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Definition: Co-Occurring Disorders

The term refers to co-occurring substance 
use (abuse or dependence) and mental 
disorders. 

Clients are said to have co-occurring g
disorders when at least one disorder of 
each type can be established 
independently of the other and is not 
simply a cluster of symptoms resulting 
from a single disorder.
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Diversion Logic Model (Steadman, et al. 2002)

Improved 
Mental Health 
/Individual 
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Linkage Comprehensive/ 
Appropriate Community-
Based Services

Improved 
Public Safety 
Outcomes

Diversion

Clinical Eligibility
DCs: Evidence of addiction –
personality disorders expected
MHC: SPMIs – many disparate 
disorders (schizophrenia, bipolardisorders (schizophrenia, bipolar 
disorder, major depression, 
developmental disabilities, traumatic 
brain injury, personality disorders) –
but rarely JUST personality disorder
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Time Frames
DCs:  immediate post arrest linkage to 
treatment 
MHCs:  eval. of complex co-occurring 
conditions and tx planning could take 
weeks; immediate linkages to scarceweeks; immediate linkages to scarce 
services (supportive housing, intensive 
case management, assertive community 
treatment teams) may take months 

Expectations of Participants
DCs: Use is a crime

Sobriety, employment, self-sufficiency, 
stabilization of co-occurring disorders, complete 
change of peers and supports is desirable

MHCs: MI is not a crime, nor is it a crime to fail or 
f t t k di tirefuse to take medications

Psychiatric stability and life-long treatment 
engagement are desirable – but even in 
recovery will always be ‘disabled’, participants 
require ongoing case management and multiple 
supports

Monitoring
DCs: Urinanalysis and drug testing 

Judicial and team monitoring through 
regular court appearances 

MHCs: No objective test to determine j
participants’ ability or adherence to 
treatment conditions
Judicial and team monitoring through 
regular court appearances
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Response to Violations
DCs: Often set incentives and sanctions for 

compliance and noncompliance:
graduated sanctions, brief jail sentences
relationship with judge and court team are  
important for motivationp

MHCs: Heavier reliance on incentives:
treatment plan adjustment, use jail less 
frequently
relationship with judge and court team are also 
important for motivation

Collaboration with Treatment
DCs:  Justice and substance abuse 

treatment share goal of sobriety, align on 
use of rewards and sanctions 

MHCs:  Tension between mental health 
t ’ h i i di id lsystem’s emphasis on individual 

autonomy, consumer voice, recovery and 
empowerment and criminal justice 
system’s emphasis on mandates and 
accountability
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