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REVIEWS

Abstract
Recent research has shown that comorbid disorders, in particular substance abuse, are common among individuals
with psychiatric disorders. This article presents various concepts regarding the comorbidity of disorders. The epi−
demiological context is described on the basis of results from the ECA and NCS studies. Special attention is paid
to the structure of contemporary psychiatric classification systems and the role played by the systemization of diag−
nostic tools. Also, the development of the concept of dual diagnosis from the early 1980s onwards is presented in
the context of psychiatric practice. Unfortunately, however, this phenomenon is not fully taken into account by doc−
tors in their day−to−day work. This is a potential source of danger to patients due to the possible neglect of the
effects of comorbid disorders. The clinical consequences of and possibilities for treating patients with a dual diag−
nosis are also outlined. The currently used system of treatment, which only ensures the treatment of one disorder,
has been shown to be flawed. Recent research has highlighted the effectiveness of integrated treatment. Scientific
and clinical research show that the concept of a dual diagnosis is not a theoretical concept. The possibility of the
coexistence of psychiatric disorders is a clinical fact (Adv Clin Exp Med 2007, 16, 2, 303–307).
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Streszczenie
W świetle ostatnich badań zaburzenia współwystępujące, a szczególnie nadużywanie substancji, są częste wśród
osób z zaburzeniami psychicznymi. W pracy autorzy przedstawili koncepcje dotyczące współwystępowania zabu−
rzeń. Kontekst epidemiologiczny omówiono na podstawie wyników badań ECA i NCS. Zwrócono uwagę na kon−
strukcję nowoczesnych systemów klasyfikacji psychiatrycznych oraz rolę, jaką odegrały ustrukturalizowane narzę−
dzia diagnostyczne. Zaprezentowano również rozwój koncepcji podwójnej diagnozy od wczesnych lat osiemdzie−
siątych XX wieku w kontekście środowiskowym, niestety problematyki niedostrzeganej przez lekarzy
w codziennej praktyce. Jest to niebezpieczne dla leczonych pacjentów, ze względu na brak możliwości zapobiega−
nia następstwom zaburzeń współwystępujących. Omówiono także konsekwencje kliniczne i możliwości leczenia
pacjentów z podwójną diagnozą. Dotychczasowy model leczenia zapewniający leczenie tylko jednego zaburzenia
nie sprawdził się. Współczesne badania wykazały skuteczność leczenia zintegrowanego. Badania naukowe i prak−
tyka kliniczna wskazują, że koncepcja podwójnej diagnozy nie jest konstruktem teoretycznym, ale jest rzeczywis−
tym współistnieniem zaburzeń psychicznych (Adv Clin Exp Med 2007, 16, 2, 303–307).

Słowa kluczowe: podwójna diagnoza, zaburzenie psychiczne, leczenie zintegrowane.
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Together with advances in psychiatric diagno−
sis, expressed in the development of new struc−
tured diagnostic questionnaires and the introduc−
tion of systematic methods of classifying disor−
ders, studies on the phenomenon of the
coexistence of psychiatric disorders have become
increasingly important. The medical term for the

coexistence of disorders is “comorbidity”, which
literally means affected by multiple disorders. The
term “dual diagnosis” is also often used, which
indicates the simultaneous coexistence of two or
more disorders. The comorbidity of two disorders
from the same diagnostic group, e.g. an obsessive−
compulsive disorder and a social phobia, is called



homotypic. If two disorders from different diag−
nostic groups coexist, then this is described as
heterotypic comorbidity. Comorbidity is most
commonly used to describe the coexistence of
a psychiatric disorder and addiction, which is of
great importance in clinical practice (Health
Services/Technology Assessment Text, HSTAT)
[1, 2, 22].

There are various causes of the comorbidity of
two or more disorders. It has been argued that in
the case of long−term psychiatric disorders,
patients attempt to treat themselves by reducing
the acuteness of their symptoms with the aid of
psychoactive substances [3]. In the case of schizo−
phrenia, the structures of the hippocampus and
cortex have been found to be abnormal; this coun−
teracts natural control mechanisms, which has an
effect similar to long−term substance abuse, but
without previous exposure to any substance. This
causes the patient to be prone to substance abuse
[3]. Anxiety disorders starting at a young age are
very significantly (82.8%) associated with the
later occurrence of comorbid disorders, but are
a risk factor rather than a direct cause of these dis−
orders [4].

The importance of comorbid disorders in psy−
chiatry can be investigated from two perspectives,
environmental and epidemiological. First we con−
sider the environmental perspective. The process
of deinstitutionalization in the USA in the early
1980s lead to an increase in the number of young,
long−term patients [5, 6]. By the end of the
1980s they were known as mentally ill substance
abusers and thus termed “dual diagnosed”,
although the role of the addiction was overlooked
[1]. At the same time, an increasing number of
homeless people with psychiatric disorders were
observed. The effects of the aggression shown by
such people and their containment were described.
These patients tended not to cooperate in the treat−
ment process, they were often referred to psychi−
atric care, and increasingly often infected by
AIDS. This lead to studies into the phenomenon of
dual diagnosis and its consequences starting in the
1990s. The term “dual diagnosis” is most often
used in the psychiatric literature to describe the
comorbidity of a psychiatric disorder and an
addiction, since this is the most common and sig−
nificant form of comorbidity among adults with
acute psychiatric disorders. This phenomenon was
described in the Index of Hospital and Community
Psychiatry 1989 [1].

Epidemiological studies developed alongside
this clinical−environmental approach. They
revealed the scale of the problem of comorbid dis−
orders. A 1978 report by the Presidential
Commission on Psychiatric Health in the USA

indicated the need for the development of the epi−
demiology of psychiatric disorders. In 1981 the
National Institute of Mental Health (NIMH) start−
ed work on the Diagnostic Interview Schedule
(DIS) questionnaire [Robins 1981], which was
aimed at studying the general population. The DIS
questionnaire was first used in the Epidemiologic
Catchment Area (ECA) study. The ECA study was
the first of two model studies which heralded
a new stage in the field of epidemiological
research in psychiatry. Over 20,000 people from
the general population were questioned in the
ECA study, together with the residents of various
institutions in five US states. Diagnoses were
made in accordance with the DSM−III classifica−
tion [4]. Fifty−four percent of the respondents
having at least one condition according to the
DSM−III classification were found to have
a comorbid disorder. Fifty−two percent of the indi−
viduals who were addicted to or abused alcohol
had a dual diagnosis, and in the case of
those addicted to narcotics this figure was 75%.
Individuals diagnosed with at least one psychiatric
disorder in their life were more than twice as like−
ly (OR, odds ratio) to be diagnosed as being
addicted to alcohol and almost five times as likely
(OR) to be diagnosed with any other addiction
compared with individuals who did not have any
history of psychiatric disorders [4].

Another important epidemiological study was
the National Comorbidity Survey (NCS), which
was carried out between 1990 and 1992 by
Kessler. This study was the first to use a fully
structured diagnostic interview, the UM−CIDI
(WHO, 1990), which was based on the DIS ques−
tionnaire and the Present State Examination
according to the DSM−III−R classification criteria.
Eight thousand ninety−eight individuals between
15 and 54 years of age were interviewed. These
interviewees were chosen from households in over
170 towns in 34 states in North America. The
authors of the study did not consider disorders
which were found to be rare by the ECA [4]. Fifty−
−six percent of the respondents who had been diag−
nosed with at least one psychiatric disorder were
diagnosed with at least one other disorder. Fifty−
two percent of the respondents diagnosed with
alcohol addiction or abuse were diagnosed with
a psychiatric disorder, of whom 36% were drug
abusers or addicts. Fifty−nine percent of the
respondents diagnosed with drug abuse or addic−
tion were diagnosed with at least one other condi−
tion, of whom 71% were alcohol abusers.
Moreover, over 50% of the total number of diag−
nosed disorders were observed in the 14% of
patients diagnosed with three or more comorbid
disorders [4].
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Detailed analysis indicated that the incidence
of specific pairs of disorders was very similar in
both the ECA and NCS. It had not been anticipat−
ed before these studies that the phenomenon of
comorbidity would be so common and important.
Following the epidemiological studies investigat−
ing specific populations, it was found that the
problem of dual diagnosis also affects those suf−
fering from somatic diseases, who also sometimes
suffer from psychiatric diseases. Among patients
suffering from an internal disease, 32.2% were
also found to have a psychiatric disorder [7]. The
study by Wancat et al. carried out in general hos−
pitals showed that 32.2% of the patients were also
diagnosed with a psychiatric disorder and 6.2% of
them were diagnosed with more than one psychi−
atric disorder [8].

The results of these epidemiological studies
highlight the significant level of comorbidity of
disorders and indicate certain characteristics of the
classification systems that are presently in use.
Namely, they tend to split psychiatric disorders
rather than group them together (lumping−based
systems). These diagnostic classifications are
based on a categorization which contains a high
number of narrowly defined diagnoses (the 
DSM−IV classification defines over 250 of them).
Hence, a fully structured diagnostic interview
reveals a high level of comorbidity. This is a result
of the descriptive and non−theoretical approach of
the DSM and ICD classifications. Lumping−based
classification systems use a traditional nosological
approach based on the grouping together of vari−
ous disorders that have common traits and contain
a lower number of more holistically defined classes
[9]. Thus the phenomenon of comorbidity of psy−
chiatric disorders results from both the construc−
tion of the classification and diagnostic systems
that are presently in use (the epidemiological con−
text) and the reality of day−to−day clinical practice
(the environmental context).

Problems Related
to Diagnosis
One may ask whether the results of these stud−

ies have affected clinical practice or, in other
words, whether doctors take dual diagnosis into
consideration. A study was carried out on the level
of agreement between psychiatric diagnoses and
the diagnostic criteria of the ICD−10 classification
with the aid of the partially structured Schedules
for Clinical Assessment in Neuropsychiatry
(SCAN) questionnaires. It was found that a large
majority of patients (93.15%) were clinically diag−
nosed with only one disorder, while based on the

questionnaire more than half the patients were
diagnosed with between two and five disorders.
On average, more than twice as many disorders
were diagnosed using the SCAN questionnaire
than by using clinical diagnosis (4.33 and 2.0,
respectively) [10, 11]. These results indicate that
clinicians tend to constrain themselves to one main
diagnosis, in contrast to diagnoses from epidemio−
logical studies carried out with the aid of struc−
tured diagnostic questionnaires.

Consequences
for Clinical Practice
The realities of clinical practice preclude

a purely theoretical treatment of the comorbidity
of disorders. In the case of the comorbidity of
schizophrenia and addiction, the literature indi−
cates a high incidence of homelessness, violence,
and imprisonment. It also shows an increase in the
acuteness of a disorder and a high level of rehos−
pitalization shortly after discharge. Patients are
placed in wards where only one disorder is treated
and their families pay higher costs [12]. In the case
of the comorbidity of a bipolar affective disorder
(CHAD) and an addiction, it has been found that
there is a higher risk of suicide and a lower level
of use of out−patient care and rehabilitation treat−
ment. Among the positive aspects is that there is
a lower incidence of convulsions after alcohol
consumption [13]. Simon et al. described the
comorbidity of panic disorders. Such disorders
often coexist with diseases of the respiratory sys−
tem, irregular rhythm of the auricle, and diseases
of the thyroid gland. Moreover, the coexistence of
a second disorder complicated the diagnosis and
treatment of the panic disorder. Panic disorders are
often comorbid with emotional disorders, includ−
ing CHAD, which has a negative effect on
a patient’s functioning and reaction to treatment
[14]. Pini et al. presented interesting results on the
comorbidity of disorders with anxiety disorders.
They found that among patients with F2 psychot−
ic disorders (according to the ICD classification),
a lack of an anxiety disorder was associated with
a lower level of retrospection. Apart from that,
the comorbidity of CHAD with an anxiety disor−
der was characterized by a higher level of retro−
spection, a lower level of psychotic symptoms,
and a lower risk of a serious suicide attempt. The
number of hospitalizations and manic attacks
were lower among patients suffering from both
CHAD and a social phobia or OCD. On the other
hand, this effect was not observed in the group
where CHAD was comorbid with a panic disor−
der [15].
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The consequences of the comorbidity of disor−
ders with respect to the length of hospitalization
have also been studied. In Japan, 21.5% of patients
in general hospitals were diagnosed with depres−
sion, which resulted in longer stays and an
increase in treatment costs [16]. Patients in surgi−
cal and internal disease wards who also suffered
from depression were hospitalized for 2.52 days
more on average than other such patients. [17].
Higher costs of medical care have been found in
the case of the comorbidity of psychiatric disor−
ders [18, 19].

Standards of Care

Due to the scale of the phenomenon of the
comorbidity of psychiatric disorders and its nega−
tive effects as described in the literature since the
beginning of the 1980s, in 1996 a panel of experts
was created at the University of Pennsylvania
whose aim was to develop a code of practice for
treating comorbid disorders. Two years later
a report entitled “Co−occurring Disorders in
Managed Care Systems: Standards of Care,
Practice Guidelines, Workforce Competencies,
and Training Curricula” was published on the
treatment of addictions and comorbid psychiatric
disorders. These guidelines are in use in many
medical centers today, including centers in the
USA [20]. The report highlights the need for the
routine diagnosis of comorbid disorders and their
appropriate treatment, stressing the need for
patient−doctor contact and aid for marginalized
individuals, for example the homeless. The need
for integrated treatment of individual disorders,
treated as primary disorders, was underlined [20].

Treatment

The method used up to now of treating
patients with dual diagnoses in wards which only
ensure the treatment of one disorder has not
worked [1, 21]. It has been observed that the
majority of patients are not able to keep shifting
between systems which treat individual disorders.
Patients are often not admitted into one system on
the basis that they are suffering from a comorbid
disorder and are asked to return when this disorder
has been treated. Due to this, more specialized,
integrated units have been set up for treating
patients with dual diagnoses [2]. This integrated
approach is based upon the appropriate treatment
of comorbid disorders and modification of tradi−
tional methods of treatment, for example teaching
patients social skills, which underlines the impor−

tance of developing relationships and helps avoid
situations that lead to substance abuse, as well as
training family members how to deal with comorbid
disorders [2]. The most important goal of treating
comorbid disorders is to develop a patient’s abili−
ty to deal with all of his/her disorders [23]. In this
integrated model, which was developed in the psy−
chiatric ward of a general hospital, stress is placed
on simultaneously applying standard methods of
treating psychiatric disorders and the 12 steps
developed by Alcoholics Anonymous (AA) for
treating addiction. Another aim is to dispel clini−
cians’ fear regarding such parallel treatment of
patients, for example dispelling clinicians’ fear of
treating addictions regarding the prescription of
medicines to patients suffering from addictions.

Unfortunately, integrated treatment has met
with various problems. It is very rarely offered as
part of routine psychiatric treatment. This results
from the following barriers [2]: political – difficul−
ties in the integration of psychiatric care for eco−
nomic and organizational reasons [23]; institution−
al – a lack of experienced personnel, programs, and
means; clinical: clinicians negate the significance
of integrated treatment [24], lack of training in this
field [25], the tendency of doctors to avoid dual
diagnoses due to a lack of resources for treating
such cases (addictions); from patients and their
families: a lack of information on comorbid disor−
ders and their treatment, a lack of realization and
negation of the significance of addictions, a lack of
motivation to treat an addiction, doctors’ neglect of
strengthening families, who play a key role [26].

Discussion

Clinical practice and experience show that the
concept of dual diagnosis is not just a theoretical
concept, but a reality. Comorbid disorders, in par−
ticular substance abuse, are common among indi−
viduals with psychiatric disorders. Recent studies
have shown the effectiveness of integrated treat−
ment. However, fundamental treatment of comor−
bid disorders is very rarely obtained by psychi−
atric patients. The implementation of integrated
psychiatric treatment in the system of psychiatric
care depends on changes at many levels: clearly
defined policies with the appropriate financial
support, training and programs regarding dual
diagnoses at a clinical level, as well as supplying
the appropriate information to patients and their
families [2]. At the same time it should be under−
lined that psychiatrists should always take into
account the possibility of dual diagnoses due to
the possible negative effects of inappropriate
treatment.
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