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Dual diagnoses (DDs) are found in an aver-
age of 50% of both addictological and psychiatric clients.
It is generally accepted that clients with DDs have more
severe health and social consequences, more difficulties in
treatment, and worse treatment results than clients with
a single disorder. The paper starts with a summary of the
literature on the frequency of DDs and their diagnostic
profiles and etiological assumptions. Then various treat-
ment methods and models are discussed. In the next part,
the integrated treatment of DDs in therapeutic communi-
ties (TCs) for drug addicts is analysed. Its conditions, pos-
sibilities, and limits are considered in terms of the clients’
perspectives, the competences of the staff, and the role
and position of a psychiatric consultant. The viewpoint of
the therapeutic team and their capacity, acceptance, and
expectations are also taken into account. At the end, some
topics for future research are mentioned.
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Duélni diagnézy (DD) tvoFi primérné 50 %
adiktologické i psychiatrické klientely a obecné je prijima-
sledky, tézsi komplikace v Iécbé a horsi Iééebné vysledky
nez klienti pouze s jednou poruchou. Clanek nejprve pfina-
§i souhrn poznatkd DD, referuje o jejich éetnosti v adikto-
logické i psychiatrické klientele, diagnostickém profilu
a mozné etiologii. Zabyva se rovnéz lécebnymi metodami
a modely Iécby, z nichz je za nejvhodnéjsi pokladana lécba
integrovana. V dalsi ¢asti rozebira ¢lanek podrobné pred-
poklady, moznosti a meze integrované lécby DD v terapeu-
tickych komunitach pro zavislé (TK), a to jak z hlediska kli-
enta, z hlediska poZadavki na kompetence personalu TK,
z hlediska konzultujiciho psychiatra a konec¢né i z hlediska
terapeutického tymu. Na zavér jsou uvedena néktera vy-
zkumna témata, ktera si v budoucnosti zasluhuji pozor-
nost.
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® 1 A SHORT INTRODUCTION TO DUAL
DIAGNOSES

In the literature on psychiatry and addiction, the term
“dual diagnosis” is used to refer to the concurrence of a sub-
stance use disorder and another psychological disorder. It
is, in fact, a specific type of psychiatric comorbidity which
generally means two or more psychological disorders occur-
ring in one patient/client (Williams & Cohen, in Miovska et
al., 2008). However, the terms “comorbidity” and “dual di-
agnosis” are often used interchangeably. EMCDDA (2004)
defines comorbidity or a dual diagnosis as “co-occurrence in
the same individual of a psychoactive substance use disor-
der and another psychiatric disorder”. In order to accept
such a definition of the concept, however, one must recog-
nise that a psychoactive substance use disorder, and de-
pendency in particular, is also a mental disorder, not a so-
cial problem or a moral failure, for example (see NIDA,
2010).

While the data about the representation of dual diag-
noses among clients in drug treatment vary, they seem to
show reasonable consistency despite the great variability of
study samples and research methods. In its extensive re-
view of studies of clients in treatment, EMCDDA (2004 ) re-
ported 30-50% of dual diagnoses. Earlier studies, such as
those of Tims et al. (1997) and Regier et al. (1990), indicated
rates near the lower end of this range, 35% and 38% respec-
tively (cited in Miovska et al., 2008). Similar results were
generated by the first Czech study concerned with this is-
sue, which found 35% psychiatric comorbidity in a sample
of 200 clients in treatment for opiate and methamphet-
amine dependency (Mrav¢ik et al., 2003). The array of data
available since the publication of the 2004 EMCDDA report
seems to uphold the 50% level. The results of our 2012 sur-
vey (see Section 6 below), indicating almost 47% psychiatric
comorbidity among clients of therapeutic communities, are
rather typical, although NIDA (2010) reports up to 60%.
The question is, however, whether dual diagnoses are really
on the rise or whether we just pay more attention to them.

Addictive disorders are found in approximately 50% of
psychiatric patients (see, for example, Horsfall et al., 2009;
Hides et al., 2010; NIDA, 2010).

The above studies suggest that personality disorders
and anxiety and depressive disorders (the latter two usu-
ally show the highest prevalence), eating disorders, and
a variety of psychotic disorders seem to predominate in the
psychiatric comorbidity diagnostic profiles of clients with
substance use disorders. Studies that specifically focus on
a certain diagnostic area, such as personality disorders (e.g.
Jerdbek, 2008), stress disorders (e.g. Dass-Brailsford &
Myrick, 2010), or ADHD (see another article in this issue),
usually arrive at significantly higher numbers than works
assessing a wider range of disorders.
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® 1 STRUCNY UVOD DO PROBLEMATIKY
DUALNICH DIAGNOZ

Pojem ,,dudlni diagnéza“ je v psychiatrické a adiktologické
literature pouzivan pro soubéh poruchy z uzivani navyko-
vych latek a jiné psychické poruchy. V podstaté jde o speci-
ficky typ psychiatrické komorbidity, jiz se obecné rozumi
vyskyt dvou a vice psychickych poruch u jednoho pa-
cienta/klienta (Williams & Cohen, in Miovska et al., 2008).
Pojmy ,komorbidita“ a ,,dudlni diagnéza“ se ovSem cCasto za-
ménuji. EMCDDA (2004) definuje komorbiditu nebo duélni
diagnozu jako ,soubézny vyskyt poruchy spojené s uziva-
nim psychoaktivni latky a dalsi duSevni poruchy u téhoz je-
dince“. Predpokladem prijeti takto definovaného pojmu je
ovSem uznani, Ze porucha z uzivani psychoaktivnich latek
a zejména zavislost je také dusevni poruchou, nikoliv napr.
socidlnim problémem nebo mordlnim selhanim (viz NIDA,
2010).

Udaje o zastoupeni dudlnich diagnéz mezi drogovou
klientelou se razni, navzdory velké variabilité zkoumanych
vzorku a vyzkumnych metod vykazuji uréitou konzistenci.
EMCDDA (2004) uvadi v prehledu rady studii u klienta
v 1é¢bé 30-50 % dualnich diagnéz; tdaje pred timto datem
jsou spisSe pri dolni hranici tohoto Sirokého rozmezi. Napr.
Tims et al. (1997) udavaji 35 %, Regier et al. v r. 1990 38 %
(cit. in Miovska et al., 2008) a podobné vyzniva i prvni ¢eska
studie, kterd u vzorku 200 lééenych klientd zavislych na
opidtech a metamfetaminu nalezla 35 % psychiatrické ko-
morbidity (Mravéik et al., 2003). Nepreberné mnozstvi ida-
ju od publikace EMCDDA z r. 2004 se spiSe blizi 50 %. Nase
Setfeni z r. 2012 (viz oddil 6 ¢lanku) se zjiSténymi témér
47 % psychiatrické komorbidity v klientele terapeutickych
komunit je spiSe typické. NIDA (2010) udava az 60 %. Je
ovSem otdzkou, zda dudlnich diagnéz opravdu pribyvé, ne-
bo zda si jich vice v§imame.

U psychiatrickych pacientu se zavislostni porucha zjis-
tuje priblizné v 50 % (viz napt. Horsfall et al., 2009; Hides et
al., 2010; NIDA, 2010).

V diagnostickém profilu klientt s poruchami z uzivani
navykovych latek psychiatrickych komorbidit se podle vyse
uvedenych studii nejvice objevuji poruchy osobnosti a uz-
kostné a depresivni poruchy (posledni dvé spoleéné obvykle
predstavuji nejvétsi podil), dédle poruchy prijmu potravy
a razné psychotické poruchy. Studie cilené zamérené na ur-
Gity diagnosticky okruh, napt. na poruchy osobnosti (napr.
Jerabek, 2008), stresové poruchy (napr. Dass-Brailsford &
Myrick, 2010) nebo ADHD (viz jiny ¢lanek v tomto ¢isle) ob-
vykle dospivaji ke znaéné vys$sim ¢isltm nez prace hodnotici
$irsi spektrum poruch.

Z hlediska etiologie je v zdsadé mozné rozliSovat tii
skupiny komorbidnich uzivateld drog (Miovska et al., 2008;
NIDA, 2010). Prvni skupinu tvori lidé s psychickou poru-
chou mimo zavislostni okruh, bez ohledu na fakt, zda sku-
teéné vyhledali odbornou pomoc a psychické problémy
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In terms of etiology, three groups of comorbid drug us-
ers can generally be distinguished (Miovska et al., 2008;
NIDA, 2010). The first comprises people with a psychologi-
cal disorder outside the dependency domain, irrespective of
whether they actually sought professional help and thus
had their mental problems diagnosed and treated or
whether they did not seek treatment for the problems they
experience. In most cases, they begin engaging in the un-
controlled use of substances as a result of their condition.
This is referred to as the self-treatment or self-medication
model. The second alternative is the opposite: long-term
and heavy substance use may cause, or rather provoke,
a mental disorder. As for the third group, it is believed that
mental illness and drug addiction are the manifestation of
a different single cause, such as a personality or stress dis-
order. Miovska et al. note, however, that the causal factor
remains unclear for many situations, which makes it diffi-
cult to determine whether mental illness may contribute to
the development of drug addiction or, on the contrary,
whether addiction may increase the risk of the development
of psychological problems. Given the obvious interaction be-
tween both (or more) disorders and illnesses, it is therefore
significant whether the condition developed in the presence
of other risk or protective factors and what the patient’s re-
sponse to the situation is, particularly as far as their com-
pliance with treatment is concerned.

It is generally agreed that dual diagnoses in clients are
associated with a more severe course of illness, more seri-
ous health and social consequences, more difficulties and
complications in treatment, and poorer treatment outcomes
than in clients with a single disorder (see, for example,
NIDA, 2010; Cannaway & Merkes, 2010; Schulte et al.,
2011; Baigent, 2012; Torrens et al., 2012).

While in the USA and Western Europe dual diagnoses
became both clinical and research issues as early as the
1980s, in the Czech Republic the topic was not brought into
greater focus until the late 1990s. The year 2003, however,
should be regarded as the turning point. That year wit-
nessed the publication of an extensive textbook, Drugs and
Drug Addiction (Drogy a drogové zdvislosti; Kalina et al.,
2003), which included a number of chapters dealing with
dual diagnoses (e.g. Nespor, 2003; Popov, 2003), the first
Czech study on the frequency and diagnostic profile of dual
diagnoses (Mravéik et al., 2003) was published in 2003, and,
last but not least, in the same year, the leading Czech pro-
fessionals agreed that therapeutic communities for drug
addicts should be required to provide psychiatric services.
Since then dual diagnoses have been a major topic of profes-
sional debate. Written in 2013, this article thus provides an
opportunity to look back on the past decade.

u nich tedy diagnostikovany jsou a jsou pripadné téz léceny,
nebo zda témito problémy trpi, ale pomoc nevyhledali a ne-
jsou léceni. Vétsinou zacinaji nekontrolované uzivat navy-
kové latky v dasledku téchto potizi. Jedna se o tzv. model
samoléceni ¢i sebemedikace. Druhou variantou je pak opac-
néa situace, kdy dlouhodobé a intenzivni uzivani navyko-
vych latek mize dusevni poruchu zpuisobit nebo ¢astéji vy-
provokovat. U treti skupiny se predpokladd, Ze psychicka
nemoc a zavislost na drogach jsou vyjadrenim jedné jiné za-
kladni pri¢iny, napt. poruchy osobnosti nebo stresové poru-
chy. Miovska et al. ovSem upozorniuji, Ze pro mnoho situaci
prozatim zustava faktor kauzality nejasny a nelze jedno-
znacné vzdy rici, zda psychickd nemoc muaze zvysit pravdé-
podobnost vzniku z4vislosti na drogach, nebo naopak, zda
zavislost zvySuje riziko vzniku psychickych problému. Je
dale samozrejmé, Ze dochazi k interakei mezi obéma (nebo
vice) poruchami a onemocnénimi a je velmi dulezité, zda
k vyskytu doslo za pritomnosti dalsich rizikovych, pripadné
protektivnich faktort, a jakym zptsobem na vyvoj situace
reaguje pacient zejména z perspektivy jeho 1é¢ebné compli-
ance.

Obecné panuje shoda v tom, Ze klienti s dualnimi dia-
i socialni dusledky, vice obtiZi a komplikaci v 16¢bé a horsi
léc¢ebné vysledky nez klienti pouze s jednou poruchou (viz
napt. NIDA, 2010; Cannaway & Merkes, 2010; Schulte et
al., 2011; Baigent, 2012; Torrens et al., 2012).

V USA a v zdpadni Evropé se staly dualni diagnézy kli-
nickym i vyzkumnym tématem jiz v 80. letech minulého sto-
leti. V CR se zdjem o problematiku DD zaéal objevovat s jis-
tym zpozdénim koncem 90. let. Za rok obratu lze vSak po-
kladat az rok 2003. V rozsdhlé publikaci Drogy a drogové
zavislosti (Kalina et al., 2003) vysla rada kapitol, které se
dudlnimi diagnézami zabyvaly (napt. Nespor, 2003; Popov,
2003); v témze roce byla uverejnéna prvni ceska studie
o éetnosti a diagnostickém profilu DD (Mrav¢ik et al., 2003);
koneéné v témze roce se piedni odbornici v CR shodli na
tom, Ze v terapeutickych komunitach pro drogové zavislé
ma byt povinnosti poskytovat psychiatrické sluzby. Od té
doby jsou dudlni diagnézy vyznamnym tématem odborné
diskuse. Tento ¢lanek, psany v r. 2013, je tudiz jistou prile-
zitosti jak uplynulé desetileti prehlédnout.

KALINA, K., VACHA, P.



® 2 WHICH TREATMENT IS APPROPRIATE?

® 2 /1 Treatment content

The extensive literature shows that the treatment of dual
diagnoses tends to correspond with the “dual focus schema
therapy” (Ball, 2004). This notion implies that one focus is
defined in the area of addictive disorders, the other in other
diagnostic domains, and each of these focuses is associated
with specific content. This approach is undoubtedly well
justified in psychopharmacological treatment interven-
tions, as medication-based treatment is largely specific as
regards both the focus of addictive disorders (disulfiram,
acamprosate, substitution drugs) and the focus of mental
health disorders (antidepressants, antipsychotics, minor
tranquillisers). One exception is mood stabilisers or some
antidepressants, such as bupropion, which are used to re-
duce craving and prevent relapse. Nevertheless, the con-
cept of the “dual focus schema therapy” is quite consistently
present in psychosocial interventions too.

It is recommended that psychiatric patients who also
need treatment for their substance use disorders should re-
ceive motivational interviewing, contingency management,
and relapse prevention training (e.g. Vornik & Brown,
2006; Baigent, 2012). Given the topic of this article, it is
noteworthy that, in addiction clients with dual diagnoses,
specific psychosocial interventions are sought for virtually
any diagnostic group of related mental disorders, including
schizophrenic disorders (e.g. Ziedonis et al., 2005; Horsfall
et al., 2009; Thylstrup & Johansen, 2009), affective disor-
ders (e.g. Quello et al., 2005; Nunes & Levin, 2006; Hides et
al., 2010), anxiety disorders (e.g. Horsfall et al., 2009), eat-
ing disorders (e.g. Sysko & Hildebrandt, 2009), and
post-traumatic stress disorders (e.g. Dass-Brailsford &
Myrick, 2010). These usually involve brief behavioural or
cognitive-behavioural treatment modules (Carrol, 2004;
Brunette & Mueseer, 2006; Cleary et al., 2008; Horsfall et
al., 2009), but the successful application of a psycho-
dynamic approach has also been reported (Gregory et al.,
2010).

Research suggests, however, that specific approaches
may not be the ideal way of managing dual diagnoses; there
is no evidence, for example, that one approach is more effi-
cient than another (Cleary et al., 2008). This is in line with
the opinions that psychosocial interventions (if they work)
encompass more effective factors than manuals and proto-
cols suggest, and these factors are not always reflected in
the evidence-based approach (see, for example, Kalina,
2013).

® 2 /2 Treatment model
The treatment of a dual diagnosis client must address both
the addictive disorder and the other mental problem
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® 2 JAKA LECBA JE VHODNA?

® 2 / 1 Obsah lécby

Z rozsahlé literatury zjistujeme, Ze 1é¢ba DD vétsinou ko-
responduje s pojetim ,lécby s dvojim ohniskem“ (Ball,
2004). Znamena to, Ze jedno ohnisko je definovano v oblasti
zavislostnich poruch, druhé v jinych diagnostickych okru-
zich a kazdé z téchto dvou ohnisek je spojeno se specifickym
obsahem. Tento pristup je jisté opodstatnény u psychofar-
makologickych 1ééebnych intervenci, protoZze farmakologic-
kéa 1ééba je znacné specifickd jak v ohnisku zavislostnich po-
ruch (disulfiram, acamprosate, substituéni preparaty), tak
v ohnisku poruch dusevniho zdravi (antidepresiva, antipsy-
chotika, malé trankvilizéry). Jistou vyjimkou jsou stabiliz4-
tory nalady nebo néktera antidepresiva, napt. bupropion,
pouzivana ke snizeni cravingu a prevenci relapsu. Koncept
»1éC¢by s dvojim ohniskem“ se vS§ak dosti dusledné objevuje i
u psychosocidlnich intervenci.

U psychiatrickych pacientd, kteri zdroven potrebuji
1é¢bu pro poruchu z uzivani ndvykovych latek, se doporucu-
ji napr. motivaéni rozhovory, pobidkova terapie (contingen-
cy managenment) a prevence relapsu (napr. Vornik &
Brown, 2006; Baigent, 2012). Pro téma ¢lanku je vSak dile-
a zkousSeji specifické psychosocidlni intervence v podstaté
pro kazdou diagnostickou skupinu pridruzenych dusevnich
poruch, napr. u schizofrennich poruch (napr. Ziedonis et al.,
2005; Horsfall et al., 2009; Thylstrup & Johansen, 2009),
afektivnich poruch (napr. Quello et al., 2005; Nunes & Le-
vin, 2006; Hides et al., 2010), uzkostnych poruch (napt.
Horsfall et al., 2009), poruch prijmu potravy (napr. Sysko &
Hildebrandt, 2009), posttraumatické stresové poruchy
(napr. Dass-Brailsford & Myrick, 2010) apod. Obvykle jde
o kratké behavioralni nebo kognitivné-behavioralni 1ééebné
moduly (Carrol, 2004; Brunette & Mueseer, 2006; Cleary et
al., 2008; Horsfall et al., 2009), ale je referovdno i o uspés-
nosti psychodynamického pristupu (Gregory et al., 2010).

Vyzkum vSak nenasvédéuje, Ze jsou specifické pristupy
optimalni cestou v 1é¢bé DD; nebylo napr. zjisténo, Ze jeden
pristup je t¢innéjsi nez jiny (Cleary et al., 2008). To kores-
ponduje s nazory, ze psychosocidlni intervence, pokud fun-
guji, obsahuji vice déinnych faktord, nez jaké jsou definova-
ny v manudlech a protokolech, pri¢emz tyto faktory nejsou
vzdy reflektovany evidence-based pristupem (viz napt. Ka-
lina, 2013).

® 2 /2 Model lécby

Terapie klienta s dudlni diagnézou se musi zamérit jak na
navykovou poruchu, tak i na jiny dusevni problém (Popov,
2001; Nespor, 2003; Montoya, 2006). Z praktickych davodu
je treba rozlisit tfi modely:
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(Popov, 2001; Nespor, 2003; Montoya, 2006). Three models
are distinguished for practical reasons.

1) Successive treatment: the “second” mental disorder
is not dealt with until the addictive disorder has been ad-
dressed first, or vice versa.

According to Gerri Miller (2005), mental health profes-
sionals often believe that substance use problems subside
after the psychological disorder has been sufficiently con-
tained. This may apply to the cases in which the hypothesis
of self-medication has been clinically corroborated (see
above) but dependence has not developed yet (Khantzian et
al., 2005; Leeds & Morgernstern, cited in Kalina, 2013).

In more serious cases, clients with dual diagnoses can-
not be treated in regular psychiatric/psychotherapeutic ser-
vices if they continue using drugs: drug addicts’ compliance
with systematic psychotherapy and/or pharmacotherapy
tends to be poor, most of the psychiatric medication cannot
reasonably be prescribed, and the drug problem may mask
or distort the clinical picture and dynamics of other mental
health problems (Miovsk4 et al., 2008; Kalina, 2008). It is
often more urgent to address the dependency first, as the
client’s further compliance with psychotherapy and
pharmacotherapy is hardly possible without bringing their
drug problem under control. Numerous psychopathological
problems are immediately associated with alcohol or illicit
drug use and may subside with abstinence; their treatment
should only be considered if they persist (see Nespor, 2003;
Nunes & Levin, 2006). We need to bear in mind, though,
that when the “dependence comes first” approach is pur-
sued, the problems associated with the “second diagnosis”
may prevent the patient/client from fully engaging with the
treatment programme, making the best of it, and persisting
with the treatment (Miovska et al., 2008).

2) Parallel treatment: both focuses and both diagnoses
are addressed at the same time, but each in a different
treatment facility.

The parallel treatment model may pose problems per-
taining to interdisciplinary and inter-agency barriers, as
a common conceptual framework is often lacking. Ineffi-
cient communication and collaboration between the ser-
vices can make this model risky for the patient/client (Don-
ald et al., 2005; Cannaway & Merkes, 2010; Torrens et al.,
2012).

3) Integrated treatment: provided in one facility by one
therapeutic team who can address both problems.

Integrated treatment seems to be preferred by most of
the authors. They suggest that this treatment model im-
proves treatment retention, allows clients to benefit more
from the treatment, and is more cost-effective (Montoya,
2006; Brunette & Mueseer, 2006; Cannaway & Merkes,
2010; Torrens et al., 2012). Schulte et al. (2011) report that
integrated treatment is also ideal in terms of patient/client
satisfaction. In addition, the integrated model reduces the

1) Lééba sukcesivni: nejprve napt. 1é¢ba zavislostni po-
ruchy a teprve pak lééba ,,druhé“ dusevni poruchy, nebo na-
opak.

Podle Gerri Millerové (2005) zastavaji odbornici v ob-
lasti dusevniho zdravi éasto nazor, Ze problémy z uzivani
navykovych latek odezni, pokud je dostateéné oSetrena psy-
chicka porucha. To se muze stat v pripadech, kdy je klinicky
prukazna hypotéza sebemedikace (viz vySe) a zavislost se
jesté nerozvinula (Khantzian et al., 2005; Leeds a Morger-
nstern, cit. in Kalina, 2013).
¢it v béznych psychiatricko-psychoterapeutickych sluzbéch,
pokud nadale uziva drogy: spoluprace drogové zavislého na
systematické psychoterapii ¢i farmakoterapii je velmi prob-
lematicka, vétsinu psychofarmak nelze zodpovédné ordino-
vat a drogova problematika zastird a zkresluje klinicky ob-
raz a dynamiku ostatnich problému s duSevnim zdravim
(Miovska et al., 2008; Kalina, 2008). Lécit nejprve zavislost
je Casto naléhavéjsi, protoze jeji zvladnuti podminiuje dalsi
spolupréci pti psychoterapii nebo farmakoterapii. Mnoho
psychopatologickych problém je primo spojeno s uzivanim
alkoholu nebo nezdkonnych drog a muze ustoupit v absti-
nenci; jejich 1é¢ba prichazi v tivahu teprve tehdy, pokud pre-
trvavaji (viz Nespor, 2003; Nunes & Levin, 2006). Musime
v8ak mit na paméti, Ze v pristupu ,zavislost nejd¥ive“ mo-
hou obtiZe spojené s ,druhou diagnézou® pro pacienta/klien-
ta znamenat omezeni v zapojeni do 1ééebného programu,
snizenou schopnost z néj profitovat a vyssi riziko predcas-
ného odchodu (Miovska et al., 2008).

2) Lééba paralelni: obé ohniska, obé diagnézy se 1é¢i
soucasné, ale kazda v jiném lééebném zarizeni.

Model paralelni 1ééby muze prinaset problémy s mezio-
borovymi a mezisektorovymi bariérami. Casto chybi spoleé-
ny koncepéni ramec. Pri nedostateéné komunikaci a spolu-
praci mezi obéma sluzbami muzZe byt tento model pro pa-
cienta/klienta rizikovy (Donald et al., 2005; Cannaway &
Merkes, 2010; Torrens et al., 2012).

3) Lécba integrovand: v jenom zatizeni a jednim tera-
peutickym tymem, ktery je schopen 1éc¢it oba problémy.

Vétsina autoru preferuje integrovanou lécbu. Uvadi,
ze tento typ lé¢by zvysuje udrzeni v 1é¢ébé, prindsi klientam
vétsi prospéch a je ekonomiétéjsi (Montoya, 2006; Brunette
& Mueseer, 2006; Cannaway & Merkes, 2010; Torrens et
al., 2012). Schulte et al. (2011) uvadéji, zZe je také optimalni
pro satisfakei pacienti/klientd. Integrovany model rovnéz
snizuje rizika, kterda mohou byt implikovana pojmem ,lécba
s dvojim ohniskem® a viibec samotnym pojmem “dudlni dia-
gnoéza“, tj. jisté rozdéleni klienta na dvé ¢asti a opomenuti
tésnych vztaht (patogenetickych, psychodynamickych,
neurofarmakologickych) mezi uzivanim navykovych latek
a jinymi psychickymi problémy, které se vzajemné ovliviiuji
a propojuji do jednotného klinického obrazu u jednoho ¢lo-
véka.
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concerns which the concept of “dual-focus therapy” and the
term “dual diagnosis” itself may imply, i.e. the division of
a client into two parts may lead to disregarding the close re-
lationships (pathogenetic, psychodynamic, [neuro]pharma-
cological) between substance use and other psychological
problems which interact and combine to form an individ-
ual’s comprehensive clinical picture.

® 3 DUAL DIAGNOSES IN THERAPEUTIC
COMMUNITIES

At the beginning of this century, Yates and Wilson (2001)
summarised the previous knowledge of dual diagnoses in
therapeutic communities by suggesting that individuals
with dual diagnoses are a newly recognised rather than
emerging group of clients. According to them, in the past
20 years the psychopathological profile of clients undergo-
ing addiction treatment in therapeutic communities is un-
likely to have deteriorated. In the past, some of these clients
were “filtered off” in advance (they were not accepted by
therapeutic communities because of their psychiatric his-
tory) and some went unnoticed, but they were always pres-
ent in therapeutic communities for drug addicts and proba-
bly comprised a significant proportion of those who showed
treatment complications, dropped out, or failed to reach
positive treatment outcomes.

At least in the Czech Republic, the relevance of this
opinion is not merely historical. We need to remember that
in “standard” therapeutic communities' there may exist un-
willing or wilful, or even structurally encouraged, reluc-
tance to accept clients who might worsen the treatment out-
comes (see Section 7 below). We need to keep in mind that
clients with dual diagnoses may be given little diagnostic
attention or be misdiagnosed (see Cosci & Fava, 2011). Last
but not least, our clinical experience indicates that dual di-
agnosis clients in “standard” therapeutic communities may
show poorer treatment outcomes, despite receiving appro-
priate diagnostic and therapeutic attention (see Section 6
below).

There is a widespread opinion that the psycho-
pathological profile of clients undergoing addiction treat-
ment in therapeutic communities has worsened dramati-
cally in the last decade.? Clients with dual diagnoses repre-
sent a new population of clients which is completely
different from that of the 1990s, when the majority of Czech
therapeutic communities began to operate. Jerabek (2008)
notes that he would consider a dependent client who is oth-

1/ In the current situation in the Czech Republic, a “standard” therapeutic
community for drug addicts can be considered as one that does not directly
specialise in the treatment of dual diagnoses but does not avoid accepting pe-
ople with DDs either. See Section 8 below.

2/ Verbal communication, the representatives of the Therapeutic Commu-
nities Section of the A.N.O. (the Association of Non-governmental Organisati-
ons in the field of substance abuse), 2013.
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® 3 DUALNI DIAGNOZY V TK

Na pocatku tohoto stoleti shrnuli Yates a Wilson (2001) do-
savadni poznatky o dudlnich diagnézach v terapeutickych
komunitach v tom smyslu, Ze nositelé dualni diagnézy ne-
jsou novou Kklientelou, ale klientelou nové rozpoznavanou.
Podle autort se psychopatologicky profil klient 1é¢enych
pro zavislost v terapeutickych komunitach v poslednich
20 letech pravdépodobné nezhorsil. V minulosti byli tito kli-
enti ¢asteéné predem odfiltrovani (nebyli do TK prijimani
pro psychiatrickou anamnézu), ¢asteéné unikali pozornosti,
ale vzdy se v TK pro drogoveé zavislé vyskytovali a pravdé-
podobné tvorili nemalou ¢ast téch, kteri vykazovali kompli-
kovany prabéh a z 1ééby predc¢asné vypadavali, pripadné
u nich byla lé¢ba netispésna.

Tento nazor nema dnes pouze historickou relevanci,
alespor ne v CR. Stéle musime mit na paméti, Ze ve ,stan-
dardnich® TK' muze existovat nevédomd, védoma & dokon-
ce organizacné zajiSténa nevile prijimat klienty, kteti by
mohli zhorsit 1ééebné vysledky (viz oddil 7 ¢élanku). Stale
musime mit na paméti, Ze, co se tyce dudlnich diagnéz, mo-
hou klienti unikat diagnostické pozornosti nebo jsou chybné
diagnostikovani (viz Cosci & Fava, 2011). V neposledni radé
nés klinické zkuSenosti upozornuji, Ze i pri primérené dia-
gnostické a terapeutické pozornosti mohou klienti s DD ve
yStandardnich® TK pattit k méné uspéSnym (viz oddil 6
¢lanku).

Prevlad4 v8ak nézor, Ze se psychopatologicky profil
klientt 1écenych pro zavislost v terapeutickych komunitach
v poslednim desetileti vyrazné zhorsil.? Klienti s dudlnimi
diagnézami predstavuji novou klientelu, zcela odlisnou od
klientely 90. let, kdy vétsina ¢eskych TK pro zavislé zaéina-
la. Jerabek (2008) uvadi, Ze by klienta, ktery trpi zavislosti
ajinak je dusevné zdrav, pokladal za raritu. Zaznivaji otaz-
ky, zda takovi klienti jesté existuji, a pokud ano, kde jsou,
stejné jako nazory, Ze se zhorsil dusevni stav celé subpopu-
lace problémovych uzivatela drog.3 Pri¢iny trendu nejsou
jasné a neni tcelem ¢lanku po nich patrat a prezentovat ne-
ovérené hypotézy. Pracovnici TK vice méné berou na védo-
mi, Ze ,lepsi to nebude” a Ze se s dusledky tohoto trendu mu-
si ngjak vyrovnat.

Dualni diagnézy prinaseji do 1é¢ebnych programi ne-
malé komplikace: (podle Miovskd et al., 2008; Kalina,
2008):

a/ snizuji schopnost pacienta/klienta se do 1ééby zapojit,
vytrvat v ni a mit z ni prospéch;

1/ Za soucasného stavu v CR miizeme za ,standardni” TK pro drogoveé za-
vislé pokladat takovou TK, kterd se na lé¢bu dudlnich diagnéz pfimo nespeciali-
zuje, ale neuzavira se jim. Viz oddil 8 ¢lanku.

2/ Ustni sdéleni, zastupci sekce terapeutickych komunit A.N.O. (Associati-
on of Non-governmental Organisations in the field of substance abuse), 2013.
3/ Ustni sdéleni, zastupci sekce Harm reduction A.N.O., 2013.
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erwise in good mental health a rarity. Some ask whether
such clients still exist, and if so, where they can be found.
Others claim that the mental health status of the
subpopulation of problem drug users as a whole has deterio-
rated.® The reasons for such a trend are unclear and it is be-
yond the scope of this article to explore them and present
unfounded hypotheses. The staff of therapeutic communi-
ties more or less acknowledge that it “won’t get any better”
and that they have to reconcile themselves to the conse-
quences of this trend.

Dual diagnoses pose major complications for treat-
ment programmes (adapted from Miovskd et al., 2008;
Kalina, 2008), as they:

a/ reduce patients’/clients’ abilities to engage and persist
with the treatment and benefit from it;

b/ represent a frequent source of motivation crises, inter-
personal conflicts, and risky situations which may lead to
relapse or the early termination of treatment;

¢/ place an extra burden on the individual, as well as caus-
ing complications and risk to other patients/clients, and

d/ place an extra burden and responsibility on the staff,
who must be able to work with all the types of disorders and
illnesses. i.e. they need to cope with both “common” addic-
tions and psychiatric complications.

It needs to be pointed out that the integrated treat-
ment of clients with dual diagnoses should not mean much
of a revolutionary change for therapeutic communities for
addicts. Since the initial development of this approach to
the concept of a therapeutic community, drug addiction was
seen as reflecting underlying personality disorders. Treat-
ment was conceived as that of “the whole person”, focusing
on both the issue of addiction and the management of the
personality disorder. To a certain extent, it thus always in-
volved “dual focus therapy”. One of the focuses, however,
was narrowed to a certain type of personality, which
seemed to correspond to a dissocial personality disorder ac-
cording to ICD-10.* The concept, philosophy, organisation,
and programme structure of therapeutic communities for
addicts were originally developed with respect to this type
of personality of people addicted to drugs.

Nowadays, however, drug clients show a much wider
range of psychopathologies and other types of personalities
than the previously envisaged dissocial “character disor-
der” which lie behind such psychopathological symptoms
and syndromes. Research and clinical experience reveal
that they have complicated and vulnerable personalities,
prone to both addictive disorders and other mental health
disorders (Jerdbek, 2008). They should be fully indicated
for treatment in therapeutic communities for addicts. This

3/ Verbal communication, the representatives of the A.N.O.’s Harm Reduc-
tion Section, 2013.

4/ Classified as “Antisocial personality” by the DSM IV (see Yates and Wil-
son, 2001).

b/ predstavuji éasty zdroj motivacnich krizi, interpersonal-
nich konflikta a rizikovych situaci, které mohou vést k re-
lapstm ¢i predé¢asnym odchodim;

¢/ zatézuji nejen dotyéného jednotlivce, ale prinaseji kom-
plikace a rizika rovnéz ostatnim pacientim/klienttim;

d/ zvySuji zatéz a naroky na personal, ktery musi byt scho-
pen pracovat se v§emi typy poruch a onemocnéni, a musi te-
dy zvladat jak ,bézné“ zavislosti, tak soucasné psychiatric-
ké komplikace.

Integrovana lécba klientt s dvoji diagnézou by pritom
neméla byt TK pro zavislé prili§ velkym prevratem. Od po-
¢atku vyvoje této linie TK se drogova zavislost pokladala za
projev hloubéji lezici poruchy osobnosti. Lééba byla konci-
povéna jako ,lécba celé osoby“, se zamérenim jak na zavis-
lostni problematiku, tak na tpravu osobnostni poruchy. Do
jisté miry tedy o ,léc¢bu s dvojim ohniskem® §lo vzdy. Jedno
z téchto ohnisek se vSak zuzilo na uréity typ osobnosti, ktery
nejspise odpovidal disocidlni poruse osobnosti dle MKN 10.*
Se zretelem na tento typ osobnosti drogové zavislych byla
puvodné vytvorena koncepce, filozofie, organizace a progra-
mova struktura TK pro zavislé.

Nyni v§ak méme co do ¢inéni s daleko vétsi §iti psycho-
patologie u drogové klientely a v pozadi psychopatologic-
kych symptomt a syndromu také s jinymi typy osobnosti,
nez byla kdysi predpokldadand ,charakterova porucha“diso-
cidlniho typu. Vyzkum a klinické zkuSenosti nam odhaluji,
ze jde o osobnosti komplikované a zranitelné, disponujici
nejen k zavislostnim poruchdm, ale i k jinym porucham du-
Sevniho zdravi (Jerabek, 2008). Lécba v TK pro zavislé je
pro né plné indikovanda. Muze snizit riziko, Ze pojem ,,dudlni
diagnéza“ bude znamenat rozdéleni jedince na dvé éésti:
v TK vice nez kdekoliv jinde je zjevné, Ze jde tieba o dvé dia-
gnozy, ale o jednoho ¢lovéka. Jedna osoba, jeden Zivotni pri-
béh — a jedna integrovana lécba. Jejimi predpoklady se bu-
deme zabyvat v nasledujicich oddilech ¢lanku, na prvnim
misté je vSak treba zdavodnit 1é¢ebny potencidl TK pro za-
vislé i mimo oblast z4vislosti.

® 4 PREDPOKLADY INTEGROVANE
STRATEGIE UZDRAVY
Terapeutické komunity pro drogové zavislé jsou na prvnim
misté terapeutickymi komunitami a na druhém misté tera-
peutickymi komunitami pro 1é¢bu zavislosti (Kalina, 2008,
2013). Do znaéné miry to plati pro tzv. evropsky smiSeny
model (Mereki, 2004) nebo evropské ,TK treti generace”
(Broekaert et al., 2006) a jesté do vétsi miry pro TK pro za-
vislé v CR vzhledem k jejich svébytné narodni tradici (Kali-
na, 2006a, 2008).

TK jako metoda a systém je Géinnou 1lé¢bou pro mnoho
dalsich poruch dusevniho zdravi, nejen pro zavislosti. Pa-
vodni evropské TK v linii Jonese a Maina byly vytvoreny

4/ LAntisocial personality” v klasifikaci DSM IV (viz Yates a Wilson, 2001).
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may reduce the risk of the term “dual diagnosis” implying
the division of an individual into two parts: more than any-
where else, in a therapeutic community, it is made clear
that while there may be two diagnoses, it is the person as
a whole that matters. One person, one life story — and one
integrated treatment. The prerequisites for integrated
treatment will be discussed in the following sections of this
article. First and foremost, however, the treatment poten-
tial of therapeutic communities for addicts outside the do-
main of addiction treatment as well should be substantiated.

@® 4 PREREQUISITES FOR INTEGRATED
RECOVERY STRATEGY

In the first place, therapeutic communities for drug addicts
are therapeutic communities, and, in the second place, they
are therapeutic communities for addiction treatment
(Kalina, 2008, 2013). To a great extent, this applies to the
“European mixed model” (Mereki, 2004), the European
“third-generation therapeutic communities” (Broekaert et
al., 2006) and, even more, to Czech therapeutic communi-
ties for addicts, given their distinctive national tradition
(Kalina, 2006a, 2008).

As a method and system, a therapeutic community is
an effective treatment modality for many mental health
disorders other than addiction. The original European ther-
apeutic communities, based on the model championed by
Jones and Main, were established to treat patients with se-
vere mental disorders and they have proved effective in
treating psychoses and personality disorders to this day. It
can reasonably be assumed that therapeutic communities
for drug addicts can effectively address a much wider spec-
trum of factors than those pertaining specifically to addic-
tive disorders. Treatment in a therapeutic community al-
ways applies to the person as a whole, not the dependency
syndrome alone (see De Leon, 2000). While Kooyman’s tra-
ditional inventory of a TC’s therapeutic elements
(Kooyman, 1993, 2005) may be derived from the author’s
experience of a therapeutic community for addicts, on giv-
ing it closer scrutiny, we found that these therapeutic ele-
ments can be effective in other mental health disorders (see
Kalina, 2008, Chapter 16).

A therapeutic community may be perceived as a natu-
ral setting for integrated treatment. A therapeutic commu-
nity for addiction treatment is thus the right place for cli-
ents with dual diagnoses. Just like the other clients, they
can equally gain significant benefits from what the commu-
nity has to offer:

* structure, order, clear rules,

* emotional and interpersonal security,

» support for the structures and boundaries of the Self
(Egosyntonic approach?),

5/ The concept comes from the founder of Czech addictology, Prof. Jaro-
slav Skéla (see Kalina, 2008).
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pro 1é¢bu pacientd s vaznymi duSevnimi poruchami a do-
dnes tento model osvédéuje svou Géinnost v 16¢bé psychoz ¢i
poruch osobnosti. Mtizeme dtvodné predpokladat, ze TK
pro drogové zavislé disponuji daleko Sirsim spektrem uéin-
nych faktora, nez jsou faktory, které se specificky tykaji za-
vislostnich poruch. Léc¢ba v TK je vzdy lé¢bou celé osoby, ni-
koliv pouze syndromu zavislosti (viz De Leon, 2000). Klasic-
ky Kooymanuv vycet terapeutickych prvku TK (Kooyman,
1993, 2005) je sice odvozen z autorovy zkusenosti u TK pro
zavislé, ale pri jeho rozboru zjistujeme, zZe tyto terapeutické
prvky mohou dé¢inné pusobit i u jinych poruch dusevniho
zdravi (viz Kalina, 2008, kapitola 16).

Terapeutickou komunitu mizeme chapat jako priroze-
né prostredi integrované 1é¢by. Klienti s dualnimi diagné-
zami jsou tudiz v TK pro lécbu zavislosti na spravném mis-
té. Stejné jako ostatni klienti mohou mit zédsadni prospéch
z toho, co komunita nabizi:

— strukturu, ¥ad, jasna pravidla,

— emoc¢ni a vztahové bezpedi,

— podporu struktur a hranic Ja (Ego-syntonni pristup?),

— porozuméni sobé samému, sdélovani a sdileni v terapeu-
tické skupiné,

— interpersondlni uceni,

— porozuméni strategiim zvladéni problémd,

— nacvik socidlnich a komunikaénich dovednosti.

Lécba klienta s dudlnimi diagnézami v TK nevyzaduje
nezbytné zmékcovani pravidel (viz dale oddil 7). V zasadé
neni ani nezbytné aplikovat specifické pristupy, které se vy-
tvareji pro jednotlivé diagnostické okruhy a jejichz specific-
kéa ucinnost neni zcela prokdzana (viz vyse v tomto élanku,
oddil 2). Podstatna je kapacita terapeutického tymu: jeho
vzdélavani v problematice dudlnich diagnéz, psychoterapeu-
ticky pristup a psychoterapeuticka erudice, empatické poro-
zumeéni a primérena mira individualizace. To posledni pred-
pokladé rovnéz jistou redefinici role garanta, aby nebyl toliko
manazerem kontraktu, ale pravodcem svého klienta na ne-
lehké cesté vnitfnimi a vnéjsimi dskalimi jeho 1é¢by v TK.

Pro vyrovnani se s naroky integrované lé¢by by mél te-
rapeuticky tym disponovat nésledujicimi kapacitami:®

— vytvorit pro klienta bezpe¢nou terapeutickou alianci,

— podporovat jeho motivaci a vytvoreni vhledu do jeho ob-
tiZi a jejich vztahovych konsekvenci,

— v terapeutickych pristupech presunout diaraz od beha-
vioralni modifikace k interpersondlnimu uéeni, poméa-
hat klientovi rozvinout schopnosti vyrovnavat se
s mnohondsobnymi problémy a zvladat je,

— podporovat klienta v rozvoji dovednosti jak udrzet zisky
z 1é¢by, rozsirit pojem ,relaps“ a ,prevence relapsu“ na
ruzné selhani v Zivoté klienta, at uz v souvislosti s uzi-

5/ Pojem pochézi od zakladatele ¢eské adiktologie prof. Jaroslava Skély (viz
Kalina, 2008).
6/ Volné podle Yates a Wilson (2001); Kalina (2008).
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* understanding oneself; communicating and sharing in
a therapeutic group,

* interpersonal learning,

¢ understanding the problem-solving strategies

* training in social and communication skills.

The therapeutic community-based treatment of clients
with dual diagnoses does not necessarily require the soften-
ing of the rules (see Section 7 further below). In general, it is
not even necessary to apply specific approaches that are de-
signed for the individual diagnostic domains and the spe-
cific effectiveness of which has not been fully confirmed (see
Section 2 above). What matters is the therapeutic team’s ca-
pacity: their training in the issue of dual diagnoses,
psychotherapeutic approach and expertise, empathetic un-
derstanding, and a reasonable level of individualisation.
The last also requires a certain redefinition of the role of
a key worker®: to guide their clients on the uneasy path
through the inner and outer pitfalls of their treatment in
the therapeutic community rather than to act as a mere
contract manager.

In order to cope with the demands of integrated treat-
ment, the therapeutic team should possess the following ca-
pacities:”
¢ establishing a safe therapeutic alliance with the client,

* supporting their motivation and insight into their
problems and the interpersonal consequences they
entail,

in therapeutic approaches, shifting the emphasis from
behaviour modification to interpersonal learning and
helping the client develop their abilities to deal and cope
with multiple problems,

encouraging the client to develop their skills to
maintain the benefits of their treatment and to expand
the concept of “relapse” and “relapse prevention” to
include various failures in the client’s life, whether in
relation to drug use or other psychological and
interpersonal problems and difficulties.

The team members are assigned the roles of parental
figures for the purpose of “re-parenting”, involving rela-
tional links, emotional saturation, and interest, as “rela-
tional healing” through the therapeutic alliance is the key
factor in the treatment of both addictive and other mental
disorders (see Kalina, 2013).

In this way, which is consistent with the traditional
stages and approaches pertaining to therapeutic commu-
nity-based treatment, the European therapeutic communi-
ties (including Czech ones) seek to integrate both the evi-
dence-based and emerging clinical resources and ap-
proaches into a single programme that involves an
individualised and multidimensional strategy for treating

6/ A team member responsible for a treatment plan of a specific client.
7/ Adapted from Yates and Wilson (2001); Kalina (2008).

vanim drog nebo jinymi psychologickymi a vztahovymi
problémy a obtiZemi.

Clenam tymu se pFisuzuje role rodi¢ovskych figur pro

LSre-parenting® ve smyslu vztahového spojeni, emoc¢ni satu-

i“ (,relational

race a zajmu, protoze ,vztahové uzdravovan
healing“) prostrednictvim terapeutického spojeni je kli¢o-
vym faktorem v 1é¢bé zavislostnich i jinych duSevnich po-
ruch (viz Kalina, 2013).

Timto zptsobem, ktery je konzistentni s klasickymi fa-
zemi a pojetim 1ééby v TK, usiluji evropské (i ceské) TK in-
tegrovat osvédcené i nové klinické zdroje a pristupy do jed-
notného programu, ktery nabizi individualizovanou a vice-
rozmérnou strategii péfe pro léébu dudlnich diagnoz,
integrovanou strategii uzdravy (Broekaert et al., 2006).

Psychické komplikace u drogoveé zavislych v TK jsou do
znaéné miry zvladnutelné vlastnimi G¢innymi faktory pro-
cesu s podporou vzdélaného a zkuseného tymu. Pro integro-
vanou léébu dudlnich diagnéz v TK je vSak také nezbytné
zajistit psychiatrickou sluzbu, véasnou diagnostiku a jeji
adekvatni interpretaci pro dalsi pracovniky, konzultaci pri-
stupt a také predepisovani psychofarmak, i kdyz nejsou ne-
zbytna ve vSech pripadech. Pravé v zapojeni psychiatra je
citlivy bod
psychiatricko-medicinskd a psychosocidlni paradigmata

integrované strategie tzdravy, protoze

modelu se nemusi vZdy navzijem dobre snéset.
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dual diagnoses, i.e. an integrated recovery strategy
(Broekaert et al., 2006).

Psychological complications among drug addicts in
therapeutic communities are largely manageable by means
of the very assets of the process, enhanced by the
well-trained and experienced team. Nevertheless, the inte-
grated treatment of dual diagnoses in therapeutic commu-
nities also requires the availability of a psychiatric service,
early diagnosis and its accurate interpretation for the other
staff members, consultation of approaches, and the pre-
scription of psychiatric medication, although this is not nec-
essary in all cases. It is the involvement of a psychiatrist
that creates a sensitive moment within the integrated re-
covery strategy, as the psychiatric/medical and psy-
chosocial paradigms of the model may not always align with
each other.

@ 5 ARE THE PSYCHIATRISATION
CONCERNS JUSTIFIED?

De Leon (2000) formulates the following prerequisites for
the specific services and interventions in therapeutic com-
munities for addicts:

1/ they are integrated into the programme of the therapeutic
community as complementing the basic treatment model,
2/ they must extend and enhance the effectiveness of the
therapeutic community approach rather than modifying or
replacing its foundations,

3/ they must be compatible with the philosophy and ap-
proach of the therapeutic community,

4/ they must be reasonably incorporated into daily rou-
tines,

5/ they should not be employed until the client has devel-
oped a stable attachment to the community of their peers
and fully understood the approach and rules of the thera-
peutic community,

6/ the staff who provide the services and interventions
must have adopted and support the therapeutic community
approach.

Certainly, de Leon’s prerequisite No. 5 cannot apply to
the cases of a mother with a child or a client with a physical
and/or psychological complication entering a therapeutic
community. Certain specific needs should be addressed not
later than on entry to treatment or during an early stage of
treatment. It should be ensured, however, that the specific
needs and interventions extend and enhance the effective-
ness of the therapeutic community approach, are consistent
with the treatment philosophy, and comply with the gen-
eral principles of a therapeutic community.

Psychiatric services and interventions associated with
the treatment of dual diagnoses do not always fulfil this re-
quirement, as it is illustrated by the use of psychiatric med-
ication. Does it extend and enhance the effectiveness of the
therapeutic community approach, is it in line with their

2013 /13 /2

REVIEW ARTICLE

® 5 JSOU OBAVY Z PSYCHIATRIZACE TK
OPRAVNENE?

De Leon (2000) formuluje nasledujici podminky pro speci-
fické sluzby a intervence v terapeutickych komunitach pro
z4vislé:

1/ jsou integrovany do programu TK jako pridatné k za-
kladnimu lé¢ebnému modelu,

2/ musi rozsirtovat a zvysSovat uéinnost pristupu TK, niko-
liv modifikovat nebo nahrazovat jeho zdklady,

3/ musi byt slucitelné s filozofii a pristupem TK,

4/ musi byt uvazlivé zac¢lenény do denniho rezimu,

5/ maji nastoupit tehdy, kdyz se klient stabilné primkl ke
komunité vrstevnika a osvojil si plné porozuméni pristupu
a pravidlum TK,

6/ pracovnici, kteri je provadéji, musi znat pristup TK
a podporovat ho.

De Leonova podminka ¢. 5 se jisté nemuze tykat pripa-
da, kdy do TK nastupuje matka s ditétem nebo klient se so-
matickou, ale i s psychickou komplikaci. Na urcité specific-
ké potreby je teba reagovat jiz pri ndstupu nebo v ¢asném
obdobi 1é¢by. Za zdsadni vSak lze pokladat pozadavek, aby
specifické sluzby a intervence rozsirovaly a zvySovaly G¢in-
nost pristupu TK, byly v souladu s 1ééebnou filozofii a nena-
rusovaly zéakladni principy TK.

Psychiatrické sluzby a intervence, které k 1é¢bé dudl-
nich diagnéz patri, ne vzdy tento poZadavek naplniuji. Lze to
nejlépe ilustrovat na aplikaci psychofarmak. RozSituji
a zvySuji uéinnost pristupu TK, jsou v souladu s jejich 1ééeb-
nou filozofii, nebo naopak narusuji zakladni principy TK?

Problém vlastné neni novy ani jedineény a neni primo
spojeny s 1é¢bou dudlnich diagnéz v TK. Znaji ho vSichni od-
bornici v oblasti kombinované 1é¢by poruch dusevniho zdra-
vi, tj. v oblasti, kde se soubézné pouzivaji psychofarmaka
a psychoterapie. Je mnoho dtukazu, Ze napf. u schizofren-
nich nebo afektivnich poruch je kombinovana 1é¢ba iéinné;j-
$1 nez 1écba omezena na jeden ¢i druhy pristup. Zakladni
pozadavek, aby pti kombinované 1é¢bé psychofarmaka ote-
virala (a nikoliv uzavirala) dvere psychoterapii, v§ak neni
vzdy samoziejmosti (Vinar, 1990).

Lécba dudlnich diagnéz v TK pro zavislé je specifickym
pripadem kombinované 1é¢by v prostredi, které je vaéi psy-
chofarmaktm tradi¢né neduavérivé. Miller (2005, 2011) pi-
Se, Ze pracovnici v oblasti drogovych zavislosti zastavaji na-
zor, ze by tyto léky nemély byt podavany zavislym klien-
tam. Situace v USA, o niz autorka referuje, je jisté odlisna
od situace v CR (a v Evropé vibec), ale presvédéeni, ze do
bezdrogovych TK psychofarmaka nepatti, dlouho prevldda-
lo i u nas. Zacalo se rozpoustét teprve pred 10 lety. Leckde
vSak pretrvava dodnes a nikoliv zcela bezdavodné.

Zasadnim pozadavkem je, aby klientim TK nebyla
predepisovana psychofarmaka vyvolavajici navyk a zavis-
lost, coz pri celosvétovém trendu neprilis§ uvazené preskrip-
ce benzodiazepinovych anxiolytik a hypnotik mtze byt sa-
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treatment philosophy, or, on the contrary, does it violate the
essential principles of a therapeutic community?

This issue is neither new nor unique, and is not even
directly related to the treatment of dual diagnoses in thera-
peutic communities. It is well-known to all the practitioners
from the field of combined treatment of mental health disor-
ders, where psychotropic medication and psychotherapy
are applied concurrently. There is strong evidence that in
schizophrenic and affective disorders, for example, com-
bined treatment is more effective than treatment limited to
one approach or the other. However, the basic requirement
for psychotropic medication administered as part of com-
bined treatment to open (rather than close) the doors to psy-
chotherapy is not heeded as a matter of fact (Vinar, 1990).

The treatment of dual diagnoses in therapeutic com-
munities for addicts is a special case of combined treatment
in a setting which is traditionally distrustful towards psy-
choactive medication. According to Miller (2005, 2011),
drug addiction practitioners believe that such medication
should not be administered to dependent clients. Indeed,
the situation in the USA that the author describes is differ-
ent from that in the Czech Republic (and Europe for that
matter), but the conviction that drug-free therapeutic com-
munities should be off limits for psychiatric medication was
long predominant in our country too. It did not began to dis-
solve until 10 years ago. There are places where this opin-
ion endures, and not always without good reason.

The elementary requirement is that the clients of
a therapeutic community should not be prescribed
psychotropic medication that may lead to the development
of a habit or dependency, which may be a problem in itself,
considering the worldwide tendency towards the rather
unreasonable prescription of anxiolytic and hypnotic benzo-
diazepines. But nor should other psychotropic medicines
(such as antidepressants and antipsychotics) used to man-
age the mental health problems of clients in therapeutic
communities be prescribed in such a way as to compromise
the benefits of treatment by excessive sedation or a total
emotional blockade. Physicians who are not informed about
the programme and the treatment process in the therapeu-
tic community, who have no appreciation of psychotherapy,
and are doubtful about the potential of combined treatment
may put the client in a very difficult situation. According to
De Leon (2000), medication that alters the emotional, phys-
ical, and mental state can aggravate the disorder and delay
or prevent the process of recovery. However, the reasonable
administration of psychiatric medication that can reduce
the burden imposed on the client and improve their engage-
ment in the programme is accepted as meaningful (see, for
example, Broekaert et al., 2006; NIDA, 2010; Torrens et al.,
2012).

Thus, integrated treatment of dual diagnoses in thera-
peutic communities can only seriously be associated with

mo o sobé problémem. Ale i jind psychofarmaka pouzivana
pro reSeni problémut duSevniho zdravi klientti TK (antidep-
resiva, antipsychotika) by méla byt ordinovéana tak, aby pri-
nos z 1écby neztizila priliSnym tGtlumem nebo Gplnou emoc-
ni blokddou. Lékari neinformovani o programu a procesu
v TK nebo s neporozuménim viéi psychoterapii a s nedtave-
rou k moznostem kombinované 1é¢by mohou pro klienta vy-
tvorit znaéné obtiZnou situaci. Podle De Leona (2000) mutze
medikace, kterd alteruje emocni, fyzicky nebo mentélni
stav, posilit poruchu a zdrzovat nebo znemoznit proces uz-
dravy. Akceptuje se ovSem vyznam primérené psychiatric-
ké medikace, kterd muze snizit z4atéz klienta a zlepsit jeho
zapojeni do programu (viz napr. Broekaert et al., 2006;
NIDA, 2010; Torrens et al., 2012).

O integrované 1écbé dudlnich diagnéz v TK muzeme
tudiz seri6zné hovorit pouze tam, kde je konzultujici psychi-
atr integrovan do tymu TK a ptisobi ve spoleéném konceptu-
alnim ramci. V oddilu 7 uvedeme, Ze tym TK pravé toto oce-
kava a potrebuje.
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a programme where a psychiatric consultant is integrated
into the team of the therapeutic community and operates
within the same conceptual framework. As noted in Section
7 below, this is what the team of the therapeutic community
expects and needs.

® 6 A LOOK INTO THE RECORDS OF
A THERAPEUTIC COMMUNITY
PSYCHIATRIST

® 6 / 1 General information

As an illustration of the practical application of integrated
treatment, we may present a summary of psychiatric inter-
ventions which the first-named author of this article per-
formed in 2011 in two Czech therapeutic communities for
drug addicts, which do not specialise in clients with dual di-
agnoses, but accept and try to work with them.

— TK Némcice (established in 1991; the first therapeutic
community for drug addicts in the Czech Republic) has
a capacity of 18 clients and is intended for adults over
25. Lending it a somewhat distinctive feature (although
it has nothing to do with any formal specialisation), ol-
der people with a long drug-using career and criminal
history account for a significant proportion of the cli-
ents of this therapeutic community. The treatment
programme is planned to last for 12 months. The thera-
peutic community is 140 km from Prague.

— TK Karlov (established in 1997) has a capacity of 21 cli-
ents and caters to two clearly distinctive groups: ado-
lescents and young adults aged 16-25 years (12 slots,
programme planned for 6 months) and addicted mot-
hers with children (10 slots for mothers + 10 slots for
children, programme planned for 8 months). The thera-
peutic community is 90 km from Prague.

Every client entering treatment in these therapeutic
communities undergoes initial psychiatric assessment and
is accordingly assigned to regular check-ups or told to see
the psychiatrist as needed. Psychiatric consultations are
usually held once every two weeks, or more frequently, if
needed. The psychiatrist has the status of a team member
in the therapeutic community. On each visit, he shares in-
formation about the clients and the situation in the facility
with the therapists on duty. He participates in team meet-
ings on a regular basis and several times a year conducts
training sessions attended by both teams together.

® 6/ 2 Live case record in 20118
In 2011 the psychiatrist had a total of 92 clients on his “live
case record” in both therapeutic communities. The most

8/ Kalina, K., Vacha, P., Hulik, M. (2012). Psychiatrické intervence v terapeu-
tickych komunitach [Psychiatric Interventions in Therapeutic Communities]. Pa-
per, the 18" conference of the Society for Addictive Diseases, Se¢, 13-16 May
2012.
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® 6 POHLED DO ZAZNAMU PSYCHIATRA
V TK

® 6 / 1 Zakladni informace

Jako ilustrace praktického provadéni integrované lécby
muZeme uvést prehled psychiatrickych intervenci, které
prvni autor ¢lanku provadél v r. 2011 ve dvou éeskych TK
pro drogové zavislé, které se na dudlni diagnézy nespeciali-
zuji, ale tuto klientelu prijimaji a snazi se s ni pracovat.

— TK Néméice (zalozena 1991; prvni TK pro drogové za-
vislé v CR) m4 kapacitu 18 klientt a je urdena pro do-
spélé klienty nad 25 let. Nemalou ¢ast klientely a jisty
specificky profil této TK (ne vSak specializaci v pravém
slova smyslu) tvori starsi klienti s dlouhodobou drogo-
vou kariérou a s krimindlni anamnézou. Planovany
program ma délku 12 mésictu. TK je vzdédlena od Prahy
140 km.

— TK Karlov (zalozena 1997) méa kapacitu 21 klientu
a dvé jasné odliSené skupiny: mladistvi a mladi dospéli
ve véku 16-25 let (12 mist, planovany program 6 mési-
cl) a zavislé matky s malymi détmi (10 mist pro matky
+10 mist pro déti, planovany program 8 mésicu). TK je
vzdalena od Prahy 90 km.

Kazdy klient, ktery do téchto TK nastupuje, absolvuje
vstupni psychiatrické vySetreni a déle je bud zarazen na se-
znam pravidelnych kontrol, nebo mize psychiatra vyhledat
podle potreby. Psychiatrické konzultace probihaji obvykle
1x za 2 tydny, v pripadé potreby ¢astéji. Psychiatr ma v TK
postaveni ¢lena tymu, pri kazdé navstévé se vzajemné in-
formuje s terapeuty ve sluzbé o klientech i o situaci v TK,
s jistou pravidelnosti se déastni tymovych porad a vede né-
kolikrat roéné vzdélavaci seminére spoleéné pro oba tymy.

® 6 / 2 Ziva kartotéka v r. 2011’

V r. 2011 mél psychiatr ve své ,zivé kartotéce“ v obou TK
celkem 92 klientd. Hlavni uzivanou drogou byl metamfeta-
min, na druhém misté opiaty® (pomér asi 2:1). Asi 1/3 klien-
ta tvorili polymorfni uzivatelé; vyskytovaly se kombinace
obou hlavnich drog nebo jedné z nich s alkoholem, THC
a benzodiazepiny.

Priblizné % klientd absolvovala pouze vstupni vysetie-
ni. Témér u % byla indikovédna pravidelna psychiatricka pé-
ée. Zbytek tvorily prilezitostné kontakty s psychiatrem
v razné dobé pobytu. Celkem bylo v r. 2011 provedeno 294
vySetreni, prumér na 1 klienta byl 3,2. Primérny pocet vy-

7/ Kalina, K., Vacha, P., Hulik, M. (2012). Psychiatrické intervence v terapeu-
tickych komunitach. Referat, 18. konference Spole¢nosti pro ndvykové nemoci,
Sec, 13.-16. 5. 2012.

8/ Nejde pouze o heroin, ale v nékterych pfipadech i o tradi¢ni ¢eskou opié-
tovou drogu ,braun” (hydrokodon); velmi ¢asto jsou obé& drogy kombinovéany
s uzivanim nelegalné ziskdvaného substitu¢niho prepardtu buprenorfin, ktery
v CR pronikl na ¢erny trh.
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common drug of abuse was methamphetamine, followed by
opiates® (in a ratio of about 2:1). Approximately one third of
the clients were polydrug users; combinations of both the
predominant drugs or either of them with alcohol, THC,
and benzodiazepines were registered.

Approximately a quarter of the clients underwent the
initial assessment only. Almost half of them were indicated
for regular psychiatric care. The remaining clients had oc-
casional contact with the psychiatrist at different points of
their stay in the facility. A total of 294 examinations were
performed in 2011, with an average of 3.2 per client. The av-
erage number of examinations among the group of 43 cli-
ents indicated for systematic psychiatric care was 4.7.

® 6 / 3 Diagnostic profile

Personality disorders with major emotional, relationship,
and behavioural complications were identified in 35 clients
(with the emotionally unstable/borderline and mixed disor-
ders having the greatest representation). Another diagno-
sis was also usual in this subgroup. A depressive and/or
anxiety disorder was clinically manifested in 23 clients,
with their frequent co-occurrence with a personality disor-
der (12 clients) or assumption that it may involve the anx-
ious-depressive syndrome as part of post-traumatic stress
disorder (11 clients). Three female clients suffered from eat-
ing disorders. Psychotic disorders were found in 15 clients,
including 12 cases of paranoid psychotic disorder among
methamphetamine-using clients. The so-called toxic psy-
choses are not usually ranked among dual diagnoses, as
they typically accompany addiction to stimulants and their
symptoms subside after the drug has been withdrawn. No
psychiatric intervention is required in a number of clients;
the therapeutic community provides effective reality checks
and the symptoms quickly diminish. In these particular
cases, however, the disorders had a protracted course (last-
ing for months, often more than half a year) with very slow
improvement. Methamphetamine could have acted here as
a provoking rather than causal factor.

® 6 / 4 Pharmacotherapeutic profile

The most commonly used psychiatric medication groups in-
cluded antidepressants (SSRIs or SNRIs), non-sedating
antipsychotics (such as risperidone), non-addictive minor
tranquillisers, and sometimes also mood stabilisers. Out of
the total of 92 clients on the 2011 live case record, psychiat-
ric medication was used by 50 clients, i.e. more than a half.
This does not mean, however, that medication was adminis-
tered throughout the clients’ stay in the therapeutic com-
munity. For 6 clients it was possible to stop using psychiat-

9/ In addition to heroin, “brown” (hydrocodone), the traditional Czech opia-
te drug, was also associated with this category in some cases; both of these
drugs are often used in combination with the illegally obtained substitution
agent buprenorphine, which is diverted onto the black market.

Setreni ve skupiné 43 klientt indikovanych k systematické
psychiatrické péci byl 4,7.

® 6 / 3 Diagnosticky profil

Poruchy osobnosti s vyraznéj$§imi emoc¢nimi, vztahovymi
a behaviordalnimi komplikacemi byly zjistény u 35 klientt
(nejcastéji zastoupend emocné nestabilni/hraniéni a smiSe-
né porucha). U této podskupiny byla obvykla jesté dalsi dia-
gnoéza. Depresivni a/nebo tzkostna porucha byla klinicky
vyjadrena u 23 klientta s ¢astym soubéhem s poruchou osob-
nosti (12 klient) ¢i s predpokladem, Ze muze jit o anxiosné
depresivni syndrom v ramci posttraumatické stresové poru-
chy (11 klientd). 3 klientky trpély poruchami prijmu potra-
vy. Psychoticka porucha byla zjisténa u 15 klient, z toho
u 12 klientu se jednalo o paranoidni psychotickou poruchu
u uzivatelit metamfetaminu. Tzv. toxické psychézy se ob-
vykle k dualnim diagn6zam nepoéitaji, protoze tvori témér
standardni doprovod zavislosti na stimulanciich a odezni-
vaji po jejich vysazeni. U mnoha klientti psychiatrickd in-
tervence neni nutna; TK zajistuje i¢innou kontrolu realitou
a priznaky rychle ustupuji. V téchto pripadech §lo ale o pro-
trahovany prubéh v radu mésicd, nezridka déle nez pul ro-
ku, a porucha se zlepSovala velmi zvolna. Metamfetamin
zde mohl pusobit jako provokacni, nikoliv primo jako kau-
zalni faktor.

® 6 / 4 Farmakoterapeuticky profil

Nejcastéji pouzivanou skupinou psychofarmak byla anti-
depresiva (typ SSRI nebo SNRI), netlumici antipsychotika
(napr'. risperidon) a nenavykové malé trankvilizéry, obcéas
téz stabilizatory nalady. Z celkového poétu 92 klientt v ,Zi-
vé kartotéce® roku 2011 uzivalo psychofarmaka 50 klient,
tedy vice nez %. Neznamena to vSak, ze medikace probihala
po celou dobu pobytu v TK. U 6 klientt bylo mozné 1-2 mé-
sice po nastupu psychofarmaka vysadit (Slo obvykle o 1écbu
ordinovanou v psychiatrické nemocnici pred prichodem do
TK), u dalsich 15 klienta se to podatilo v pribéhu nebo pred
ukonéenim.

® 6 /5 Fenomén PAP

Zvlastni podskupinu psychiatrické klientely v obou TK tvo-
tilo 12 klientt bez psychiatrické anamnézy a bez zjevnych
priznaki na po¢atku pobytu, u kterych doslo po 4-5mésiéni
abstinenci ke zhor§eni duSevniho zdravi, které si vyzadalo
psychiatrickou pé¢i véetné farmakoterapie. Vyznamné sou-
vislosti s kontextem TK a problémy v 1écbé se nepodarilo
nalézt. Pracovné jsme to nazvali ,pozdni abstinen¢éni psy-
chopatologii“— PAP (Kalina, Hulik a Vacha, 2012). Klinicky
obraz PAP zahrnoval nejéastéji depresivni a/nebo tizkostné
stavy, bulimické nebo anorektické priznaky, pocity deper-
sonalizace a derealizace, objevily se i paranoidni priznaky
a sebeposkozovani. Asi v poloviné pripadt bylo mozné dete-
kovat traumatizujici zazitky v anamnéze; klienti také refe-
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ric medication 1-2 months following their admission (this
usually concerned therapy prescribed in a psychiatric hos-
pital prior to their entering the therapeutic community),
while another 15 clients managed to discontinue their use
of psychiatric medication during or before the completion of
treatment.

® 6 / 5 Post-abstinence psychopathology

In both therapeutic communities, a specific subgroup of psy-
chiatric clients consisted of 12 clients who had no psychiatric
history and no apparent symptoms at the beginning of their
stay, but whose mental health after 4-5 months’ abstinence
deteriorated to an extent that required psychiatric care,
including medication. No significant associations with
the context of the therapeutic community or any treat-
ment problems were found. We chose the working term
“post-abstinence psychopathology” (PAP) to refer to this
phenomenon (Kalina, Hulik, & Vacha, 2012). The clinical
picture of PAP mostly included depressive and/or anxiety
conditions, bulimic or anorexic symptoms, and feelings of
depersonalisation and derealisation, and paranoid symp-
toms and self-harming were also recorded. In about half of
the cases it was possible to trace a traumatic experience
in their history. The clients also reported that they had
had difficulty dealing with even shorter periods of absti-
nence in the past. It seems likely that the phenomenon of
“post-abstinence psychopathology” has to do with an under-
lying mental health disorder which was previously masked
and “self-medicated” by drugs. Analysis of psychiatric inter-
ventions carried out in the next year (2012) registered the
PAP phenomenon again. We are currently preparing
a study that should explore it further.

® 6 / 6 The effects on the course and
completion of treatment

Psychiatric interventions in therapeutic communities
should make it possible for clients with dual diagnoses to
remain in a therapeutic community programme and benefit
from it. The psychiatrist’s records, however, do not indicate
very positive results in this respect. In 2011 40 clients in
both communities dropped out of the treatment. 27 of them
(two thirds) were clients indicated for systematic psychiat-
ric care. Most of them were among the early dropouts and
those expelled for breaking the house rules. Three clients
were referred to a psychiatric hospital. Agreements about
the so-called “controlled discharge” (see Section 7 below) to
aftercare or another therapeutic community were reached
with another eight clients. Is this success or failure? One
might ask what the attrition rate would be without psychi-
atric interventions. In any case, this issue deserves more
thorough examination.
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rovali, Ze uz v minulosti velmi obtiZné snaseli i kratsi obdo-
bi abstinence. Zda se pravdépodobné, Ze na fenoménu PAP
se podili hloubéji lezici porucha dusevniho zdravi, ktera by-
la maskovéna a ,sebemedikovana“ drogami. V rozboru psy-
chiatrickych intervenci se v nasledujicim roce (2012) feno-
mén PAP znovu objevil a v sou¢asnosti pfipravujeme studii,
ktera by ho méla bliZe prozkoumat.

@ 6 / 6 Vliv na pribéh a ukonéeni 1ééby
Psychiatrické intervence v TK by mély umoznit klientim
s dudlnimi diagnézami vytrvat v programu TK a mit z néj
prospéch. Pohled do zdznamt psychiatra nevyzniva v tomto
ohledu prili§ povzbudivé. V r. 2011 pred¢asné ukoncilo 1é¢-
bu v obou komunitéch 40 klientd; z nichz 27 (= 2/3) byli kli-
enti s indikovanou systematickou psychiatrickou péci. Nej-
¢astéji byli zastoupeni mezi témi, kteri odesli z TK v prvnim
obdobi 1é¢by (early drop-out), a mezi vylouéenymi z davoda
poruseni pravidel. Tti klienti byli prelozeni do psychiatric-
ké nemocnice, u dalsich osmi se podarila dohoda o tzv. fize-
ném odchodu (viz déle v oddilu 7) do nasledné péce nebo do
jiné TK. Je to uspéch, nebo netispéch? Nabizi se samoziejmé
otazka, jaka by byla ¢etnost predc¢asnych ukonceni bez psy-
chiatrické intervence; v kazdém pripadé si téma zasluhuje
dalsi podrobnéjsi zkoumani.
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® 7 CONSEQUENCES OF THE INTEGRATED
TREATMENT OF DUAL DIAGNOSES FOR THE
TEAM OF THE THERAPEUTIC COMMUNITY
Integrated treatment of dual diagnoses in a therapeutic
community places significant demands on the therapeutic
team and confronts them with a number of problems and
challenges. Thanks to the co-author of this article, the man-
ager of one of the Czech therapeutic communities which has
adopted the integrated treatment approach, we can obtain
an “insider’s” perspective on the problems and attempt to
gain a better understanding of the capacities and limita-
tions of a “standard” therapeutic community and its thera-
peutic team. '’

The main consequences of the integrated treatment of
dual diagnoses for the team of a therapeutic community can
be summarised as follows:

1/ greater uncertainty and tension in dealing with complex
situations that arise;

2/ a tendency to avoid clients with “complicated” histories
and look for “normal” ones;

3/ efforts to extent the scope of collective decision making
concerning “complicated” clients;

4/ the need for a well-defined approach and cooperation
and feedback from the psychiatrist “on the team”;

5/ the need for training in the issue of dual diagnoses;

6/ the ability to change a rigid perspective on which client’s
treatment is successful and whose is not.

® 7 / 1 Greater uncertainty and tension in
dealing with complex situations that arise

The uncertainty seems to ensue from a sense of insufficient
competency — “I am not a psychiatrist — I am not competent
to deal with the problem.” The team members may have dif-
ferent opinions about determining further steps in relation
to clients who may have suicidal ideations, show eating dis-
order symptoms, be touchy or aggressive, show off in a his-
trionic manner, self-harm, and avoid communication.
While experienced and well-trained, they may tend to want
to pass the competence on to someone else.

® 7 / 2 Avoiding clients with complicated
histories - looking for normal clients

When faced with dual diagnosis clients who impose an ex-
tra demand on the therapeutic community, the team devel-
ops a defence mechanism of avoidance: there is reluctance
to accept another client whose history may suggest similar
complications. It is expected that such complications would

10/ Vécha, P. (2011). Meze a kapacity ,,standardni TK" v integrované lécbé
dudlnich diagndz [Limitations and Capacities of a “Standard Therapeutic Com-
munity” in the Integrated Treatment of Dual Diagnoses]. Paper, the 17" confe-
rence of the Society for Addictive Diseases of the JEP Czech Medical Associati-
on, Se¢, 10-14 April 2011.

@ 7 DUSLEDKY INTEGROVANE LECBY
DUALNICH DIAGNOZ PRO TYM TK
Integrovana 1é¢ba dudlnich diagnéz v terapeutické komuni-
té klade na terapeuticky tym nemalé naroky a stavi pred
néj fadu problému a vyzev. Diky spoluautorovi ¢lanku, redi-
teli jedné z ceskych TK, ktera se k integrované 1é¢bé hlasi,
muzeme vidét tyto problémy ,zevniti“ a pribliZit se porozu-
méni, jaké jsou v tomto ohledu kapacity a meze ,standard-
ni“ TK a jejiho terapeutického tymu.’

Hlavni dusledky integrované lécby dudlnich diagnoéz
pro tym TK Ize formulovat takto:
1/ navySeni nejistoty a tenze pri reSeni slozitych aktual-
nich situaci,
2/ tendence odmitani ,komplikovanych“ anamnéz a hled4-
ni ,norméalnich” klienty;
3/ snaha o vyS$s8i zastoupeni spole¢ného rozhodovani
o ,komplikovanych“ klientech;
4/ potreba jasného pristupu, spoluprdce a zpétné vazby
,tymového psychiatra;
5/ potreba vzdélavani v oblasti dudlnich diagnéz;
6/ schopnost zmény rigidniho pohledu na to, kdo je uspés-
ny, ¢i nedspésny klient.

® 7 / 1 NavysSeni nejistoty a tenze pfFi resSeni
slozitych aktualnich situaci

Nejistota vyplyva z pocitu sniZzené kompetentnosti — ,ne-
jsem lékar-psychiatr — nejsem kompetentni k reSeni problé-
mu“. Mohou se vyskytnout rozdilné nazory jednotlivych ¢le-
nu tymu pri stanoveni dalSich postupt u klientt, kteri
napr. maji suicididlni myslenky, vykazuji priznaky poruchy
prijmu potravy, jsou vztahovaéni nebo agresivni, histrion-
sky se predvadéji, poskozuji se, vyhybaji se komunikaci
apod. I kdyZ ¢lenové tymu jsou zkusSeni a erudovani, mize
prevladnout snaha o predani kompetence na nékoho jiného.

® 7 /| 2 Odmitani komplikovanych anamnéz -
hledani normalniho klienta

Pfi zatizeni komunity klienty s dudlni diagnézou vznika
v tymu obranny mechanismus odmiténi: je nevtle k prijeti
dalsiho klienta, u kterého lze z anamnézy tusit podobné
komplikace. Océekava se, ze prijetim ,standardniho“ klien-
ta, tj. klienta bez psychiatrické anamnézy, se podobnym
komplikacim vyhneme.

Neni v8ak jisté, zda jsou tato oéekdvani néé¢im podloze-
né. Klient prijimany bez psychiatrické anamnézy muze byt
skomplikovanym® klientem TK ve vSech dalsich ohledech
a navic neni zaruka, Ze takovy klient opravdu nema a nebu-
de mit zddné problémy s duSevnim zdravim (viz napr. feno-

9/ Véacha, P. (2011). Meze a kapacity ,,standardni TK" v integrované 1écbé
dudlnich diagnéz. Referat, 17. konference Spole¢nosti pro ndvykové nemoci
CLS JEP, Se¢, 10.-14. 4. 2011.
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be avoided by accepting a “standard” client, i.e. one without
a psychiatric history.

It is not certain, though, whether such expectations
are well founded. A client without a psychiatric history may
be a “complicated” client for the therapeutic community in
other ways. Moreover, there is no guarantee that such a cli-
ent has or will have no mental health problems (see, for ex-
ample, the PAP phenomenon in the previous section). Can
we expect to see any “normal” clients come to the therapeu-
tic community at all?

® 7 / 3 Efforts to extent the scope of
collective decision making

As regards the setting of short- and medium-term goals in
the individual process of working with a key worker, the
complications concerning dual diagnosis clients are re-
flected in a greater demand for joint team meetings. The
key worker seeks support from other team members more
often and team meetings are frequently encumbered with
discussing DD clients, to the detriment of those who are
“problem-free”, i.e. clients without a psychiatric diagnosis.

® 7 / 4 Cooperation and feedback from
medical professionals/psychiatrists

The treatment of dual diagnoses in therapeutic communi-
ties is hardly possible without the reliable and systematic
performance of a psychiatric consultant and their liaison
with the team of the therapeutic community. The team’s ex-
perience of varying approaches on the part of medical pro-
fessionals/psychiatrists may make the team less confident.
It is essential to conduct timely initial psychiatric assess-
ment, take a psychiatric history, and make further refer-
rals. Continuous detailed feedback, including the follow-up
examination reports, and the stable administration of psy-
chiatric medication contribute to the certainty and confi-
dence of the team and the key workers.

® 7 /5 Training in dual diagnoses

Any comprehensive professional training of the team must
include the issue of dual diagnoses, including the ap-
proaches and activities to be pursued in working with this
population of clients. Psychiatric information is not enough,
though. The team need to be provided with a thorough ex-
planation of the possibilities, limitations, and risks of inte-
grated treatment and their role in it. The team members’
psychotherapeutic competences are of great significance

too. M

11/ Czech therapeutic communities for drug addicts support the psychothe-
rapeutic training of their team members (including self-experiential training) in
accredited training institutes which provide courses of general applicability (i.e.
with no specific focus on addiction treatment).
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mén PAP v predchozim oddilu). MiZeme vibec oéekavat, Ze

do TK prichazeji ,normalni“ klienti?

® 7 / 3 Snaha o vyssi zastoupeni spole¢ného
rozhodovani

Pri stanovovani kratkodobych a stfednédobych cilu v indi-
vidudlnim procesu préace s garantem se komplikace klienta
s dudlni diagnézou odrazi ve vétsim zatiZeni spoleénych ty-
movych porad. Garant se ¢astéji obraci k podpore ostatnich
¢lent tymu a tymové porady jsou ¢asto zatizené probiranim
téchto klientt na tdkor klientu ,bezproblémovych®, tj. klien-
ta bez psychiatrické diagnézy.

® 7 / 4 Spoluprace a zpétna vazba
Iékare-psychiatra

Zakladni podminkou pro to, aby byla 1é¢ba dudlnich dia-
gn6z v TK viibec mozn4, je spolehlivé a systematické fungo-
vani konzultujiciho psychiatra a jeho spoluprace s tymem
TK. ZkusSenost s rozdilnymi pristupy lékaru-psychiatra
vstupni psychiatrické vysetreni, zdkladni psychiatricka
anamnéza a dalsi doporuceni. Prabézna a podrobna zpétna
vazba véetné zapisu z kontrolnich vySetreni a stabilni zajis-
téni psychiatrické medikace upeviiuje tymovou a garant-
skou jistotu a klid.

® 7 /5 Vzdélavani v oblasti dualnich diagnoz

Komplexni odborné vzdélavani tymu musi zahrnout rovnéz
problematiku duédlnich diagnéz vcetné pristupt a aktivit
v préci s touto klientelou. Nestaci pouze psychiatrické infor-
mace, tym potiebuje erudovany vyklad o mozZnostech, me-
zich a rizicich integrované 1é¢by a o své roli v ni. Velky vy-

znam ma i psychoterapeuticka kompetence &lent tymu.™

® 7 /| 6 Zména pohledu na
uspésného/neuspésného klienta

Zafixovand predstava ,,aspésného” klienta, ktery konéi 1é6¢-
bu zavéreénym ritudlem, komplikuje pristup a vztah ¢lend
tymu ke klientim s dualni diagnézou, kteri vzhledem ke
svym limitdm a vyjimecéné posunutym hranicim, vyplyvaji-
cim z psychické poruchy, ¢asto nejsou schopni naroénou léc¢-
bu v TK dokondit.

Pojeti Gtspésnosti/netispésnosti ovliviiuje i sebeduvéru
tymu ve vlastni kompetenci. Je proto dulezité, aby byl tym
schopen vyrovnat se s otazkou, zda je opravdu ,nedspésny“
takovy klient, ktery vzhledem ke svym limitim neni scho-
pen absolvovat kompletni proces 1é¢by a pred¢asné odchazi
do nésledné péée. V téchto situacich se vhodné uplatniuje re-

10/ Terapeutické komunity pro drogové zavislé v CR podporuji psychotera-
peutické vzdélavani lend tym{ (véetné sebezku$enostniho vycviku) v akredito-
vanych vycvikovych institutech s obecnym zamérenim (tj. bez specifikace pro
oblast zavislosti).
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® 7 / 6 A change in perspective on the client’s
treatment being successful/unsuccessful

The fixed notion of a “successful” client completing their
treatment by a final ritual complicates the team members’
attitude and relationships with the dual diagnosis clients,
whose deficits and aberrantly shifted boundaries as a result
of their psychological disorder often make them unable to
complete the demanding treatment in a therapeutic com-
munity.

The idea of success/failure also affects the team’s confi-
dence in their own competences. It is therefore important
for the team to resolve the question of whether a client
whose deficits make them unable to complete the full pro-
cess of treatment and leave early for aftercare is truly “un-
successful”. The relatively new concept of “managed dis-
charge”, which may also involve a suspended final ritual,
seems to apply well to such situations.

® 7 / 7 Recommendations for therapeutic
communities embracing the integrated
treatment approach

When determining the treatment process for clients with
dual diagnoses, the team of the therapeutic community
should remember the following:

— to loosen the regimen and rules is not the way;

— ahigher level of involvement with the individual by the
key worker is necessary and justified;

— with great patience and sensitivity, a client should be
encouraged to share individually communicated topics
within the group process;

— it is advisable to look for and respect the client’s limits
ensuing from their co-occurring psychological disorder;

— aspecial approach to dual diagnosis clients and the cre-
ation of special conditions for them put these clients in
a tricky, burdensome, and even dangerous position and
situation within the group — the group may react by in-
creasing their demands and even by aggressive behavi-
our;

— cooperation and consultations with a psychiatrist are
an essential part of the determination of the further
therapeutic processes and the planning of the future
goals.

® 8 CAPACITIES AND LIMITATIONS OF

A “STANDARD"” THERAPEUTIC COMMUNITY
FOR DRUG ADDICTS IN TERMS OF THE
INTEGRATED TREATMENT OF DUAL
DIAGNOSES

Under the current situation in the Czech Republic, a “stan-
dard” therapeutic community can be considered as one that
does not directly specialise in the treatment of dual diagno-
ses but does not avoid DD clients and accepts and assimi-
lates psychiatric interventions, as well as seeking a balance

lativné novy pojem ,Fizeny odchod“, pripadné s odloZenym
ritualem.

® 7 /| 7 Doporuceni pro TK, které se hlasi
k integrované lécbhé
Co by nemél tym TK pri stanovovani terapeutického proce-
su u klientt s dudlni diagn6zou opomenout?
— neni feSenim rozvoliiovat rezim a pravidla;
— vy$§8i mira individudlniho garantského pristupu je nut-
né a opodstatnéna;
— citlivé a s notnou davkou trpélivosti se snazit, aby byl
klient schopen individudlné sdélovand témata sdélit
a predat do skupinového procesu;
— hledat a také respektovat limity klienta vyplyvajici
z pridruzené psychické poruchy;
— mit na paméti, ze vyjimeény pristup a utvareni vyji-
mecnych podminek vytvari klientovi slozitou, zatézujici
a nebezpeénou pozici a situaci ve skupiné — skupina
reaguje zvySenymi naroky a muze byt i agresivni;
— spolupréce a konzultace s psychiatrem je nezbytnou
soucasti stanovovani dalSich terapeutickych procest
a planovani naslednych cilt.

@ 8 KAPACITY A MEZE ,,STANDARDNI” TK
PRO DROGOVE ZAVISLE V INTEGROVANE
LECBE DUALNICH DIAGNOZ

Za soudasného stavu v CR mizeme za ,standardni“ TK pro
drogoveé zavislé pokladat takovou TK, ktera se na lé¢bu du-
alnich diagnéz primo nespecializuje, ale neuzavira se jim,
akceptuje a asimiluje psychiatrické intervence a hleda rov-
novahu mezi klientelou ,pouze zavislostni“ a klientelou
s dudlnimi diagnézami. V poslednim desetileti mtZeme sle-
dovat, ze hledani této rovnovahy je obtiznym a trvalym pro-
cesem: na jedné strané do néj vstupuje zhorSovani psy-
chopatologického profilu klientely TK, na druhé strané
zvySovani kvalifikace a zkuSenosti terapeutickych tymu
a dostupnost kvalitniho psychiatrického servisu. Kapacita
ystandardnich“ TK v 1é¢bé dudlnich diagnéz se nepochybné
zvysila, ma vSak svoje meze.

Neékteri kolegové hovori o tom, Ze by podil klienta s du-
alnimi diagnézami ve ,standardni“ TK nemél presdhnout
jednu tfetinu. O tento podil viak v zasadé nejde. Rada kli-
entt s pomérné vaznou poruchou dusevniho zdravi funguje
pri dobré odborné péci spolehlivé, vykazuje pokroky v 1é¢bé
a muze patrit i ke ,zdravému jadru“ komunity. Existuje
vSak urcita kriticka hladina psychopatologickych projeva,
na které je kapacita komunity v danou chvili jiz vy¢erpana.

Limity muZeme vyjadrit nasledujicimi tezemi:

— Projevy psychické poruchy pridruzené k diagnéze za-
vislosti nesmi presdhnout terapeutické moznosti TK
a jejiho tymu.
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between the “addiction only” clients and the clients with
dual diagnoses. The past decade experienced a complex and
prolonged process of pursuing such a balance: on the one
hand, it involves the deterioration of the psychopathological
profile of the clients of therapeutic communities, while on
the other hand, there is the therapeutic teams’ increasing
expertise and experience and the availability of high-
-quality psychiatric services. While the capacity of the
“standard” therapeutic communities has undoubtedly im-
proved as regards the treatment of dual diagnoses, it has its
limitations.

Some experts claim that the proportion of clients with
dual diagnoses in “standard” therapeutic communities
should not exceed one third. But in fact the proportion is not
what matters. When provided with good professional care,
a number of clients with rather severe mental health disor-
ders function reliably, show progress in their treatment,
and may even belong to the “sound core” of the therapeutic
community. However, there is a certain critical level of
psychopathological signs beyond which the therapeutic
community just does not have enough resources to handle
the problem.

The limits can be described as follows:

— the signs of a psychological disorder secondary to the
diagnosis of dependency must not exceed the therapeu-
tic resources of the therapeutic community and its team,;

— the signs of a psychological disorder secondary to the
diagnosis of dependency must not jeopardise other
members of the therapeutic community.

It is by no means rare for such cases to be dealt with by
referring the clients to a psychiatric hospital. The very fact
that this rather unpopular but acceptable step is an option
often increases the therapeutic team’s confidence in a diffi-
cult situation. After his/her psychological status has stabi-
lised, a client may return to the therapeutic community and
continue treatment with greater success and less risk.

® 9 OTHER TREATMENT OPTIONS

There is currently only one therapeutic community in the
Czech Republic that declares itself to be specifically focused
on dual diagnoses. It even accepts clients who have been
turned down elsewhere. It is known for its rather flexible
treatment regimen and good reputation. No data on its re-
sults are available, though.

The principles of a therapeutic community have also
been embraced by specialised addiction treatment units in
psychiatric (and rarely also in general) hospitals (see
Kalina, 2006, 2007, 2008; Mravéik et al., 2012). Given their
incorporation within psychiatric institutions, these units
could be ideal settings for the integrated treatment of the
more serious dual diagnosis cases. They seem, however, to
address mainly addiction issues during their medium-term
(3-4 months) treatment programme.
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— Projevy psychické poruchy pridruzené k diagnéze za-
vislosti nesmi ohrozit bezpeéi ostatnich ¢lentt komuni-
ty.

Nezridka je resenim preklad klienta do psychiatrické
nemocnice. Casto samotnd moznost tohoto nepilig oblibe-
ného, ale akceptovatelného kroku zvySuje jistotu terapeu-
tického tymu v obtiZnych situacich. Po dpravé psychického
stavu se muze klient do komunity vratit a pokracovat s vét-
$im tspéchem a mensim rizikem.

® 9 JINE MOZNOSTI LECBY

V CR existuje v soudasné dobé jedin4 terapeutickd komuni-
ta, kterd deklaruje svoje specifické zaméreni na dudlni dia-
gnézy. Prijima i klienty, ktefi jsou jinde netdspésni. M4 po-
nékud volnéjsi rezim a dobrou poveést, idaje o vysledcich
vSak nejsou dostupné.

K principim terapeutické komunity se rovnéz hlasi
specializovana oddéleni pro 1é¢bu zavislosti v psychiatric-
kych (a ojedinéle i ve vSeobecnych) nemocnicich (viz Kalina,
2006, 2007, 2008; Mrav¢ik et al., 2012). Diky svému zacle-
néni do psychiatrickych instituci by tato oddéleni mohla byt
optimalnim prostredim pro integrovanou lécbu vaznéjsich
pripadd dudlnich diagnoz, zda se vsak, Ze se béhem stred-
nédobého 1ééebného programu (3—4 mésice) ponejvice sou-
stred'uji na zavislostni problematiku.
kombinovanymi se zavislosti na navykovych latkach se sta-
le jesté ocita v prazdnu na rozhrani mezi dvéma systémy
sluzeb, tj. systémem pro 1écbu zavislosti a systémem pro
1é¢bu dusevnich poruch. Tyto klienty je obtizné viubec né-
kam umistit, natoz jim poskytnout efektivni a komplexni
odbornou pomoc. Preklenovani tohoto rozhrani predstavuje
jiz dlouho odbornou a organizaéni vyzvu. Nespor (2003) na-
psal, Ze pro tyto zavazné pripady neexistuje v CR specializo-
vané pracovisté, coz plati i v r. 2013. Odbornici opakované
diskutuji o tom, zda je takové zarizeni skuteéné potiebné
a jaké by byly pripadné duasledky jeho zrizeni. Nékteri upo-
zorniuji, Ze by se mohlo stat ,kontejnerem“ pro vSechny kli-

enty s komplikovanéjsi psychopatologii, kteri jsou zatim
bez vaznéjsich problému rozptyleni mezi standardni klien-
telou. Prevlada vsak nézor, Ze pro drogové zavislé trpici
vaznéjsi dusevni nemoci, zejména schizofrenni nebo bipo-
larni afektivni poruchou, je specializované zarizeni nutné,
coZ koresponduje s uvazovanim o této problematice v zahra-

ni¢i. K realizaci ovSem dosud nedoslo.
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The group of clients suffering from severe mental dis-
orders combined with substance dependency is still caught
in the gap between the two systems of services, i.e. addic-
tion services and mental health services. It is difficult to
place these clients in any treatment facility at all, let alone
provide them with effective and comprehensive profes-
sional help. The spanning of this gap has long been a chal-
lenge in both professional and organisational terms. While
Nespor noted in 2003 that there was no specialised facility
for these serious cases in the Czech Republic, the same ap-
plies in 2013. Professionals keep debating whether such
a facility is really needed and what the implications of its
establishment may be. Some warn that it could become
a “bin” for any clients with more complex psychopathologies
who have thus far been distributed among the standard cli-
ent population without major problems. The opinion that
predominates, however, is that it is necessary to have a spe-
cialised facility for drug addicts with severe concurrent
mental illnesses, such as schizophrenia and bipolar affec-
tive disorder. While this approach also reflects the line of
thinking about this issue abroad, it has not been put into
practice.

® 10 CONCLUSION: NEED FOR FURTHER
RESEARCH
While regarding the year 2003 as crucial for the initiation
of professional interest in dual diagnoses in our country,
10 years later we need to admit that our knowledge of the is-
sue is still very limited. In the clinical field, in particular,
there is a notable lack of data about the treatment of dual
diagnoses and its outcomes. It is necessary to expand and
deepen research activities and transfer the clinical experi-
ence and the results of the rare and isolated studies to the
evidence-based level of understanding of the issue, which
has become a major focus of our treatment practice in the
past decade.

The following questions may arise in connection with
the topic of this article:

— What is the rate and the psychopathological profile of
dual diagnoses in our therapeutic communities for drug
addicts?

— What is the treatment of clients with dual diagnoses,
and what are its complications and outcomes?

— What is the way in which psychiatric interventions are
carried out and what is the role of the psychiatrist in re-
lation to the team of the therapeutic community?

— What is the impact of psychiatric interventions on the
process and outcomes of treatment in the therapeutic
community?

— What are the good practices for enhancing the capaciti-
es of “standard” (= non-specialised) therapeutic com-
munities as regards the integrated treatment of dual
diagnoses?

® 10 ZAVER: POTREBY VYZKUMU
Pokldddame-li rok 2003 za kli¢ovy pro iniciaci odborného z4j-
mu o dudlni diagnézy v nasi zemi, musime po 10 letech kon-
statovat, Ze o nich stale jesté vime velmi malo. Zejména
v klinické oblasti citelné postradame udaje o jejich 1é¢bé
a lécebnych vysledcich. Je nezbytné rozsitrit a prohloubit vy-
zkum a prevést klinické zkusenosti a vystupy ojedinélych
dil¢ich studii na ,evidence-based“ droven porozuméni prob-
lematice, kterd se v posledni dekadé stala jednim z nejvy-
znamnéjsich ohnisek nasi lé¢ebné praxe.

Vzhledem k tématu ¢lanku se nabizeji nasledujici
otazky:

— Jaké je zastoupeni a psychopatologicky profil dudlnich
diagnéz v nasich terapeutickych komunitdch pro drogo-
vé zavislé?

— Jak se provadi lécba klientt s DD, jaké jsou jeji kompli-
kace a vysledky?

— Jak probihaji psychiatrické intervence a jaka je role
psychiatra vzhledem k tymu TK ?

— Jaky vliv maji psychiatrické intervence na proces a vy-
stupy lécby v TK?

— Jaké jsou priklady dobré praxe ve zvySeni kapacit
»Standardn
1éébu DD?

Tento vycet jisté neni vycCerpdavajici. Podstatné ale je,

s
1

(= nespecializované) TK pro integrovanou

Ze ani na jednu z téchto otazek dnes nezname solidni odpo-
véd z Sirstho okruhu TK;, o specializovanych oddélenich pro
1écbu zavislosti v psychiatrickych nemocnicich nemluvé.

Ddlezit4 je rovnéz vyzkumna a metodologicka spolu-
prace s odborniky z ,,druhé strany®, z oblasti sluzeb pro du-
Sevni zdravi, ktefi se zejména v komunitni péci o dusevné
nemocné stéle vice setkdvaji s problémem dudlnich diagnéz
u svych klientt a jsou pro jeho reseni vybaveni jesté o néco
méné nez my na poli adiktologie.
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While this list is far from exhaustive, what matters is
that neither the broader range of therapeutic communities
nor the specialised addiction treatment units of psychiatric
hospitals can provide valuable answers to any of these
questions.

Last but not least, it is important to maintain research
and methodological partnerships with professionals from
the “other side”, from the domain of mental health services,
who are being increasingly confronted with the issue of dual
diagnoses in their clients, particularly as part of community
mental health care, and possess even fewer resources to
tackle it than us, addiction professionals.

2013 /13 /2

REVIEW ARTICLE

REFERENCES / LITERATURA

® Adamecek, D., Richterova Téminova, M., Kalina. K. (2003). Rezidencéni
/é¢ba v terapeutickych komunitdch [Residential Treatment in Therapeutic
Communities]. In: Kalina, K. a kol.: Drogy a drogové zavislosti — mezioborovy
p¥istup. Dil 2. Kapitola 8/8. Praha: NMS-Utad vlady CR.

® Baigent, M. (2012). Managing patients with dual diagnosis in psychiatric
practice. Curr. Opin. Psychiatry, 25(3): 201-205.

® Ball, S.A. (2004). Treatment of personality disorders with co-occuring sub-
stance dependence. dual focus schema therapy. In: Salas, L.E. (ed.) Desafios
y avances en la prevencion y el tratamiento de las drogodependencias. Ma-
drid: Proyecto Hombre. 43-68.

® Benaiges, |, Prat, G., Adan A. (2010). Neuropsychological aspects of dual
diagnosis. Curr. Drug Abuse Rev., 3(3), 175-188.

® Broekaert, E., Vandervelde, S., Soyez, V., Yates, R., Slater, A. (2006). The
third generation of therapeutic communities: the early development of the TC
for addictions in Europe. Eur. Addict. Research, 12, 1-11.

® Brunette, M.F., Mueser, K.T. (2006). Psychosocial interventions for the
long-term management of patients with severe mental illness and co-occurring
substance use disorder. J. Clin. Psychiatry, 67 (2006), Suppl. 7, 10-17.

® Canaway, R., Merkes, M. (2010). Barriers to comorbidity service delivery:
the complexities of dual diagnosis and the need to agree on terminology and
conceptual frameworks. Australian Health Rev., 34(3), 262-268.

@ Carroll, K.M. (2004). Behavioral Therapies for Co-occurring Substance Use
and Mood Disorders. Biol. Psychiatry, 56, 778—784.

® Cleary, M., Hunt, G., Matheson, S., Siegfried, N., Walter, G. (2008b).
Psychosocial interventions for people with both severe mental illness and
substance misuse. Cochrane Database Syst. Rev., (1): CD001088.

® Cosci, F., Fava, G.A. (2011). New clinical strategies of assessment of
comorbidity associated with substance use disorders. Clin. Psychol. Rev.,
31(3), 418-427.

® Dass-Brailsford, P., Myrick, A.C. (2010). Psychological trauma and sub-
stance abuse: the need for an integrated approach. 7rauma Violence Abuse
Rev. J., 11(4), 202-213.

® De Leon, G. (2000). The therapeutic community: Theory, model, and
method. New York: Springer Publishing Company.

® Donald, M., Dower, J.,
-integrated management and care for clients with co-occurring mental health

Kavanagh, D. (2005). Integrated versus non-

and substance use disorders: a qualitative systematic review of randomised
controlled trials. Social Science & Medicine, 60 (2005), 1371-1383.

® EMCDDA (2004). Co-morbidity. Selected issue in Annual report on the state
of the drugs problem in the European Union and Norway. EMCDDA: Lisbon.
® El Guebaly, N. (2004). Concurrent substance-related disorders and mental
illness: the North American experience. World Psychiatry, 3 (3), 182-188.

® Gregory, R.J., Delucia-Deranja, E., Mogle, J.A. (2010).

deconstructive psychotherapy versus optimized community care for border-

Dynamic

line personality disorder co-occurring with alcohol use disorders: a 30-month
follow-up. J. Nerv. Ment. Dis., 198(4), 292-298.

® Hides, L., Samet, S., Lubman, D.I. (2010). Cognitive behaviour therapy
(CBT) for the treatment of co-occurring depression and substance use: cur-
rent evidence and directions for future research. Drug Alcohol Rev., 29(5),
508-517.

® Horsfall, J., Cleary, M., Hunt, G.E., Walter G. (2009). Psychosocial treat-
ments for people with co-occurring severe mental illnesses and substance
use disorders (dual diagnosis): a review of empirical evidence. Harvard Rev.
Psychiatry, 17(1), 24-34.

® Jetabek, P. (2008). Psychopatologie zavislosti [Psychopathology of Addic-
tion]. In: Kalina, K. a kol. (2008). Zdk/ady klinické adiktologie. Kapitola 4. Praha:
Grada Publishing.

® Kalina, K. a kol. (2003). Drogy a drogové zavislosti — mezioborovy piistup. |.
a ll. dil [Drugs and Drug Addiction: an interdisciplinary approach. I, ll]. Praha:
NMC-Utad vlady CR.

® Kalina, K. (2006). Therapeutic Communities for Addicts in the Czech Re-
public — Roots, Recent Development and Current Profiles. /nternational Jour-
nal of Therapeutic Communities, 27 (1), 31-44.

® Kalina, K. (2007). Profily terapeutickych komunit [Profiles of Therapeutic
Communities]. In: Nevsimal P. (ed.): Terapeuticka komunita pro drogové
zdvislé Il. — Ceskd praxe. Kapitola 4/1. Praha/Mni$ek p.Brdy: Krajsky ufad
Stfedoceského kraje/o.p.s.Magdaléna.

® Kalina, K. (2008). Terapeuticka komunita. Obecny model a jeho aplikace
v /éCbé zdvislosti [The Therapeutic Community: a general model and its appli-
cation to addiction treatment]. Praha: Grada Publishing.

® Kalina, K., a kol. (2008). Zdklady klinické adiktologie [Basics of Clinical
Addictology]. Praha: Grada Publishing.

® Kalina, K. (2013). Psychoterapeutické systémy a jejich aplikace v adiktologii
[Psychotherapeutic Systems and Their Application in Addictology]. Praha:
Grada Publishing.

® Khantzian, E.J., Podes, L., Brehm, N.M. (2005). Psychodynamics. In:
Lowinson, J.H., et al. (2005). Substance Abuse — A Comprehensive Textbook.
Chapter 6. 4™ Ed. Philadelphia, USA: Lippincot — Williams & Wilkins.

® Kooyman, M. (1993). The Therapeutic Community for Addicts. Intimacy,
Parent Involvement and Treatment Success. Lisse (The Netherlands): Swets
and Zeitlinger. In Czech: Kooyman, M. (2005). Terapeutickd komunita pro
zavislé. In: Nevsimal, P. (ed.). Terapeutickd komunita pro drogové zavislé I. —
Vznik a vyvoj. Praha: Krajsky urad Stfedoceského kraje/o.p.s. Magdaléna.

DUAL DIAGNOSES IN THERAPEUTIC COMMUNITIES FOR ADDICTS - POSSIBILITIES ...



164

® Kudrle, S.(2003). Trauma a zavislost [Trauma and Addiction]. In: Kalina, K.,
a kol.: Drogy a drogové zévislosti — mezioborovy pfistup. Kapitola 2/7. Praha:
NMS-Utad viady CR

® Mereki, P. (2004). The changing boundaries in therapeutic communities.
134-175. In: Salas, L.E. (ed.) Desafios y avances en la prevencion y el
tratamiento de las drogodependencias. Madrid: Proyecto Hombre.

® Miller, G. (2005). Learning the language of addiction counselling.
Hoboken, N.J., USA: John Wiley & Sons. In Czech: Millerova, G. (2011).
Adiktologické poradenstvi. Praha: Galén.

® Miovskd, L., Miovsky, M., Mrav¢éik, V. (2006). Psychiatrickd komorbidita
pacientl lé¢enych v souvislosti s uzivanim drog [Psychiatric Comorbidity in
Patients Treated for Drug-Related Problems]. Psychiatrie, 10, 3, 150-156.

® Miovskd, L., Miovsky, M., Kalina, K. (2008). Psychiatrickd komorbidita [Psy-
chiatric Comorbidity]. In: Kalina, K. a kol., Zdklady klinické adiktologie.
Kapitola 5. Praha: Grada Publishing.

® Mraveik, V., Zabransky, T., Kor&iSovd, B., Lejékova, L., Skrdlantova, E.,
Stastna, L., Macek, V., Petro$, O., Gajdosikova, H., Miovsky, M., Kalina, K.,
Vopravil, J. (2003). Vyroéni zprdva o stavu ve vécech drog v CR v r. 2002 [The
2002 Drug Situation in the Czech Republic — Annual Report]. Praha: Utad vlady
CR.

® Mraveik, V., Fidesova, H., Grohmannovd, K., Chomynovd, P., Kalina, K.,
Kissova, L., Kosteleckd, J., Necas, V., Nechanska, B., Vopravil, J. (2012).
Wroéni zprdva o stavu ve vécech drog v Ceské republice v roce 2011 [The
2011 Drug Situation in the Czech Republic — Annual Report]. Praha: Utad vlady
Ceské republiky.

® Nespor, K. (2003).
diagndzy [Psychiatric Comorbidity and Complications: dual diagnoses]. In:

Psychiatrickd komorbidita a komplikace, dudlnf

Kalina, K., a kol., Drogy a drogové zavislosti — mezioborovy pristup. Kapitola
4/5. Praha: Nérodni monitorovaci centrum.

® NIDA (2010). COMORBIDITY: ADDICTION AND OTHER MENTAL ILL-
NESSES. NIH PUB NUMBER: 10-56771. BETHESDA, MARYLAND: NATIONAL
INSTITUTE FOR DRUG ABUSE. DOWNLOADED FROM
HTTP://WWW.DRUGABUSE.GOV/PUBLICATIONS [2012-12-30].

® Nunes, E.V., Levin, F.R. (2006). Treating depression in substance abusers.
Curr. Psychiatry Rep., 8 (5), 363-370.

® Popov, P. (2003). Alkohol [Alcohol]. In: Kalina, K., a kol., Drogy a drogové
zavislosti — mezioborovy pristup. Kapitola 3/1. Praha: NMS-Utad vlady CR.

® Quello, S.B., Brady, K.T., Sonne, S.C. (2005). Mood disorders and sub-
stance abuse disorders: A complex comorbidity. Science & Practice Perspec-
tives, 3(1), 13-24.

® Schulte, S.J., Meier, P.S., Stirling, J.(2011). Dual diagnosis clients’ treat-
ment satisfaction — a systematic review. BMC Psychiatry, 11, 64.

® Sysko, R., Hildebrandt, T. (2009). Cognitive-behavioural therapy for individ-
uals with bulimia nervosa and a co-occurring substance use disorder. Eur.
Eating Disord. Rev., 17(2), 89-100.

® Thylstrup, B., Johansen, K.S. (2009). Dual diagnosis and psychosocial in-
terventions - introduction and commentary. Nord. J. Psychiatry, 63(3),
202-208.

® Tims, F.M., Inciardi, J.A., Fletcher, B.W., McNeill Horton, A. (1997). The ef-
fectiveness of innovative approaches in the treatment of drug abuse.
Westport, Conn.,USA/London: Greenwood Press.

® Torrens, M., Rossi, P.C., Martinez-Riera, R., Martinez-Sanvisens D.,
Bulbena A. (2012). Psychiatric co-morbidity and substance use disorders:
treatment in parallel systems or in one integrated system? Subst. Use Misuse,
47(8-9), 1005-1014.

® Vinaf, 0. (1990). Psychofarmaka v psychiatrii [Psychotropic Medication in
Psychiatry]. Praha: Avicenum.

® Vornik, L. A., Brown, E. S. (2006). Management of comorbid bipolar disor-
der and substance abuse. J. Clin. Psychiatry, 67 (2006), Suppl. 7, 24-30.

® Wilson, N., Cadet, J.L. (2009). Comorbid mood psychosis and marijuana
abuse disorders: a theoretical review. J. Addict. Dis., 28(4), 309-319.

® Yates, R., Wilson, J. (2001). The modern therapeutic community: dual di-
agnosis and the process of change. In: Rawlings, B., Yates, R. (Eds.). Thera-
peutic Community for the Treatment of Drug Users. Chapter 10. London:
Jessica Kingsley Publ.

® Ziedonis, D.M., Smelson, D., Rosenthal, R.N., Batki, S.L., Green, A.l,
Henry, R.J., etal. (2005). Improving the care of individuals with schizophrenia
and substance use disorders: consensus recommendations. J. Psychiatr.
Pract., 11 (5), 315-339.

KALINA, K., VACHA, P.





