (e.g., ACT team support) than other individuals with adua diagnoss
(60% versus 38%).

Specialized Dual Diagnosis Programs. Patient Characteristics and Needs
Nineteen percent of patients with adud diagnosis were identified as being part of a
pecidized dud diagnoss program. These programs existed in 7 of the 9 stes. Five
hospitals have inpatient programs, and 4 Sites have outpatient or consultation programs.
(For further details on these speciaized programs, see Appendix E.) Overal, these
patients are younger (39 vs. 48), more likely to be male (70% vs. 50%), and more likely
to be violent or aggressve. They are lesslikely than other dua diagnoss patients to be
diagnosed as having psychotic disorder but more likely to receive adiagnosis of mood or
anxiety disorder. (See Tables 11 & 12).

Petients being served by specidized programs were o rated as having ahigher leve of
recommended care than those served in generic programs. In addition (for thelast 3
gtes), they were rated as being more poorly matched with regard to current services
versus need than patients not served by specidized programs. This would suggest that
the few exigting speciaized programs could not meet the severe needs of this specialized
group with their current resources.
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Table 11

35

Comparison of Dual Diagnosis Patients in Specialized Dual Diagnosis Patients to Those in Generic
Programs on Demographics

DD Program % | Non DD Program % [Total %
Sex * Male 70.7 51.7 55.3
Female 29.3 48.3 447
Age * Mean age 39.22 48.86
Marital Status * Single (never married) 94.4 73.5 77.5
Married / Common Law 1.2 10.Q 8.4
Separated 0.3 3.5 2.9
Divorced 3.7 8.5 7.6
\Widowed 0.3 4.9 3.7
Education * Elementary school or less 67.4 48.1 51.7
Some high school 17.4 384 344
Completed high school 1.2 2.9 2.5
Some post secondary 0.3 3.5 2.9
Completed post secondary 0.0 0.6 0.5
Don't know 13.7 6.4 8.0
One or more legal
Legal Status * problems 8.0 13.G 12.1
Usual Living Arrangement *  [Lives with parent(s) 5.0 7.4 6.9
Lives with spouse / partner 1.3 9.2 7.7
Lives with other relative 0.6 3.7 3.1
Lives alone 1.9 12.9 10.7
Lives with unrelated person 84.4 62.9 66.9
Inpatient 6.9 4.2 4.7
Employment Status * Not working 74.9 89.2 86.6
\Working 10.2 3.9 5.0
Other 14.9 7.0 8.5

*significant difference, with correction for multiple comparisons applied

Table 12

Comparison of Dual Diagnosis Patients in Specialized Dual Diagnosis
Programs to Those in Generic Programs on Diagnoses

DD Program % | Non DD Program %

Psychiatric Diagnosis |Mood * 32.5 16.3
Anxiety * 14.5 4.9

Psychotic * 24.7 58.4

Personality 10.2 13.3

Substance Abuse 1.9 5.2

Organic 5.0 7.7

Medical Diagnosis 41.7 50.4

*significant difference, with correction for multiple comparisons applied
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Comparison of patients with a dual diagnosisto other patientsin the PPH sysem

Demogr aphic differences

Petients with adud diagnoss are different than other patients in more ways than they are
gmilar. They are dightly younger overdl (mean age of 46 versus 48), more likely to be
sngle and have less education. They differ in terms of their usud living arrangement
(lesslikely to live done or with spouse) and their usud place of resdence (less likely to
livein aprivate home and more likely to be in ether aboarding house or a group home).
Aswell, they are more likely to be unemployed (see Table 13). A smadller proportion of
individuas with adua diagnos's are outpatients when compared to those without a dua
diagnosis (60% versus 73%).

36
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Table 13

Demographics for Patients With and Without a Dual Diagnosis

DD % [Non DD %
Sex Male 55.3 52.8
Female 447 47.2
Age * Mean age 46.7 48.3
Standard Deviation 14.8 16.1
16-24 4.3 4.2
25-39 29.0 26.3
40-54 34.7 37.2
55-69 22.§ 18.8
70+ 9.1 13.5
Marital Status * Single (never married) 77.5 51.8
Married / Common Law 8.4 21.4
Separated 2.9 5.4
Divorced 7.6 14.4
\Widowed 3.7 7.0
Education * Elementary school or less 51.7 12.4
Some high school 34.4 34.6
Completed high school 2.5 20.1
Some post secondary 2.9 15.1
Completed post secondary 0.5 13.8
Don't know 8.0 4.1
Legal No legal problems 87.9 87.5
Usual Living Arrangement *  [Lives with parent(s) 6.9 10.1
Lives with spouse / partner 7.7 21.5
Lives with other relative 3.0 4.4
Lives alone 10.8 27.6
Lives with unrelated person 66.8 33.9
Inpatient 4.7 2.5
Usual Place of Residence * [Rooming / Boarding house 16.9 8.4
Shelter / Hotel 4.9 3.5
On the Street 0.1 0.5
Coop / Group home (not HSC) 23.3 7.7
Nursing/ Long term care facility 14.G 18.1
Private home / Apartment 20.5 47.8
Approved home 0.3 1.2
Hospital 12.4 6.5
HSC 7.8 6.4
Employment Status * Not working 86.6 79.2)
\Working 4.2 17.0
Other 254 3.8
Status * Inpatient 24.3 16.0
Outpatient 60.4 73.2
HSC 15.3 10.8

*significant difference, with correction for multiple comparisons applied
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Differencesin Diagnosisand Symptom Severity

Petients with adual diagnosis are just as likely as other patients to receive a diagnoss of
psychoatic disorder, persondity disorder, or organic disorder but are less likely to receive
adiagnosis of mood or anxiety disorder, or substance abuse. Inpatients with adua
diagnosis tend to have longer admissons than other inpatients, with 37% having inpatient
stays greater than 5 years (compared to 17% of non dud diagnosis patients; See Figure
2). More dud diagnosis patients have a history of physical or sexud abuse or neglect,
language issues, fire setting behaviour and problems with wetting and soiling but had
fewer problems with suiciddity, unstable employment, and family substance abuse prior
to admission. (See Table 14.)

Table 14
Diagnoses and Clinical Issues for Patients With and Without a Dual
Diagnosis
DD % [Non DD %

Diagnosis / Medication  |Mood* 19.4 35.3
Anxiety* 6.7 10.3
Schizophrenia / Psychotic 52.0 51.3
Personality 12.7 11.9
Substance Use* 4.6 11.6
Organic 7.2 7.Q
On Psychotropic Medication 91.4 90.4

Other Clinical Concerns |Loss / Grief* 10.8 20.5
Eating disorder 7.3 6.1
\Wetting / Soiling* 15.3 74
Fire Setting* 8.1 3.1
Cultural Issues* 6.8 5.5
Language Issues* 9.2 4.G
Sexual Abuse* 17.1 13.9
Physical Abuse* 20.3 17.7
Neglect* 15.3 10.9
Unstable Employment* 23.7 314
Suicide Attempt* 15.3 22.G

*significant difference, with correction for multiple comparisons applied
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In terms of symptoms as measured by CCAR ratings, dua diagnods patients were
assigned more severe symptom ratings for most symptoms when compared to patients
without adua diagnosis (see Table 15). They aso have fewer resources than the other
patients (see Table 16).

Table 15
Symptom Severity for Patients With and
Without a Dual Diagnosis (mean scores)

DD |Non DD
Anxiety 3.95 3.64
Attention 4.75] 3.7
Hyperactivity 3.1 2.43
Suicide 2.41) 2.06
IAggression 3.66 2.47
Antisocial 2.93 2.05
Legal 1.65] 1.54
Resistive 3.99 3.48
Violence 2.9 1.93
Self Care 5.69 3.62
Thought Processes 4.09 3.59
Cognitive Problems 4.66 3.39
Interpersonal 5.06 4.02
Medical Iliness 3.18 2,71
Role Performance 5.95 4.58
Substance Abuse 1.56 2.04

*these scores are based on likert scale of 1 to 9 with 9 being most severe

Table 16
Strengths and Resources for Patients
With and Without a Dual Diagnosis
(mean scores)

DD [Non DD
Economic 2.75 3.51
Education 1.09 3.29
Person 2.65 351
Personal Strengths 2.1 3.56

*these scores are based on likert scale of 1 to 9 with 9 being the highest level of strengths
and resources

Comparison of Service and Support Needs of Patients with and without a Dual
Diagnosis

Based on information provided above with regard to symptom severity, strengths and
resources, it is not surprising that dud diagnosis patients have higher recommended
levels of care than other patients (3.0 vs. 2.5; see Table 18). A larger proportion of them
require level 4 and 5 care than the average patient (32% vs. 22%) and significantly fewer
of them could manage with lessintensve (level 1 or 2) support (25% versus 52%). (See
Fgure 3. Thisisvery rdevant in terms of menta hedlth reform because typicd

outpatient services, gppropriate for more than half of PPH patients, would not be
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gppropriate for the mgority of duad diagnoss patients. Secure residentia trestment or
intensive case management such as ACT teams are more gpplicable to these individuals.

Figure 3
Recommended Leved of Care for Patients With and Without a Duad Diagnoss
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Comparison of Patientswith Legal 1ssueswith and without a Dual Diagnosis

A smilar proportion of patients with and without a dua diagnosis have legd issues

(12%), primarily maes in both groups (86% versus 80%). Just over haf of the
individuaswith lega problems are outpatients, regardless of diagnosis (55%). Although
legd problems were as common in patients with a dud diagnoss as those without, the
type of legd problem is different. Individuadswith adua diagnosis are lesslikdly to be
classfied as Not Crimindly Responsible (22% versus 43%) but are more likely to be
considered Unfit to Stand Tria (12% versus 3.5%). With regard to psychiatric diagnoss,
rates of persondity disorder re significantly higher for those with adud diagnosis (39%
versus 20%) but rates of mood disorder (13% versus 22%) and psychotic disorder (48%
versus 59%) are sgnificantly lower. Interestingly, rates of substance abuse, very different
when comparing individuas without legal issues with and without and dud diagnoss, are
not very different when comparing individuals with legal concerns (19% versus 24%).
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With regard to support and service needs, forensc patients with adud diagnosis are rated
asrequiring ahigher level of care than the other forensic patients (See Table 21). Nine
percent of forensic patientswith adud diagnosis can manage with case management or
outpatient care compared to 35% of non-dudly diagnosed forensic patients and 60% of
forensic patients with adua diagnosisrequire level 3 care compared with 38% of

forendic patientswithout adud diagnosis. However, level 4 and level 5 care are
recommended for smilar proportions of forensic patients with and without a dud
diagnosis (See Figure 4).

Figure 4
Recommended Leve of Care for Forendc Petients With and Without a Dud Diagnosis
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Comparison of Patients with Psychotic Disorderswith and without a Dual Diagnosis
Half of the individuas served by the provincia psychiatric hospitals have aprimary or
secondary diagnosis of psychotic disorder. Because psychosisis the most common
primary or secondary diagnosisin the generd psychiatric hospital population aswell as
in those with adud diagnoss, these individuas are examined in closer detail. Of those
patients with a psychotic disorder diagnosis, nearly 1 in 7 dso hasadua diagnoss
(13.3%), evenly split between men and women. (Thisisin contrast to 66% of patients
with a psychotic disorder and no developmenta disability being male). A psychaotic
disorder diagnogsis as common in patients with a developmentd disability asin patients
without a developmenta disability. With regard to symptom severity, patients with a dud
diagnogis are rated as more severe on dl symptoms with the exception of substance
abuse, which was rated as higher for those without a dua diagnosis. In addition, patients
with adud diagnosis were rated as having fewer resources than the other patients with
psychotic disorder.

With regard to service and support needs, patients with a psychotic disorder diagnosis
have the highest needs of dl diagnoses. However, needs of patientswith adud diagnosis
of psychotic disorder and developmentd disability were consstently rated as higher than
the needs of patients without developmenta disability. The same low proportion of
patientsin both groups require leve 5 care (inpatient treatment; 3.5% vs 2.3%).
However, fewer individuas with developmenta disability and psychotic disorder were
rated as being able to manage with self management (3.5% versus 14.5%) or community
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support (18.9% versus 29.7%). Seventy-four percent of patients with adud diagnoss
require level 3 or 4 care compared to 54% of patients with a diagnosis of psychotic
disorder and no developmenta disability. (See Figure 5.)

Figure5
Recommended Level of Care for Psychotic Patients With and Without a Dud Diagnosis
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DISCUSSION

The present study was conducted to determine the patient characteristics and needs of
individuas being served by Ontario’s Psychiatric Hospitalswith adud diagnods. Thisis
the firgt sudy of its kind with atertiary care psychiatric population and has implications
for servicesin Ontario but also contributes to research in the field of dud diagnosis more
broadly.

Individuals with adud diagnosis are an underserved population in this province' s
psychiatric hospitals as well as elsewhere. Asmany as 1 in 8 individuas served by the
PPH system have adud diagnos's, dthough estimates would have been lower had
andysesrelied on information given by primary or secondary diagnosis only. Rates of
dud diagnosis are higher in the psychiatric hospital population than in Ontario’s
community menta hedlth settings (13% vs. 5%; Centre for Addiction and Mentad Hedth
[CAMH], 2003), and rates are <0 likely higher than in acute psychiatric genera hospital
stings (e.g., Burge et d., 2002) athough no comparable province wide survey of
generd psychiatry programs exigs.

Thisinformation aloneisimportant to the psychiatric hospita administrators, who may
not recognize how many of their patients have adud diagnosis, but is aso rdevant to
adminigtrators in the developmentd disability sector or programs associated with
MCFCS. Individuds receiving services by the psychiatric hospitals may not aways be
known to the developmenta disability sector and consequently may not be included in its
edimates of dua diagnosis rates, dthough it seemslikely that these individuas are
among the most severdly impaired. Thisinformation isaso relevant to dl of the
indtitutions responsible for educating and training present and future saff of the
provincia psychiatric hospitals, as individuaswith adud diagnosis comprise a
ggnificant patient subgroup.  Findly, the high rates of dud diagnossin the province's
psychiatric hospital's needs to be acknowledged by the individuas responsible for
directing menta hedth system reform in the province. Clearly this group has unique
patient characterigtics but aso higher needs than other individuas served by the
hospitals. For menta hedlth reform to succeed for these individuals, their needs must be
taken into consideration.

Individuals with adua diagnoss are a diverse group, demographicaly and

diagnogticdly. Thisreport clearly highlights as many within group differences as

between group (those with a dud diagnosis versus those without) differences. There
cannot be asmple dua diagnoss trestment plan that will meet the unique needs of each
patient with adud diagnoss. Factorsto consder when determining the needs of any
individud with adud diagnosisindude but are not limited to: gender, age, patient status,
diagnosis, abuse higory, family involvement, security/management issues, whether the
individua has legd issues, whether the person isin aspecialized dud diagnosis program,
and where in the province the person with adua diagnosis comes from. Needs tend to be
higher for inpatients, those with legd or security management issues, and those served by
Specidized dud diagnoss programs, replicating findings from other gudies (eg., Lowe

et al., 1995; Raitsuo et d., 1999; Xendtidis et d., 1999). Women on average have smilar
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needs to men with adud diagnosis but may dso have unique risk factors or other
congderations (e.g., more likely to have experienced abuse, past suicide attempt) and
may differ diagnogticaly, as has been found for women with adud diagnogsliving in

the community (Lunsky, 2003). Older individuals may have additiona medicd
complications and unique problem behaviours not as gpparent for younger individuals
(eg. soiling/wetting, organic disorders), as has been reported by others (Cooper, 1999;
Pary, 1993). Findly, some parts of the province may have higher needs due to alack of
dterndive sarvices avallable to this population. (Regiond issueswill be examined in
greater depth in Phase |1 of the study.)

Findings from the CAP sudies are being used to guide menta hedlth reform.
Information, therefore, on how patients with adua diagnoss differ from the typica
patient served by the provincia hospitalsis particularly rdevant. Asindicated in the
results, patients with and without a dud diagnosis differ in terms of demographics,
diagnoss, length of stay (inpatients), problem severity, available resources, and service
and support needs.

Other studies have discussed the high rates of psychotic disordersin individudswith a
dud diagnosis (e.g., Doody, Johnstone, Sanderson, Owens & Muir, 1998; Hassiotiset d.,
1999) but some have suggested that psychotic disorder can be misdiagnosed (Deb et dl.,
2001; Moss, Prosser & Goldberg, 1996). The high rates here (52%) are dmost identica
to the rates of psychotic disorder in those without a dud diagnos's (51%), suggesting that
psychoatic disorder is more prominent in individuals with adud diagnosis served by a
tertiary psychiatric setting. However, behaviours that appear to be “ psychotic” in nature
can be part of the typica behaviour repertoire of individuas with devel opmental
disabilities and can aso be observed in response to a variety of life events but not
congtitute a psychotic disorder (O’ Dwyer, 2000). Clinica reviews of inpatientsin tertiary
settings have documented that not dl individuas with diagnoses of psychotic disorder
and developmenta disability or autism have been appropriately diagnosed (Garcin,
Burge, McCreary, & Heino, 2002; Palucka & Lunsky, 2002). Only further follow-up
examining the diagnogtic process in this population will add clarity to thisissue. Such
follow-up is currently underway at the CAMH Toronto Site (Lunsky et d., 2003).

Mood disorders and substance abuse disorders were noted to occur less frequently in
those with adud diagnos's than those without adud diagnoss. Are mood disorders less
evident in people with dud diagnogis recelving services a the psychiatric hospitals or are
they just overlooked most frequently? There are two explanations for thisfinding. The
first explanation is that individuas with mood disorders are underserved by the PPH
system because the severity of their problemsis not high enough unless there is serious
aggression associated with the mood disorder. These individuas therefore do not gain
entry into the PPH system. The second explanation isthat these individuas do gain entry
into the PPH system for behaviours that are accounted for as being due to psychotic
disorders when they are actudly better accounted for by mood disorders ( Palucka,
Nyhus, & Lunsky, 2003) but are misdiagnosed. The lack of trained professonasin dua
diagnosisworking in the PPH system supports this second explanation (Lunsky &
Bradley, 2001). Interestingly, mood disorders were more commonly diagnosed in
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specidized dud diagnosis programs compared to generic programs, suggesting that
specidized training may lead to better diagnostic practices.

Although the overdl rates of substance abuse are particularly low in the dua diagnosis
subgroup as has been reported elsewhere (e.g., Hurley et d., 2003), it should be noted
that ratesin the dud diagnosis subgroup with legd issues are dmogt identica to the rates
inthe non-dua diagnosis subgroup, suggesting that substance abuse problems may be
particularly rlevant to certain individuas. Again, thisissue can only be addressed
through research on the diagnostic processin the hospitals.

The mogt important finding in this study from a service delivery perspective isthat the
recommended leve of care for individuas with adud diagnosisis higher than the typica
patient served by the PPH system. This finding holds true across status (inpatients,
outpatients, and HSC residents), for individuals with legd issues, and for patients with

the most severe symptomatology of psychotic disorder. For each of these groups and for
the group of individuals with adua diagnoss as awhole, sgnificantly fewer individuds
with adual diagnosis can function with level 1 or level 2 support. Significantly more
individuds require level 3 or 4 support; Interestingly, the percentage of individuaswho
require inpatient admisson (level 5 support) is Smilar to those without adud diagnoss
even though the average length of stay is sgnificantly longer for inpatients with adud
diagnosis than for those without. Thus, inpatient services from the PPH hospitd are as
essentid for individuals with adud diagnoss as for those without, but they are not more
needed. What does appear to be needed that does not currently exist are Residential
Trestment Facilitates (RTFSs) and more intensive case management services such as
gpecidized ACT teams. Such services would benefit individuas being underserved
currently with level 1 or 2 support, as well as the inpatients who do not need to bein
hospital. A better match of services to need is not a unique concern for individuals with a
dua diagnosis but appliesto al patients served by the psychiatric hospitals (CAMH,
2003). However, the extent of discrepancy between recommended and available services
is greater for the dua diagnosis patient subgroup.

This study has severd limitations, which should be taken into consderation when
interpreting its findings. Firg, findings are based on a treatment population, the subgroup
of individuals with adud diagnosis being served by Ontario’ stertiary leve care
psychiatric hospitals. Findings may not apply to individuas with adua diagnoss who
have not accessed services through the PPH system. Second, data reported here are based
on secondary anayses of data developed for another reason. Issues such as accuracy of
developmentd disability and psychiatric diagnosis cannot be addressed using this
database, but only through further research. Other concerns such as how well resourced
the various hospitals are to meet the needs of patients with adud diagnosis cannot be
addressed here. 1t ishoped that Phase |l of this study will be an opportunity to provide a
context for data reported here, through speaking with the various stakeholders from
across the province and looking more in depth at current dua diagnosis services and
needs.
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KEY FINDINGS

Prevalence of Dual Diagnosisin Provincial Psychiatric Hospitals

Asmany as 13% of PPH users have adua diagnosis, with some sites (e.g.,
Penetanguishene Menta Hedlth Centre) identifying as many as 36% of their patients as
having adua diagnoss. Rates of dud diagnosis can be grosdy underestimated when
relying only on an individua’ s primary or secondary diagnosis (7.4% versus 12.3%in

first Sx hogpitds). Therefore it isimportant that the presence of acomorbid

developmental disability be explicitly assessed as opposed to inferred based on a patient’s
primary or secondary diagnosis. Developmentd disability is more common than any

other disability in the psychiatric hospita population.

Recommendation:
Hospita administrators, policy makers, the MOHLTC and MCFCS need to be
made aware of high percentage of patientsin the PPH syslem with adua
diagnosis as they are grosdy underserved.
Further investigation into differences in dud diagnogs prevaence rates across
hospital Sitesisrequired, which should include a survey of services and supports
avalable insde and outside of hospita for patients with adud diagnosis.

Comparison of Patients with a Dual Diagnosis to those without

Individuas with adud diagnoss are younger, more likely to be single and unemployed
and living in dependant settings, with longer inpatient admissions than other individuas

in the PPH system. They are lesslikely to receive certain diagnoses (substance abuse,
mood disorder) but equaly likely to be diagnosed as psychoatic, and equaly likely to have
legal issues as other patients. Their most significant problems are in the areas of sdf-care,
aggresson and security / management issues but they have higher symptom ratings on
most symptoms when compared to patients without adua diagnosis combined with
fewer economic, educationd, internal and externa (social support) resources. They have
higher recommended levels of care than other patients and higher needs with regard to
clinical services and supports.

Recommendations:

- Sarvices provided by the hospitas and aternative programs developed under
menta hedth reform should match the needs of individuas with dud diagnosis,
recognizing thet their needs are higher than the typica patient.

All g&ff in the PPH system require training to recognize and meset the unique
needs of patients with adua diagnoss.

Individuals specidly trained in the area of dud diagnosis should be available to
each program at each hospitd to assist in providing appropriate assessment and
treatment services to dua diagnosis patients.

Interministerial cooperation is required so that patients with adud diagnosis can
access appropriate services through both systemsin a cohesive manner.
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Specialized Dual Diagnosis Programs

Seven specidized dua diagnoss programs continue to function within the Provincid
Psychiatric Hospitals, serving 20% of patients with adua diagnosis. Petients served by
these programs are typicdly younger, more frequently mae, and have significantly more
issues related to aggression than other patients with adud diagnosis. They have higher
reported symptom severity and greater needs than other patients with aduad diagnosis.
Despite being in specidized programs, their unmet need is even greater than for patients
with adud diagnossin the generic hospital programs.

Recommendations:

- Greater efforts should be made to recruit and retain staff who are trained to work
with patients with adud diagnossin specidized dud diagnos's programs, given
how chdlenging these patients can be.

Expertise available through dud diagnosis programs needs to be extended to
provide support to the remaining 80% of individuals not in these programs.
Appropriate resources must be provided so that current services can better match
the needs of patients with adua diagnosisin speciaized dud diagnosis programs.
Protocols and appropriate placement options need to be devel oped that take into
account the severity of aggression displayed by patients served in specidized dud
diagnosis programs.

Patient Characteristics

Provincid psychiatric hospitas are serving equa numbers of men and women with adua
diagnosis. They come from arange of backgrounds, ages, and residentia settings. Most
individuals with adua diagnoss have limited education and are unemployed, two of the
most important determinants of menta and physica hedth. The most common diagnosis
given to people with adua diagnosisis psychotic disorder, even in outpatient settings
where mood and anxiety disorders are more prevaent in the genera population. Mood
and anxiety disorders are not common diagnoses although research would suggest that
they are undiagnosed. The mgority of individuas with a dud diagnosis served have
mild developmentd disabilities as opposed to severe impairments.

Recommendations:
Further investigation into diagnostic practices with this population, it is necessary
to determine whether psychotic disorders are being overdiagnosed while mood
and anxiety disorders are being underrecognized. If thisisthe case, training is
required to hep clinicians make more appropriate diagnoses and treatment
recommendations for these individuas.
Further investigation into hedlth disparities in this group, recognizing thet they are
less educated and less financialy supported than the generd psychiatric
population, and thet they are dso less likely to have family and spousd socid
support is required.

Gender |ssues
Equa numbers of men and women with adua diagnosis receive services a the PPHS,

however sgnificantly more men are served in both inpatient settings and specidized dud
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diagnosis programs. Women and men do not differ diagnogticaly with the exception that
men have higher rates of personality disorders and substance abuse. WWomen, on the other
hand, like women in the general PPH population, are more likely to have experienced

past trauma or loss than men, and they aso have higher rates of suicide attempts prior to
receiving PPH sarvices.

Recommendations:
Gender issues need to be conddered in the trestment of individuas with adua
diagnosisin the PPH system in the same way that they are considered for other
patients.
Women's menta health programs need training on issues of concern for women
with adud diagnosis as well as ways to modify their gpproach to meet needs of
such women.

Aging Issues
Older individuds with adua diagnosis are more medicaly compromised than younger

individuas and have unique clinica concerns and diagnostic issues. Their recommended
level of careis higher overdl than the recommended level of care for other older adults
but not when compared to younger individuadswith adud diagnoss. Thisislikdy
because aggresson isless of a problem with these individuds than in younger individuds
with adud diagnosis. They have fewer documented experiences of loss and traumathan
younger patients, dthough it is possible that service providers are smply less aware of
these issues in this group.
- Saervices need to be modified to meet the unique needs of the aging group of

individuas with adud diagnoss.

Staff in geriatrics need training on dud diagnosis and gtaff in dud diagnosis

programs need training on aging iSsues.

Further exploration of the older patient’ s experience with emotiond events

including loss and traumavis required.

L egal Issues

Individuads with adua diagnoss (80% made) are aslikdly as anyone dseto have legd
problems. There is the same percentage of individuas with adud diagnossin the legd
system asindividuas without adua diagnoss. Theseindividudstend to remainin the
“unfit to stand trid” phase of the forensic process and may be hospitalized for long
redtrictive sentences as a result. They face serious difficulties when pursuing discharge
options. Their needs are more severe than those of forensic patients without a dud
diagnosis and patients with adud diagnosis without forensic problems.

Recommendations:
Specidly trained forensic experts are required to ded with the unique difficulties
faced by individuds with dud diagnogsin the forensc system.
Further research is required to determine what the characterigtics of patients with
adua diagnosis and legd issues are, and how their needs can be better met across
the province.
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| npatientswith a Dual Diagnosis

As has been reported e sewhere for individuas with developmentd disability and the
generd population, inpatients with adua diagnoss have problems of grester severity
than outpatients and users of Homes for Specia Care (HSCs). Inpatients with adual
diagnosis make up as many as 19% of inpatients served in the PPH system. However,
resources for inpatients with a dud diagnosis are limited if not absent.

Long Term Inpatients

A dgnificant proportion of inpatients with adua diagnosis (37%) have been in hospitd

for longer than 5 years. These individuds have mgor medica comorbidities, and are
ggnificantly older than the generd dud diagnogs population. They tend to be inpatients
not because of the severity of thar difficulties but because there are no gppropriate places
to discharge them.

Recommendations:

- Inpatient gaff (nurang gaff, dlied hedth professonas, and physicians) need
training to support inpatients with adud diagnogsin terms of unique assessment
and therapy concerns.

Inpatient services should be modified to address unique needs of lower
functioning individuas. For example, group therapies should be less rddiant on
verbd ability, memory and reasoning skills. More activities should be skill based
and of shorter duration (e.g., 30 minutes versus 1 hour).

Long term inpatients with adud diagnos's should be re-assessed to determine
whether their current admission is due to their high needs or the lack of
appropriate aternatives. If indeed gppropriate placements do not exi<, funds
should be alocated to create such placements and assist these individuadsto leave
the hospital setting.

Outpatientswith a Dual Diagnosis

Outpatients with adua diagnoss come from avariety of resdential settings. A small
proportion of these individuas are living with parents but the mgjority are either
independent or living in group home or boarding home situations. They receive amood
disorder diagnoss more often than patients from other settings but are till probably
overdiagnosed with psychotic disorders. Overdl, their needs are higher than outpatients
without developmental disability but typica outpatient services (eg. leve 2) are not
designed for their higher needs.

Recommendations:
Outpatient services for those with adua diagnosis need to be enhanced to meet
their high needs (e.g., more intensive services, criss services combined with
trestment, better communication between workers in the mental health and
developmentd disability sectors).
Many crises could be prevented for outpatients with adua diagnosisif amore
proactive approach could be taken, which would include availability of an
interdisciplinary team with an understanding of the developmenta disability as
well asthe mental hedlth concern.
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Individuals Residing in Homes for Special Care (HSCs)

It ssems likdy that individuals residing in HSCs with adua diagnods are a diverse group
of individuds with unique needs, depending on the home. Some parts of the province
house many people with developmentd disabilities in HSCs whereas other parts of the
province report that HSCsare not designed for this population.

Recommendation:
Further research is required to determine what the characteristics of HSC clients
with adua diagnosis are, and how their needs can be better met across the
province.
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APPENDIX A: ADVISORY COMMITTEE
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APPENDIX B: CCAR QUESTIONS
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APPENDIX C: DEMOGRAPHICSBY PPH
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Brock- North
Site --> ville Kingston | Hamilton | London [ Bay Lakehead | Whitby Penetang | CAMH Overall
% of patients with dual dx

Sex Male 50.7 47.0 60.3 43.1 59.9 74.5 53.8 73.3 62.4 55.3
Female 49.3 53.0 39.7 56.9 40.1 25.5 46.2 26.7 37.6 44.7

Age Mean Age 45.7 51.6 43.6 47.4 46.0 38.4 48.6 47.0 46.1 46.7

Marital Status Single (never married) 24.1 68.9 78.8 59.0 85.2 78.4 82.4 90.3 86.9 77.4
Married / Common Law 3.8 14.3 1.5 17.3 3.5 19.6 10.2 1.6 2.7 8.3
Separated 1.0 7.6 0.0 4.9 0.9 0.0 5.3 2.2 1.1 2.9
Divorced 7.7 7.6 16.7 11.4 7.0 2.0 0.5 5.9 3.8 7.6
Widowed 3.4 1.7 3.0 7.4 3.0 0.0 1.6 0.0 5.5 3.7

Education Elementary school or less 63.9 29.4 447 43.0 61.6 9.8 62.7 78.5 37.4 51.7
Some high school 26.9 44.5 38.6 51.0 15.9 49.0 20.5 10.2 54.4 34.5
Completed high school 4.8 0.0 4.5 3.1 1.7 0.0 2.2 1.1 2.2 2.5
Some post secondary 1.0 2.5 9.1 2.7 5.6 2.0 0.0 0.5 3.3 2.9
Completed post secondary 0.0 0.8 0.0 0.0 0.9 0.0 0.0 2.7 0.5 0.5
Don't know 3.4 22.7 3.0 0.2 14.2 39.2 14.6 7.0 2.2 8.0

Legal On probation 0.6 5.0 1.5 4.0 4.7 2.0 5.4 3.4 0.6 3.3
On Parole 0.0 0.8 0.0 2.7 0.0 0.0 0.0 0.0 0.0 0.7
Unfit to stand trial 0.6 0.0 1.5 0.5 0.9 0.0 1.1 1.1 6.9 1.4
Not Criminally Responsible 2.4 2.5 0.8 1.5 0.0 0.0 2.7 1.1 10.9 2.4
Forensic assessment 0.0 0.8 0.8 2.5 0.0 0.0 0.5 0.0 4.0 1.2
Charges pending 1.8 0.8 0.8 0.0 0.4 0.0 4.3 0.6 4.0 1.3
No Legal Problems 92.9 90.7 93.9 87.2 91.4 74.5 85.6 90.6 77.5 87.9
Other 1.7 0.0 0.7 1.6 2.6 23.5 0.4 3.2 0 1.8

Usual Living

Arrangement Lives with parent(s) 1.9 0.8 18.9 5.1 9.9 0.0 7.6 1.1 15.1 6.9
Lives with spouse / partner 4.3 9.2 0.8 16.4 2.6 20.4 10.3 1.6 2.8 7.7
Lives with other relative 6.7 0.0 6.1 2.4 5.6 0.0 1.6 1.6 0.6 3.0
Lives alone 7.1 11.8 10.6 12.5 8.2 20.4 10.3 2.2 21.2 10.7
Lives with unrelated person 80.9 78.2 63.6 44.3 73.8 59.2 70.1 93.5 60.3 66.9
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Brock- North

Site --> ville | Kingston | Hamilton | London Bay | Lakehead | Whitby | Penetang CAMH Overall

% of patients with dual dx

Usual Place of

Residence Rooming / Boarding house 15.4 20.5 26.5 16.9 14.3 0.0 10.7 4.3 35.9 16.8
Shelter / Hotel 0.0 0.0 0.8 19.3 0.0 0.0 0.0 0.0 0.5 4.8
On the Street 0.0 0.0 0.8 0.0 0.0 0.0 0.0 0.0 0.5 0.1
Coop / Group home (not
HSC) 38.5 10.7 27.3 12.3 33.8 58.8 5.9 46.5 6.5 23.2
Nursing/ Long term care
facility 3.8 2.7 9.1 46.9 0.9 0.0 1.6 3.8 5.4 14.0
Private home / Apartment 27.4 40.2 33.3 3.9 22.5 19.6 29.9 10.3 27.7 20.5
Approved home 0.0 0.0 0.0 0.0 0.0 0.0 2.1 0.0 0.5 0.3
Hospital 14.9 25.9 2.3 0.7 28.6 21.6 10.7 9.7 15.8 12.3
HSC 0.0 0.0 0.0 0.0 0.0 0.0 39.0 25.4 7.1 7.8

Employment Status Not working 46.9 94.9 89.2 92.5 89.2 100.0 94.7 83.7 99.5 86.6
Working 3.3 4.2 2.3 5.0 3.9 0.0 5.3 16.3 0.5 5.0
Other 49.8 0.8 8.5 2.5 6.9 0.0 0.0 0.0 0.0 8.4

Status Inpatient 20.1 36.4 12.9 21.9 34.6 21.6 18.7 21.1 31.7 24.3
Outpatient 62.7 44.9 72.0 66.8 57.7 78.4 43.3 56.2 65.0 60.4
HSC 17.2 18.6 15.2 11.3 7.7 0.0 38.0 22.7 3.3 15.3
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Status --> Inpatient % |Outpatient % [HSC % |(Total %
Sex Male 66.7 52.3 494 55.3
Female 33.3 47.71 50.4 44.7
Age Mean age 46.60 44,35 55.84 46.67
IAge range 17-98 18-81f 28-82 17-98
Marital Status Single (never married) 85.1] 71.1] 904 77.5
Married / Common Law 4.8 11.9 0.0 8.4
Separated 1.2 2.4 6.9 2.8
Divorced 5.5 10.0 1.5 7.6
\Widowed 3.4 4.5 1.2 3.7
Education Elementary school or less 54.4 48.4  60.1 51.6
Some high school 31.8 39.3 194 34.4
Completed high school 2.9 3.1 0.d 2.6
Some post secondary 2.2 3.6 0.8 2.8
Completed post secondary 1.2 0.0 1.5 0.5
Don't know 7.5 5. 18.3 8.0
Legal Status On probation 4.0 3.5 1.6 3.3
On Parole 0.5 1.0 0.0 0.7
Unfit to stand trial 4.5 0.5 0.0 1.4
Not Criminally Responsible 6.3 1.5 0.0 2.4
Forensic assessment 2.3 1.1 0.0 1.2
Charges pending 2.0 1.4 0.0 1.3
Other 2.0 1.9 0.0 1.8
No Legal Problems 78.4 89.1 984 87.9
Usual Living Arrangement [Lives with parent(s) 6.9 8.5 0.8 6.9
Lives with spouse / partner 3.4 11.3 0.¢ 7.7
Lives with other relative 1.2 4.5 0.0 3.0
Lives alone 5.6 15.3 1.1 10.9
Lives with unrelated person 63.2 60.4 98.1 66.9
Inpatient 19.6 0.0 0.0 4.7
Usual Place of Residence [Rooming / Boarding house 22.4 17.3 5.4 16.8
Shelter / Hotel 1.9 2.4 18.1 4.9
On the Street 0.5 0.0 0.0 0.1
Coop / Group Home (nhot HSC) 7.7 29.8§ 224 23.3
Nursing / Long term care facility 4.1 21.5 0.0 14.G
Private Home / Apartment 10.8 27.6 7.7 20.5
Approved Home 1.0 0.1 0.d 0.3
Hospital 50.6 0.1 0. 124
HSC 1.0 0.9 46.3 7.8
Employment Status Not working 91.0 83.4 92.0 86.6
\Working 1.0 7.1 3.0 5.0
Other 8.0 9.5 4.9 8.5
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Brockville Psychiatric Hospital

Brockville Psychiatric Hospitd (BPH) hasadud diagnoss inpatient unit with 29 beds aswell as
an ACT team specifically for dua diagnosis that serves about 50 clients. In terms of gtaff, BPH's
dud diagnosisinpatient program employs approximatdy 36 staff, including RNs, RPNs, a
leisure therapist, a vocationa counselor, a GP, and a psychiatrist (on a consultative basis). The
outpatient team has gpproximatdy 8 staff, including RNs, an RPN, a behaviourist socia worker,
and avocationd counsdllor. One of the mgor issues faced by this Siteisfinding appropriate
placements for dua diagnosis clients, specificaly Leve 4-type homes with adequate supports.

Centrefor Addiction and Mental Health (CAMH)

The dua diagnosis program at CAMH includes corsultation and time limited trestment services
to both individuas/ families and to other CAMH programs. CAMH has an inpatient unit with 15
beds and a day trestment program that servesinpatients and outpatients living in the community.
The inpatient and day trestment program employs gpproximately 33 staff, including a
psychiatrist, a psychologist, a behaviour thergpist, arecreationd therapist, a part time

occupationd therapist, asocial worker, award clerk, RNs, RPNs, and child and youth workers.

Staff for the Toronto Community Team include a psychiatrist, a psychologi<t, a case worker, a
socid worker, an occupationd therapist, and anurse. The Toronto Community Team at CAMH
includes a partnership with the Griffin Community Support Network, a continuum of crisis
sarvices. Criteriafor admission into the program are under review, but currently involve being
16 years or older with a developmenta disability and emationa / behaviourd difficulties.
Recruitment of g&ff in dl disciplineswith training or experiencein dua diagnosisis akey
chdlenge for the CAMH program. The program is dso investigating the congtruction of an
Intensive Observation Areawithin the inpatient unit to more safely support persons with
aggression, sef injury, or destructive behaviour. Seff in the program are actively involved in
research projects within the Centre and Nationdly, aswdl asin providing education and training
to community providers, college and university programs.

Hamilton Psychiatric Hospital (now called St Josephs Centrefor Mountain Health
Services)

Hamilton Psychiatric Hospita serves patients with adud diagnogisin the form of outpatient
consultation as well as short term trestment. HSCs in the area do not provide specific dua
diagnosis services, but do accept patients with adud diagnogs. ThisSteis currently developing
inpatient beds. It is anticipated that there will be 2 dud diagnosis beds initidly, with the
possibility of an increase if the program is successtul. Criteriafor admission to this program
involves aneed for neuropsychiatric assessment and a pharmacologicd tria. This program
employs 2 psychiatrists and 2 nurses who work specificaly in the dual diagnosis program.

Mental Health Centre Penetanguishene

The Bayview Dud Diagnosis Program (BDDP) in Penetanguishene has a 25 bed inpatient unit,
aswdl asacommunity team which serves gpproximately 100 clients. Criteriafor admisson into
this program include being 16 years or older, having a diagnoss of a developmenta delay since
birth, having indication of menta hedth problems, and being medicaly stable. The BDDP
employs gpproximately 63 multidisciplinary staff members from avariety of disciplines
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including psychiatry, medicine, nuraing, socia work, psychology, recreetion, developmental
services, rehabilitation, and occupationa therapy. The BDDP offers psychiatric assessment and
trestment to individuals with a developmentd disability and menta health problems. Other
sarvices indude referrd, consultation, inpatient assessment, treatment/stabili zation and
community follow-up. Some of the issues faced by this program are: education of community
partners about tertiary care, following protocols established by the program for admissions,
finding available discharge placementsin the community for long term dients, and having

clients on the inpatient unit who do not fit the criteria

North Bay Psychiatric Hospital

The Developmenta Disabilities Program (DDP) of the North Bay Psychiatric Hospita (NBPH)
provides comprehensive psychiatric assessments and trestment to individuas in the Northeastern
Region of Ontario who have a developmentd disability and menta hedlth concerns. The DDP
grongly emphasizes interdisciplinary and inter-ministeria collaboration. Since the programs
inception in 1993, the DDP of the NBPH has evolved from one consultant psychiatrist to include
agaff compliment of 2 psychiatris, 5 clinicians, 1 Registered Nurse Practitioner (RPN) a
clinica service co-ordinator aresource clinician and 1 full time clerica support. The program's
digtrict based outreach mentd hedlth clinicians, in conjunction with the consultant psychiatrist,
works collaboratively with community based multidisciplinary teams most commonly located in
the client's place of residence. The DDP has acquired considerable experience in successfully
supporting the re-integration of individuas from inditutiona to community settings. As aresult,
the program has initiated discussons with the Ministry of Community, Family and Children
Services (MCFCS) to develop a process to support the discharge of individuas with DD and
long-term hospitdizations at NBPH.

Whitby Mental Health Centre

The dua diagnoss (DDS) program at Whitby Menta Hedth Centre (WMHC) includes inpatient
(20 beds), outpatient, and consultation services. This program is associated with an HSC that
provides services for WMHC more generdly, including the DDS program. This program
employs approximately 50 staff membersincluding nursing saff, a psychologist, asocid
worker, an occupationd therapidt, aleisure and life skills ingtructor, a psychiatrist, a physician,
and anurse practitioner. Criteriafor admission to this program include being 18 years or older,
being medicaly stable, having a diagnoss of mentd retardation, and having an indication of
menta hedth and/or behaviourd difficulty. One of the most Sgnificant barriers this program
facesisfinding community placements for patients. There are plans for expanson of the
Community Outreach Program component in 2003.
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