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PRIORITIZING TREATMENT OPTIONS

For many years, substance abuse counselors have grappled with the Question,
“If we have a client with a dual diagnosis, which problem should we treat first?”
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CONCLUSION

This chapter takes up the sometimes hotly contested debate of co-occurring
disorders (substance abuse and mental health issues) and recovery. Several dif-
ferent debates arise over this subject. The first question is what issue to treat
first (the substance abuse or the mental illness). The second question asks if
a person who is “in recovery” from alcohol, other drugs, or other behaviors
(such as gambling addiction) be in recovery if he or she is actively taking med-
ication for a mental illness. Another question that arises is, if a person is on a
harm reduction therapy regime (such as taking buprenorphine for opiate ad-
diction), can they still be considered in recovery? Though these questions have
been debated for decades, most treatment professionals today are beginning to
modify their stance (on at least some of these questions). Most professionals
would accept a client taking medication for a mental illness while simultane-
ously participating in a recovery program for alcohol and other substances.
And many professionals are beginning to accept harm reduction models as a
legitimate means of treatment (because of the potential for allowing the client
to lead a normal, healthy, and productive life while in treatment), though this is

still a matter of some debate.



