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A novel treatment for persons
who have both schizophrenia and
substance abuse was evaluated by
incorporating cognitive-behav-
ioral drug relapse prevention
strategies into a skills training
method originally developed to
teach social and independent liv-
ing skills to patients with schizo-
phrenia. Thirty-four of 56 pa-
tients completed treatment and a
three-month follow-up assess-
ment. Participants learned sub-
stance abuse management skills
and reported that they found the
treatment relevant, useful, and
satisfying, and their drug use de-
creased. Improvements were not-
ed in medication adherence, psy-
chiatric symptoms, and quality of
life. This manual-driven therapy
may play an important role in the
treatment of substance abuse
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Substance abuse is common among
persons with serious mental disor-
ders. Standard substance abuse treat-
ments are often fragmented and inef-
fective (1). Although integrated treat-
ments may hold promise, it is less
clear which substance abuse treat-
ments to employ. Most treatments at-
tempt to teach new concepts and
skills, yet severe mental disorders of-
ten interfere with learning (2).

Behavioral skills training can over-
come learning deficits among persons
with mental illness. Skills training has
improved psychosocial outcomes
among patients with schizophrenia (3)
and has been used to treat substance
abuse among persons who do not have
mental disorders. These approaches,
based on a foundation of relapse pre-
vention (4}, identify high-risk situa-
tions and alternative coping strategies
and use modeling, role playing, and
feedback to improve coping skills.

Efforts are under way to adapt sub-
stance abuse treatments for persons
with dual diagnoses. Bellack and col-
leagues (5) have developed a compre-
hensive program. However, this pro-
gram may be difficult to replicate.

A component approach might
make it easier to implement behav-
ioral treatment, one component at a
time, in a range of settings. Conse-
quently, we focused on behavioral re-
hearsal of a small set of skills that
might be crucial for drug avoidance—
for example, refusing drugs. Here we

report results of a feasibility study fo-
cused narrowly on behavioral re-
hearsal of a small set of skills that
might be crucial for drug avoidance.
The treatment includes some psy-
choeducation and relapse prevention
concepts, but only to the minimum
extent necessary to set the stage for
behavioral rehearsal.

Methods

The substance abuse management
module (SAMM) {6} is based on the
relapse prevention and harm reduc-
tion concepts of Marlatt and Gordon
(4) for persons with substance abuse
who do not have mental illness. The
training methods are based on the so-
cial and independent living skills mod-
ules of Liberman and celleagues (7).

SAMM was developed and tested
in the dual diagnosis treatment pro-
gram at the West Los Angeles Veter-
ans Affairs Medical Center. This pro-
gram consists of an interdisciplinary
team that provides pharmacologic in-
terventions, intensive case manage-
ment, psychoeducational groups,
skills training, and regular urine toxi-
cology analysis. A bachelor’s-level
therapist with no previous experience
treating patients with a dual diagnosis
provided SAMM training. Month]y fi-
delity checks using scales keyed to
specific therapist behaviors indicated
that the therapist strictly adhered to
the SAMM protocol.

Study participants were recruited
as they entered the dual diagnosis
program’s day hospital. We excluded
patients whose psychiatric symptoms
were determined to be solely drug
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Table 1

Baseline demographic and clinical characteristics and outcomes at posttreatment and three-month follow-up among 34 pa-

tients with a dual diagnosis who completed a study to test a skills training module

Pretreatment

Posttreatment  Follow-up Test
Variable N or mean % mean mean statistic df r
Age (mean+SD years) 43.3+7.37
Years of education 12.59+2.22
Number of psychiatric hospitalizations 7.35+7.01
Drug use {mean=SD years)
Regular drug use 4.32+3.89
Aleohol use 1.94:4.02
Cocaine use 10.39+7.50
Marijnana use 14.82+10.42
Amphetamine use 3.35+7.37
Ethnicity
African American 26 77
Caucasian 6 18
Hispanic 2 6
Living situation
Apartment or house 18 53
Bourd-and-care home 8 24
Homeless 7 21
Nursing facility 1 3
Marital status
Married 2 6
Sepurated 7 21
Divorced 14 42
Never married 11 32
Psychotic diagnosis
Schizophrenia 23 68
Schizoaffective disorder 6 18
Psychosis not otherwise specified 3 9
Cocaine-induced psychosis 2 6
Substance use disorder diagnosis®
Cocaine 29 85
Aleohol 18 53
Marijuana 12 35
Amphetamine 4 12
Heroin 2 6
Substance abuse management module
{SAMM) content mustery test score? 4().88+11.78 102+12.63 99.56+11.11 F=609.68 2,66 <.001
Brief Psychiatric Rating Scale score® 54.67+10.63 45.56:10.12 43.33:10.23 F=1620 2,66 <001
Quulity of life? 3.97+.1 4.75z.1 t=—2.1 65 © <05
Number of days:
Abstinent from all drugs® 12.76+1.55 24 26+1 55 25.82+1.55 F=2868 2 66 <001
Using cocaine® 11.53+10.85 1.65+3.15 1.29+2.41 F=2728 2,66 <001
Using aicohol® 10.33+£11.88 2.88+6.17 1.85+5.15 F=14.19 2,65 <.001
Using marijuana® 4.12+7.59 151:4.16 1.62+4.42 F=344 2 66 038

¢ Total more than 100 percent because many patients had multiple disorders

M Possible scures range fram 0 to 120, with higher scores indicating greater mastery.

¢ Possible scores range from 24 to 168, with higher scores indicating greater psychopathology,

“ Possible scores range from 0 to 7, with higher scores indicating greater satisfaction. Quality of life was not measured immediately posttreatment because im-
provements were expected as a result of subsequent skills use and resulting abstinence rather than as a direct effect of enrollment in treatment.

© Possible scores range from 0 ta 30.

induced. The medical center’s insti-
tutional review board approved the
study, and all participants gave in-
formed consent. Participants were
paid a small sum for completing
three research assessments but not
for participation in the treatment ses-
sions or for travel. The study was
conducted in 1996 and 1997,

These patients were severely men-

1288

tally ill and chronically substance de-
pendent. They had long histories of
substance use and extensive recent
use of cocaine, marijuana, or other
substances. None were employed,
and many (17 patients, or 30 percent)
were homeless. Diagnoses were de-
termined on the basis of the Struc-
tured Clinical Interview for DSM-TV.

Measures of substance abuse man-

agement and skills tanght in the mod-
ule, satisfaction with treatment, drug
and alcohol use, psychopathology,
medication adherence, social func-
tioning, and quality of life were ad-
ministered before and after treat-
ment and at a three-month follow up.

Drug use was measured by using
the Addiction Severity Index (ASI) (8)
and twice-weekly urine tests. Missed
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tests were counted as positive for drug
use. Psychiatric symptorms were meas-
ured with the Brief Psychiatric Rating
Scale (BPRS) (9), and medication
compliance was assessed as the num-
ber of days on which the patient took
antipsychotic medication in the previ-
ous 30. Quality of life was measured
with the global rating subscale of a
quality-of-life interview (10}

Acquisition of drug relapse preven-
tion skills was measured by using the
SAMM content mastery test for pa-
tients (SCMTP), a role-playing test of
knowledge and skills designed for this
study. The test revealed excellent
itemn-total correlations and an alpha
coefficient of .86. Patient satisfaction
was measured at completion of skills
training by using the SAMM Con-
sumer Satisfaction Survey (SCSS},
which assessed the degree, measured
on 5-point Likert scales, to which pa-
tients anonymously expressed satis-
faction with all components of the
module, the performance of the
group leader, and a comparison of
SAMM training with other treatment
programs previously attended.

The general linear mixed model
was used in maximum-likelihood re-
peated-measures analyses of covari-
ance (ANCOVA), permitting analysis
of repeated measures with missing
data and time-varving covariates and
detailed analysis of trends, including
linear and nonlinear components dur-
ing the three phases of the study.
Analysis of trends was conducted by
computing linear slopes over time and
using these as dependent variables in
least-squares ANCOVA and multiple
regression. Simple t tests for correlat-
ed means assessed changes from pre-
treatment to posttreatment and from
posttreatment to follow-up. Categori-
cal variables were assessed with the
McNemar chi square statistic,

Results

Thirty-four of the 56 participants (61
percent) completed the study. In
nearly all cases, patients who dropped
out were those who had been recruit-
ed on the day of their first outpatient
visit to the dual diagnosis program but
who never returned for subsequent
appointments. Aside from a slight dif-
ference in homelessness status, those
who completed the study and those
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who did not complete it did not differ
on any of over 30 demographic vari-
ables or on any of the pretreatment as-
sessments of outcome variables.

SAMM sessions were offered five
times weekly. The mean+SD time to
complete the module was 1515.1
weeks, during which participants at-
tended a mean of 54:7.2 sessions.
SCMT scores indicated that partici-
pants readily learned the skills taught.
Satisfaction ratings were uniformly
high on all items and subscales {above
4 on a scale ranging from 1, low satis-
faction, to 5, high satisfaction). None
of the participants made negative
comments about the module.

The number of days on which pa-
tients used drugs of abuse declined sig-
nificantly over the study period, and
the number of days of complete absti-
nence in the previous month showed a
marked increase, as can be seen in
Table 1. Medication adherence im-
proved significantly and remained high
at three months (McNemar x%=13.23,
df=1, p=.001). All patients were taking
newer atypical antipsychotics. None
were maintained on depot medica-
tions. Symptoms and quality of life im-
proved significantly after treatment
and remained improved at foflow-up.

Discussion and conclusions
In this study, chronically psychotic
substance abusers attended treat-
ment regularly and were able to leam
and maintain a range of drug relapse
prevention concepts and skills. They
found SAMM to be highly relevant,
useful, and satisfying, suggesting that
it may be feasible to integrate the
module into existing mental health
programs. The study’s retention
rate—61 percent—was typical for
persons with substance dependence
and severe mental illness who are in
comprehensive treatment programs.
The goal of this study was to test
feasibility, not efficacy. However, large
and significant improvements were
noted in drug and aleohol abstinence,
psychiatric symptoms, medication ad-
herence, and quality of life. Moreover,
these improvements were correlated
with participation in SAMM. However,
these changes could have resulted
from at least three factors other than
the use of the skills taught. All the par-
ticipants entered the study immediate-

ly after acute hospitalization. The im-
provements might represent the natu-
ral course of recovery after a crisis. The
participants were enrolled in a com-
prehensive dual diagnosis treatment
program, and other components of this
program may have been responsible
for the improvements. Finally, even if
SAMM was responsible, these im-
provements might be due to some fea-
ture of SAMM other than participants’
use of the skills they learned. Conse-
quently, any atternpt to generalize
these findings must be made cautious-
ly. Future research should test the fea-
sibility of SAMM in other clinical set-
tings, use a randomized control group,
and determine whether participants

used the skills taught. ¢
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