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Abstract
It has been suggested that psychiatric multimorbidity may better characterize severely
impaired psychiatric patients than individual severe mental illness (SMI) diagnoses, and
that these patients may be better served by centers offering integrated co-located,
psychiatric and social services than in conventional clinics providing one-to-one care.
We tested the hypothesis that multimorbidity is a critical characteristic of Veterans treated
at a co-located multi-service Veteran’s Health Administration (VHA) program originally
established to treat Veterans living with SMI. Administrative data from the VA Connect-
icut Health Care System from fiscal year 2012 were used to compare veterans using
diverse mental health and social services at the Errera Community Care Center (ECCC),
an integrated “one-stop shop” for SMI veterans, and those seen exclusively at standard
outpatient mental health clinics. Bivariate and multiple logistic regression analyses were
used to compare groups on demographic characteristics, psychiatric and medical diagno-
ses, service utilization, and psychotropic medication fills. Results: Of the 11,092 veterans
included in the study, 2281 (20.6%) had been treated at the ECCC and 8811 (79.4%) had
not. Multivariable analysis highlighted the association of treatment in the ECCC and
younger age, lower income, homelessness, and especially multimorbidity including both
multiple substance use and multiple psychiatric diagnoses. Programs originally designed
to address the diverse needs of patients living with SMI and homelessness may be
usefully characterized as treating patients with psychiatric multimorbidity, a term of
greater clinical relevance. Effectiveness research is needed to evaluate the one-stop shop
approach to their treatment.
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Introduction

There has been a growing recognition that the typical patient seen in real-world psychiatric
practice suffers from multiple psychiatric disorders, or multimorbidity, rather than from
any one severe mental illness (SMI) [1]. Studies have shown that patients with
multimorbidity have more severe symptoms and poorer functioning [2], are more likely
to receive dysfunctionally fragmented care [2], and use more services at greater cost than
patients with single diagnoses. Ironically patients with a single diagnosis, i.e. without
comorbidity, a clinical minority, are typically the exclusive focus of research and profes-
sional education [3]. Clinical trials typically exclude patients with comorbidities and
current treatment guidelines have yet to fully recognize the distinctive and diverse needs
associated with multimorbidity [4].

While research on the clinical epidemiology of multimorbidity has expanded in recent years
[5], evidence-based strategies for addressing the complexities of multimorbidity are more
limited [6]. Some clinical managers have developed programs for patients living with SMI by
co-locating mental health, social and rehabilitative services, along with general medical care
together [7]. The well-known Assertive Community Treatment (ACT) model [8, 9] was
designed to offer community-based services to people with severe mental illness through a
mobile integrated team that includes clinical case managers, sometimes including substance
use and vocational specialists. However, ACT has not addressed the full diversity of patent
needs, and co-located care models may be more suited to addressing mental health, social, and
medical multimorbidity [10, 11]. However, while such programs nominally characterize
themselves as treating patients living with SMI there has been little study of participants in
such programs as compared to those in general outpatient care [16].

The Veterans Affairs Connecticut (VACT) Healthcare System is a large academically
affiliated medical center that treats over 11,000 patients in its specialized mental health
programs annually. The Errera Community Care Center (ECCC), named after Paul Errera, a
national innovator in care for SMI and homeless veterans, was implemented in 1987 to provide
integrated services to veterans hospitalized with SMI as they transitioned to the community. As
homelessness among veterans became an issue of growing public concern, a second focus
emerged on services for “homeless chronically mentally ill veterans” [12]. The ECCC has
offered an incrementally expanding array of services at an off-site location away from the main
VA hospital with a recovery-oriented culture [13]. It now offers a “one-stop shop” for clinical
care, housing support, vocational rehabilitation, and criminal justice involvement in addition to
primary care and peer support. The concept of multimorbidity was not current when the
program was developed and has not been part of its clinical identity. Like similar programs, it
was conceptualized as an effort to treat veterans living with SMI.

In this study, we compare sociodemographic and diagnostic characteristics along with
patterns of service use of veterans treated at the ECCC with those treated exclusively in
standard mental health and addiction clinics at the same VA medical center. We
hypothesized that a study that explicitly examined measures of multimorbidity rather
than single SMI diagnoses may more usefully characterize the veterans seen at the ECCC
and similar programs as contrasted to those seen in standard outpatient clinics. In the
approach taken here, we begin with a highly integrated service program that evolved
over three decades to better serve a population originally defined by a set of single SMI
diagnoses, and seek to better understand the clinical characteristics and needs of the
patients it serves.
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Methods

Sample

The sample included all 11,092 veterans who were seen in at least once in a mental health
specialty program at the VACT Healthcare System in Fiscal Year (FY) 2012 (October 1, 2011
– September 30, 2012). Groups were classified based on whether they had at least one visit to
the ECCC or were seen exclusively at other mental health or substance use clinics.

Measures

Sociodemographic characteristics, medical and psychiatric diagnoses, service use, and psy-
chotropic medication prescription data were taken from a preconstructed dataset created by the
Northeast Program Evaluation Center based on national data records from the VHA Comput-
erized Personal Record System.

Demographic characteristics included age, sex, race, VA pension status, service-connected
disability status, type of geographic residence (urban vs rural), and homelessness within the
past year. Data on rural or urban residence was based on zip codes using the Rural Urban
Commuting Area Classification [14]. Homelessness was defined by the presence of an ICD-9
code of V60.0 and/or use of services from a specialized VA homeless program in FY 2012.

Medical diagnoses were included based on those that make up the Charlson comorbidity index
[15], a summative measure of medical comorbidity that predicts 1-year mortality. An aggregate
dichotomous measure of any pain diagnoses was created and has been described elsewhere [16].

Clustered psychiatric diagnoses included major depressive (ICD-9296.2–296.39) and other
depressive disorders (ICD-9300.4x, 296.9x, 301.10–301.19, 311.x), bipolar disorder (ICD-
9296.0x, 296.1x, 296.40–296.89), schizophrenia (ICD-9295.x), posttraumatic stress disorder
(PTSD) (ICD-9309.81), anxiety disorders (300.xx excluding 300.4) and personality disorder
(ICD-9301.x). Also included in the analysis were 7 specific substance use diagnoses (alcohol,
cannabis, cocaine, opioid, barbiturate, amphetamine, and hallucinogen). Summary variables
were created for a count of the number of psychiatric diagnoses and the number of substance
use diagnoses in these clusters.

Clinic stop codes from different types of services were used to derive the measures of VHA
health service utilization. Services included general psychiatric care, substance use specialty
care, primary care, emergency department visits and sub-specialty mental health care provided
only at the ECCC (e.g. ACT-like services, vocational rehabilitation and recovery, and criminal
justice services). All visits were counted one per day during days when a stop was recorded.

Psychotropic medications were grouped into antidepressants, antipsychotics, anxiolytic/.
sedative/hypnotics, stimulants, and anticonvulsant/mood stabilizers. Lithium was included

as a separate class because of its unique mechanism of action because it is considered a
fundamentally different treatment by clinicians. Summary variables were created to represent
the total number of psychotropic medication fills during FY 2012 and the proportion of
veterans with any psychotropic fills during FY 2012.

Analysis

First, bivariate analyses with chi square and t-tests were used to compare veterans
treated at the ECCC to those who were not, on sociodemographic characteristics,
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psychiatric/medical diagnoses, measures of service use, and psychotropic medication
fills.

Since the sample in this study is quite large, the usual significant testing using p values
would likely be uninformative or misleading, as small differences in means with little clinical
importance would have low p values and would be considered statistically different. We
instead calculated effect sizes to identify substantial differences between groups. Cohen’s d
was computed for continuous variables and the risk ratios for categorical variables. Cohen’s d
is defined as the difference in mean values between groups divided by their pooled standard
deviation. Following Cohen [17] we used a cutoff of 0.20 as a threshold for at least a small
difference between groups. For categorical variables risk ratio cutoff values of >1.5 or < 0.67
were thresholds indicating substantial differences.

A set of multivariable logistic regression analyses were then used to identify the set of
measures that independently differentiated veterans who had been treated in the ECCC and
those who received other mental health services. Variables that had been identified as
substantially different between the groups based on bivariate comparisons were included in
this analysis and evaluated with an alpha of 0.05. We excluded homelessness from the
multivariable analysis of service use since homelessness is partially defined by the use of
services that are exclusively available at the ECCC. The models were repeated using two
approaches to psychiatric diagnoses: 1) treating each individual psychiatric and substance use
diagnosis (SUD) as an independent dichotomous variable and 2) addressing multimorbidity
directly by using two summary variables reflecting the number of psychiatric (range 0–10) and
the number of SUD diagnoses (range 0–7). The analysis was conducted in two steps: first
considering sociodemographic characteristics and diagnostic measures, and second, adding
measures of service use and psychotropic medication fills while controlling for the
sociodemographic and diagnostic measures. Standardized regression coefficients were calcu-
lated for comparison of the strength of association of variables since both categorical and
continuous measures were included. Model fit was assessed with the c statistic, which ranges
from 0.5 indicating no model fit, to 1.0 reflecting perfect model fit. Akaike information
criterion (AIC) in which smaller numbers reflect better model fit was also used as an estimator
of the relative quality of statistical models.

The study was approved by the Institutional Review Board committee of the VACT
Healthcare System. A waiver of informed consent was obtained as the study used adminis-
trative data and there were no patient identifiers included. All analyses were conducted using
SAS statistical software (version 9.2; SAS Institute Inc., Cary, NC).

Results

Of the 11,092 veterans seen at VA Connecticut in FY 2012, 2281 (20.6%) had been treated in
the ECCC and 8811 (79.4%) had not. With a mean age of 56.5 (SD = 15.6), 92.7% were male,
83.0% self-identified as white, and 14.0% as black.

Bivariate analysis showed that those treated in the ECCC were younger, had lower
incomes, were more likely to be of black or mixed race, to collect a VA pension (reflecting
the combination of wartime service, low income, and disability), and to have recently been
homeless (Table 1).

Veterans treated in the ECCC had higher rates of HIV, peptic ulcer, and hepatic diseases
but did not differ substantially from others on the overall Charlson index. They were more
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Table 1 Bivariate analysis of Demographics, Medical/Psychiatric Diagnoses by Treatment in the Errera Com-
munity Care Center (ECCC)

Non ECCC ECCC Effect Size

N = 8811 N = 2281

Demographics Mean SD Mean SD Cohen d
Age 57.5 17.0 52.6 12.9 −0.300
Annual Income ($) 30,878 64,668 16,566 26,668 −0.243

% N % N Risk Ratio
Male 92.8 8175 92.2 2104 0.99
Race
White 86.9 7012 68.7 1499 0.79
Black 10.4 841 27.5 599 2.63
Hispanic 10.4 477 10.3 152 0.99
Mixed Race 1.8 149 3.1 68 1.69
Other Race 0.6 45 0.6 13 1.07
Urban vs Rural
Urban Area Residents 93.2 7926 95.4 2129 1.02
Large Rural Area Residents 3.4 293 2.6 58 0.75
Small Rural Area Residents 1.1 94 1.0 22 0.89
Isolated Rural Area Residents 2.3 195 1.0 23 0.45
OEF/OIF Era Veterans 16.3 1440 11.7 266 0.71
VA Pension 2.4 209 7.7 175 3.23
Service Connected 50% or More 30.9 2719 22.9 523 0.74
Service Connected Less than 50% 17.9 1574 13.9 316 0.78
Homeless During the Year 1.7 150 61.9 1411 36.34
Medical Diagnoses Mean SD Mean SD Cohen d
Charlson Index 3.13 2.68 2.63 2.43 −0.19
Number of Medical Diagnoses 1.79 1.64 1.82 1.60 0.022

% N % N Risk Ratio
Seizures 0.6 57 0.9 20 1.36
Peptic Ulcer Disease 0.7 62 1.1 25 1.56
Hepatic Disease 5.3 465 10.9 248 2.06
Diabetes Mellitus 21.6 1903 20.6 470 0.95
HIV 0.6 55 1.8 40 2.81
Headaches 8.0 706 8.3 189 1.03
Any Pain Diagnosis 49.5 4360 54.7 1247 1.10
Psychiatric Diagnosis Mean SD Mean SD Cohen d
Number of Psychiatric Diagnoses 1.76 1.06 2.12 1.50 0.316
Number of Substance Use Diagnoses 0.30 0.67 1.07 1.23 0.946

% N % N Risk Ratio
Schizophrenia 6.3 551 19.2 438 3.07
Bipolar Disorder 7.6 669 18.4 419 2.42
Major Depressive Disorder 26.2 2305 32.5 741 1.24
Other Depressive Disorder 34.8 3068 36.9 842 1.06
PTSD 39.8 3504 34.7 792 0.87
Anxiety Disorder 24.7 2177 21.9 499 0.89
Adjustment Disorder 11.0 966 11.4 260 1.04
Personality Disorder 2.2 195 7.3 166 3.29
Dual Diagnosis 20.9 1845 52.9 1207 2.53
Substance Use Diagnosis
Alcohol 15.9 1404 43.2 985 2.71
Cannabis 3.0 268 12.1 276 3.98
Cocaine 3.6 316 21.7 496 6.06
Opioid 5.8 514 27.5 627 4.71
Sedative/Hypnotic 0.3 30 1.4 31 3.99
Stimulant 0.1 9 0.4 8 3.43
Hallucinogen 0.0 2 0.0 0 0.00
Any Substance 10.8 953 41.7 951 3.85
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likely to be diagnosed with SMI such as schizophrenia or other psychotic disorders, bipolar
disorder, personality disorders, and dual diagnoses. Treatment in the ECCC was also substan-
tially associated with most substance use diagnoses including alcohol, cannabis, stimulant, and
sedative/hypnotic abuse or dependence. On average, ECCC patients had substantially greater
numbers of psychiatric and substance use diagnoses overall with moderate to large effect sizes
(Table 1).

Veterans treated at the ECCC used far more specialized mental health services, including
greater numbers of both general psychiatry and specialty substance use outpatient visits,
emergency room visits, and had a greater likelihood of inpatient mental health service use.
Veterans treated in the ECCC also used far more subspecialty mental health visits (specific to
the ECCC) than general psychiatry and/or specialty substance use visits. They were also
prescribed substantially more antipsychotics and mood stabilizers (Table 2).

Multivariable analyses (Table 3) highlighted the independent association of treatment at the
ECCC with black race and VA pension among the sociodemographic variables. The first
model showed an association with key psychiatric and SUD diagnoses individually, with the
strongest effects for schizophrenia (standardized regression coefficient [SRC] = 0.18), opioid

Table 2 Bivariate analysis of Service Utilization and Psychotropic Medication Fills by Treatment in the Errera
Community Care Center (ECCC)

Non ECCC ECCC Effect Size

N = 8811 N = 2281

Service Utilization Mean SD Mean SD Cohen d
General Psychiatry Visits 6.6 11.2 10.1 20.4 0.258
Substance Abuse Visits 1.9 13.4 11.6 28.0 0.559
Medical/Surgical Visits 11.7 14.8 15.0 18.9 0.207
Primary care visits 3.5 3.3 4.2 4.0 0.182
Non-Primary Care Specialty Medical/Surgical Visits 8.2 12.9 10.8 17.0 0.190
Emergency Room Visits 0.6 1.6 1.6 3.8 0.470
ECCC Visits 0.0 0.0 22.2 42.1 n/a
Total Mental Health Visits 8.5 17.2 44.9 55.4 1.236
All Outpatient Visits 20.2 23.8 59.9 63.8 1.106

% N % N Risk Ratio
Mental Health Inpatient Treatment 3.5 308 15.6 356 4.46
Medical/Surgical Inpatient Treatment 9.3 818 11.7 267 1.26
Subspecialty Mental Health Programs
Criminal Justice Outreach, Jail Diversion 0.0 0 7.3 166 n/a
Primary Care Homelessness Services 0.0 0 14.8 337 n/a
Psychosocial Rehabilitation Day Program 0.0 0 25.6 584 n/a
Mental Health Intensive Case Management (ACT) 0.0 0 5.0 115 n/a
Vocational Rehabilitation (Compensated

Work Therapy, Vocational Assistance)
0.0 0 26.9 614 n/a

Specialized Homeless Programs (Case Management, etc.) 0.0 0 57.6 1314 n/a
Psychotropic Prescriptions Mean SD Mean SD Cohen d
Antidepressant Prescriptions 5.6 8.7 7.2 12.0 0.172
Antipsychotic Prescriptions 2.0 6.7 5.1 12.3 0.384
Anxiolytic/Sedative/Hypnotic Prescriptions 2.8 6.0 2.6 5.9 −0.031
Stimulant Prescriptions 0.2 1.5 0.1 1.1 −0.045
Anticonvulsant/Mood Stabilizer Prescriptions 1.4 4.8 2.7 8.2 0.226
Lithium 0.2 1.3 0.5 3.1 0.193
Opiate Prescriptions 7.9 9.0 7.8 9.4 −0.009
All Psychotropics 13.2 17.9 19.9 29.0 0.327
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(SRC = 0.18), and alcohol abuse or dependence (SRC = 0.17). The second model highlighted
the strong association of treatment in the ECCC with the number of SUDs (SRC = 0.35), but
somewhat less strongly the number of psychiatric disorders (SRC = 0.14). The first model had
slightly better goodness of fit indices (c = 0.787, AIC = 8664.68) than the second model (c =
0.760, AIC = 8953.47).

Across both models, treatment in the ECCC was associated with a greater number of
general psychiatry (SRC = 0.10) and substance abuse outpatient visits (SRC 0.06–0.07), along
with significantly more psychotropic medication fills in one of the two models (0.03–0.06),
and greater use of inpatient mental health care (SRC = 0.08).

Discussion

This study presents evidence that multimorbidity is a distinctive characteristic of veterans
treated in the ECCC, an increasingly common type of one-stop comprehensive service center

Table 3 Multinomial Logistic Regression of the Association of Demographics and Medical/Psychiatric Diag-
nosis and Service Utilization with Treatment in the Errera Community Care Center (ECCC)

Individual Psychiatric/SUD
Diagnosis

Number of Psychiatric/SUD
Diagnoses

AIC = 8664.68, Likelihood
ratio = 1973.10, c = 0.787

AIC = 8953.47 Likelihood
ratio = 1674.30, c = 0.760

OR p Standardized
Regression
Coefficient

OR p Standardized
Regression
Coefficient

Clinical Measures
Age 0.99 <.0001 −0.1153 0.99 <.0001 −0.107
Income 1.00 <.0001 −0.406 1.00 <.0001 −0.3832
White Race 0.45 <.0001 −0.1635 0.43 <.0001 −0.1734
VA Pension 2.05 <.0001 0.074 2.36 <.0001 0.0883
Psychiatric Diagnosis
Schizophrenia 2.99 <.0001 0.176
Bipolar Disorder 2.22 <.0001 0.1331
Personality Disorder 2.39 <.0001 0.0871

Substance Use Diagnosis
Alcohol 2.11 <.0001 0.172
Cannabis 1.46 0.0006 0.0453
Cocaine 1.79 <.0001 0.086
Opioid 2.82 <.0001 0.1781

Number of Psychiatric Diagnoses 1.23 <.0001 0.1377
Number of Substance Use

Diagnoses
2.05 <.0001 0.3518

Service Utilization*
All Psychotropics 1.00 0.0716 0.03 1.01 0.0001 0.06
General Psychiatry Visits 1.01 <.0001 0.10 1.01 <.0001 0.10
Substance Abuse Outpatient

Visits
1.01 <.0001 0.06 1.01 <.0001 0.07

Mental Health Inpatient Treatment 1.79 <.0001 0.08 1.82 <.0001 0.08

*Logistic regressions adjusted for the clinical measures above

SUD= Substance Use Diagnosis, AIC =Akaike Information Criterion
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that provides integrated services including psychiatric, addiction, medical, and rehabilitative
care as well as assistance obtaining housing, income benefits, and peer support for people with
serious psychiatric conditions. Veterans treated in the ECCC were diagnosed with greater
numbers of psychiatric and SUDs, including individual diagnoses of schizophrenia and bipolar
disorder, and utilized far greater numbers of mental health visits especially those directly
provided by the center to address housing, vocational, or criminal justice system needs
enhanced by peer support. In addition to these direct services, veterans participating in the
ECCC received more frequent VHA general psychiatric and substance use clinic services, and
more psychotropic medication fills. Sociodemographically, they were younger, had lower
incomes, and were more likely to be of black or mixed race and to have been homeless.

Previous research has shown that sharedmental health andmedical multimorbidity is common
within VHA as 78% of patients with three or more outpatient mental health visits have more than
one behavioral diagnosis, and 95% were diagnosed with more than one behavioral or medical
disorder [18]. Other research in VHA has reported that people with polysubstance use disorder
(PSUD), defined as having multiple SUDs, were more likely to be homeless, to have comorbid
serious mental illness, to be prescribed greater amounts of medications frommultiple classes than
those with only one SUD [10]. A third study showed that among veterans treated for PTSD, those
who used numerous substances of abuse, as compared to those who only used one, had more total
days of substance use in the last month and more severe PTSD symptoms [19]. However, while
these and other studies have documented the epidemiology [20], adverse functional correlates
[21], and even genetics [22] of psychiatric multimorbidity, clinical approaches for these complex
patients have not been clearly defined or evaluated.

The present study takes these observations a bit further, examining the even greater levels
of psychiatric multimorbidity of the target population served by the ECCC, a program that, like
many others, that was originally conceptualized as serving people living with SMI. Consistent
with the concept of multimorbidity and accompanying dysfunctions of many types, the
program may have evolved pragmatically, one service at a time, to provide diverse, problem
oriented, clinical and rehabilitative services to patients with multiple needs. The impetus for
the multidimmentional approach could be attributed to the growing emphasis on rehabilitation,
recovery-orientation peer services, and linkage to social welfare benefits. The data presented
here suggests that these developments may have been a response to the multimorbidity and
multiple dysfunctions of the population it serves. The multimorbidity concept may form a
bridge between the diagnosis-focused biomedical perspective of contemporary psychiatry and
the adiagnostic or even anti-diagnostic emphasis of services that provide problem-solving
assistance of whatever type is needed, with an emphasis on practical help and shared decision
making for people with numerous problems [23].

The ECCC service model may be viewed as a twenty-first century version of the, now five-
decade long response to the de-institutionalization of the 1960s and 1970s. One of the earliest and
most enduring responses to the push to reduce hospital dependence was ACT [9], a high intensity
team-based approach that was, in principal, intended to provide life-long wrap around services in
community settings to replace the functions of long term hospital care. This model has been
implemented nation-wide at over 150VHAprograms [24], but is nowonly one of several responses
to the diverse needs of veterans living with SMI/multimorbidity. ACT has not proven to be a
definitive service model, in part because the high per capita cost of intensive one-to-one community
based services is seen as inefficient and unnecessary by program administrators with shrinking or
static budgets and many other new evidence-based rehabilitative or recovery-oriented treatments to
support. Although cost-effectiveness studies, beginning with that of Weisbrod in 1980 [25], argued
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that the savings in reduced inpatient care could justify the direct cost of ACT services [9], ACT by
itself has not emerged as a comprehensive approach, in part because the general decline in reliance
on hospital care means that there are limited savings to be achieved from preventing hospitaliza-
tions. Modifications of the ACT model have added addiction and employment specialists to ACT
teams [26], as well as free standing supportive employment programs following the Individual
Placement and Support (IPS) model [27]. There has also been a further proliferation of what can be
called sub-subspecialty programs that address housing needs, jail diversion to provide alternatives to
incarceration, integrated primary care [11, 28] and addiction services specifically tailored for SMI,
including Medication Assisted Treatment (MAT) [29]. In response to this proliferation of services,
novel organizational forms have emerged to integrate these diverse service offerings through
coordinated leadership and co-location. This approach, embodied in the ECCC represents a service
model that has appears to have evolved naturally out of the recognition by front-line providers that
no one program (e.g. the original ACTmodel) canmeet all the needs of peoplewithmultimorbidity/
multiple dysfunctionality at every stage of their recovery, every turn of their illness, or every phase
of the life cycle. The “one-stop shop” providing what is needed, when it is needed, for whom it is
needed, has been a natural outgrowth of this process.

As this model has evolved the polarity between the biomedical, Diagnostic and Statistical
Manual (DSM) diagnosis-based treatments and the adiagnostic recovery model requires a more
encompassing approach to both clinical formulation and to the coordination of services. We
believe the multimorbidity framework may provide a parsimonious bridge between these two
frames of reference recognizing both diagnostic complexity and its diverse functional conse-
quences. Going beyond the perspective of services for the “dually diagnosed”, the multimorbidity
framework allows recognition than not just substance use, but many other clinical complexities,
functional impairments and socio-environmental challenges [30] (e.g. homelessness, poverty, and
criminal justice entanglements) form a seamless mix of health and functional problems among
people formerly identified only as having SMI. ECCC-type programs seem to have responded to
these needs by incrementally adding clinical components, some more biomedical, such as MAT,
and some more recovery oriented, such as peer support. The multimorbidity perspective offers a
promising alternative to both the mono-diagnostic primary diagnosis emphasis that has arisen
since the advent of DSM-III in 1980 and the anti-diagnostic inclination of rehabilitative and peer
support oriented initiatives. There remains a major need for rigorous evaluation of the effective-
ness of the co-location model as a treatment approach to improving clinical and functional
outcomes of people with especially extensive multimorbidity.
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