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Preface
We updated this book for mental health and addiction clinicians and other professionals working
with consumers who have chronic mental disorders such as schizophrenia and a co-occurring
substance use disorder. These combined conditions are referred to as “dual disorders” or “cooccurring disorders.” If you are a therapist or counselor, case manager, program aide,
paraprofessional, or volunteer, this book will provide you with practical treatment guidelines and
strategies for working with these consumers. If you are a doctor, nurse, psychologist, social
worker or administrator, this book will offer you insight into treating both mental illness and
substance use disorders in an integrated way.
The people (we refer to them mainly as consumers) we describe in this book are not the “worried
well” who have moderate mood or anxiety disorders although many of these consumers may
have these problems in addition to more severe types of mental disorders. They are people who
suffer from what the Big Book of Alcoholics Anonymous calls “grave emotional and mental
disorders.” These people may have difficulty in many facets of their lives. Frequently they may
be hospitalized in psychiatric or addiction systems. Despite needing help, they often resist the
treatment offered to them. They may have been in State mental institutions or jails. Their
current ability to function in the community may be limited due to their mental illnesses and
substance use disorders. Their potential ability is yet unknown. We describe the people who are
often the “worst off,” knowing that they may be capable of functioning far better than they
function now. With help, they often make astounding recoveries and improve the quality of their
lives. And you, as a caregiver, can make a difference if you help these consumers address both
of their disorders. If you use the “old” model of only dealing with their mental disorder or their
substance use disorder, you will have limited impact. They certainly can benefit from your help.
We strongly recommend providing care that integrates the focus on both types of the consumers’
disorders.
We have not focused on any one psychiatric or substance use disorder diagnosis. The
interventions described can be used by most professionals in most settings regardless of the
combinations of disorders presented by consumers. We have kept the interventions simple and
concrete so they can be used in a variety of treatment contexts.
Many pages of this book are devoted to the effect of staff attitudes on treatment. This may seem
at odds with the book’s claim to be a “how-to” book. However, we believe the most important
component of treatment is a consistent, nonjudgmental, and positive attitude. All other treatment
components depend on maintaining such an attitude. You have to believe these consumers have
“disorders” or “diseases” and can benefit from help if you are to be effective. If you have
negative attitudes, especially towards the substance use disorder, you can do your consumers a
disservice. Since co-occurring disorders are some common in all mental health systems
(psychiatric hospitals, residential programs, ambulatory programs and other programs), YOU
need to become comfortable in addressing both mental health and substance use issues.
You have little control over who finds stability and serenity; but you can control, and therefore
change, your attitude about the consumers with whom you work. If you want to help people
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overcome mental illness and substance use disorders, you need to accept your limitations, not
personalize resistance, and judge your efforts appropriately. These things are much easier to do
than “getting” someone to abstain from substances. Assessing and changing your own attitude is
the perfect starting point.
Language has particular importance when talking about people with mental illness and substance
abuse. Advocates for the mentally ill have lobbied to call people receiving mental health
services consumers; we use this term and the term client to refer to people involved in outpatient
services. We only use the term patient to mean someone being treated as an inpatient in a
psychiatric hospital.
It is ironic that we cannot use the word drug to mean all drugs, since alcohol can be as harmful
as any other drug. Unfortunately, when many of us see the word drug, an extra neuron has to
fire to include alcohol. Hence, we use the word drug to mean any drug other than alcohol. We
refer to alcohol specifically and to certain drugs specifically. We use the word substance to
mean alcohol and other drugs.
Throughout the book we use the terms abstinence and compliance. Abstinence means no use of
substances, including cold and flu preparations that contain alcohol. It also means no use of
substances on special occasions and no use of self-prescribed substances for “medicinal
purposes.” It means using prescribed medications exactly as prescribed. It means taking overthe-counter medications only as directed. For example, taking twice the recommended dose of
Benadryl to fall asleep is a form of substance abuse. Most important, it means the consumer
never getting a prescription from a doctor or dentist who is not fully aware of his substance use
disorder.
We use the term compliance to mean compliance with medications. It is important for the
consumer to take psychotropic medications as prescribed. We do not, however, suggest he have
blind faith. The consumer should have the opportunity – he certainly has the right – to negotiate
medication levels. Only the consumer really knows how the medications make him feel. No
matter how beneficial or how harmful, he has to live with their effects. By compliance we mean
a negotiated compliance.
We avoid the term addict to describe someone who has a substance use disorder. People who
have been chronically mentally ill have a disease that prevents them from using substances
safely. We believe any illicit or non-prescribed substance use constitutes abuse for someone
coping with a serious mental illness. Substance use almost always makes a mental illness worse.
Thankfully, many consumers discover that once they quit using substances, they can manage
their mental illnesses more effectively. Whether a consumer is addicted is not the issue. Doing
everything possible to overcome a mental illness is much more important than deciding whether
someone’s use meets criteria for substance abuse or substance dependence (also called
“addiction”).
To avoid sexist language and repeatedly using the consumer, we alternate the use of he and she
to describe consumers.
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Introduction to Working with Consumers
Imagine sitting in a rowboat in shark-infested water just offshore from two islands. On the larger
one, TGIF Island, people laugh and indulge in all manners of hedonistic pleasures. TGIF lies
just above sea level, and now and then a wave carries some of the revelers off the island to the
hungry sharks. No one seems to notice.
Next to TGIF is a smaller island, Recovery Island. It has a narrow beach jutting out from sheer
cliff walls. Carved into the walls are a series of steps that lead to several plateaus. People on
Recovery Island enjoy all manners of sober pursuits. They call from the plateaus to the people
on their beach. Some heed the call and start climbing the steps to the first plateau. Others stay
on the beach and, from time to time, some are swept back into the water.
Many of the people in the water swim furiously for one of the islands. Some make it; others are
devoured by sharks. Still others swim off in the wrong direction or swim in circles. Some are
oblivious to the danger and float in the water with their eyes shut and their minds occupied with
things beyond a horizon only they see.
Your job is to get as many of these people as possible out of the water. Sadly, many want to be
left alone and are even hostile when approached. Most of the people want to be taken to TGIF
Island. Several complain bitterly when asked to help row, expecting to be rescued, not put to
work. You realize all this paddling around is exhausting. Helping these people seems pointless
– let the sharks have their fill.
It is then that you recognize several people you have helped making the arduous climb up the
steps of Recovery Island. Some are helped by people who are not put off by their different
thoughts or strange dress. You paddle on, trying to help more people get out of the water.
The trick is to keep paddling no matter how tough your job seems. Overcoming mental illness
and substance abuse is difficult. Diagnoses are often unclear, and problems tend to pile up for
both the consumer and the treatment professional. For example, what can be done for someone
coping with mental illness and substance abuse who just got out of prison, who has just
discovered he is HIV positive, and who wants to be paid to participate in treatment? It is hard
enough just dealing with schizophrenia, bipolar disorder, major depression, and other major
mental illnesses. Throw in substance abuse, and recovery from both illnesses may seem like an
impossible dream. It becomes easy to forget how many heroic people are indeed climbing the
steps on Recovery Island.
Celebrating Small Victories outlines a few simple guidelines for treating mental illness and
substance abuse. Several chapters discuss interventions. The importance of repeating basic
information with the consumer, of being enthusiastic, and of celebrating small victories cannot
be overemphasized.
Your job is simple: keep paddling.
3
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Part I
Mental Illness and Substance Use
Disorders: A Different View
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Chapter 1
Treatment Dilemmas
Several large scale epidemiologic studies and many treatment studies show high rates of “dual”
or “co-occurring” disorders among consumers treated in mental health and addiction medicine
treatment systems.1-4 A dual or co-occurring disorder refers to having one or more mental
illnesses (MI) and substance use disorders (SUD). Dual disorders are so common that
professionals in both treatment systems need to be familiar with assessment and treatment
strategies, as well as resources that can aid recovery of consumers.
Consumers with dual disorders vary in their clinical presentation and treatment needs. The level
of severity of either type of disorder may be high, moderate or low. Some will have high
severity of both disorders such as a consumer with schizophrenia, cocaine addiction and alcohol
abuse or an opioid dependent person with recurrent major depression. Others may have a
chronic mental disorder with episodic periods of alcohol abuse. Although not dependent on
alcohol, their use still can create problems with recovery from their mental disorder.
Treatment systems have finally seen the wisdom of integrating services for people coping with
dual disorders.5-9 In the past, a consumer’s difficulties were often viewed by professionals as the
“real” or “primary” problem and the “other” or “secondary” problem. The real problem was
whatever the mental health or addiction treatment clinic where we worked happened to treat (the
MI or the SUD). The other problem was whatever the clinic had no idea how to treat or thought
“other” programs should treat (even though they may not have facilitated a linkage with these
other programs).
If a program specialized in treatment of SUDs, then the symptoms of mental illness were the
other problem. The SUD was treated as the real problem requiring the attention and resources of
the clinic or program. Many symptoms associated with a mental illness were written off as
something that would pass with continued abstinence, or evidence that the consumer was not
“working” the Twelve Steps properly. “She’s not really depressed; she’s wallowing in selfpity,” treatment professionals may be inclined to say. “She needs to go to more AA meetings
and focus on other alcoholics.”
On the other hand, mental health professionals tended to view substance problems as just another
symptom of mental illness and not the real problem. “Treat the real problem,” they said, “and
the need to use substances will disappear.” Or, “She’s not really addicted. Spending her whole
check on cocaine is just her way of coping with her feelings of inadequacy and depression.”
As professionals, sometimes we could no longer ignore the “other” problem. As it became clear
that a consumer was not improving, a referral to that “other” agency where they know how to
deal with the other problem would be considered. Sometimes the consumer had the other
problem so badly that treatment professionals lamented that she was causing intense discomfort
with them. We were all too happy to refer her to other professionals.
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Sadly, many people got lost between agencies when referrals were made. And, a consumer might
get conflicting messages from mental health and SUD treatment professionals. She might be told
that once her psychotropic medications were adjusted, she would not feel compelled to use
alcohol and other drugs. She might also be told that she was not really in recovery while she was
taking any drugs, no matter who prescribed them, and no matter that these drugs were to stabilize
her psychiatric symptoms.
Finally it occurred to both systems to treat the whole person, in the same place, with the same
people, at the same time. This has not always been easy. The treatment professional often faces
three problems that are more severe for people coping with both problems than for those who are
coping with one disorder.
•

The first problem is that the MI diagnosis is often unclear. It is not always easy to
determine primary from secondary diagnosis or whether a mental disorder is “substance
induced” or not substance induced. A consumer with a history of use of hallucinogens or
PCP can be psychotic and look very much like someone with schizophrenia. A consumer
with a history of cocaine use can look as severely depressed as someone with major
depressive illness.

•

The second problem is that MI and SUD in combination often cause more physical,
psychological, and spiritual damage than either causes alone. As we discuss later,
consumers with the combination of disorders have more problems than those with only
one type of disorder.

•

The third problem is that recovery from both can be more difficult than recovery from
either one alone. Each disorder affects recovery from the other. For example, if a
consumer is stable from their psychiatric disorder but relapses to alcohol or drug use, the
risk of recurrence of psychiatric illness raises significantly. Substances can negatively
effect medications, the consumer’s motivation to change or how the consumer thinks
about his disorders, treatment and recovery.

Mental Illness: A Predisposition to Use?
Mental illnesses by themselves can be devastating to the consumer, her family and friends.
Imagine what it would be like to have a particular mental illness and how substance use might
affect that illness. To do this, answer five questions about the various mental illnesses:
•

How much worse would someone with this disorder be under the influence of
alcohol or other drugs?

•

How tempting would alcohol or other drugs be to someone with this disorder?

•

How likely is it that this individual would be able to control her use of alcohol or
other drugs?

•

Could I or the consumer confuse the use of alcohol and other drugs with a mental
disorder?
8

•

Could I or the consumer confuse the withdrawal from alcohol or other drugs with a mental
disorder?

Brief descriptions of common mental illnesses are offered here. For a thorough review of the
clinical criteria necessary to make a diagnosis, see the recommended readings. Also, the
American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders
(called the “DSM”) provides diagnostic criteria.10 This may change over time as we learn more
from studies. The DSM is currently being updated and should be available in the near future so
be sure to check this out regarding diagnostic criteria for substance use and mental disorders.
Psychotic disorders (also called “thought” disorders) such as schizophrenia strike one in a
hundred adults.11-12 Schizophrenia is marked by delusions in which the person arrives at strange
conclusions based upon faulty logic. For example, a woman may believe that the stories on the
evening news have some special message intended only for her (idea of reference). She may
have grandiose delusions, such as believing that she gets these messages because she is “the
chosen one.” Her delusions may be persecutory. She may believe that the anchorwoman on the
news is secretly threatening her.
A consumer with schizophrenia may experience hallucinations, most often auditory and referred
to as voices. She will often hear these voices outside her head. They are distinctly different from
her own thoughts. Sometimes the voices are friendly but many times they are not.
People with schizophrenia often have difficulty making sense of the world. Their emotions may
not be tied to their experiences. They may feel a complete absence of emotions, energy, or
connectedness with the world around them. When acutely ill they may act bizarrely.
Mood disorders can include feeling overly energetic, as in mania, or drained as in depression.1217
Mania is characterized by rapid speech, little need for sleep, racing thoughts, high energy, and
poor judgment. People suffering from mania are apt to go on spending sprees, make poor
decisions, start impossible projects or start many projects, or put themselves in danger.
Depression is the opposite of mania. A depressed consumer often feels a loss of energy. She may
feel sad, hopeless, and helpless. She may become so despondent that she plans or attempts
suicide.
Some people swing between the two extremes and suffer from bipolar disorder. These changes
in functioning can happen without warning and without an easily identifiable cause.
Anxiety disorders are characterized by worry, dread, and a number of physical symptoms.18 The
consumer suffering from generalized anxiety disorder may experience these symptoms to some
degree most of her waking hours. She may complain of an inescapable feeling of impending
doom.
Phobias are another common anxiety disorder in which a consumer develops an irrational fear of
a particular place or situation. As she approaches, or in some cases even thinks about, the feared
situation or place, she may become overwhelmed with anxiety and panic. The consumer may
experience rapid heartbeat, shortness of breath, sweating, dizziness, and blurred vision. She may
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then avoid that situation, often to her detriment. The more situations she avoids, the more
withdrawn she becomes.
Agoraphobia limits where the consumer will travel. The consumer may fear any situation where
she feels trapped. This can include riding in a car, taking public transportation, crossing a bridge,
driving through a tunnel, or riding in an elevator. Some people with agoraphobia become
housebound.
Panic disorder can be a part of agoraphobia. The panic-stricken consumer will suffer “attacks”
of intense terror. It is common for the panic-prone person to fear dying, losing control, or going
crazy. A racing heart, sweating, feelings of unreality, dizziness, and nausea are all common
symptoms of panic attacks.
Someone who repeats the same ritualistic behavior over and over may be suffering from
obsessive-compulsive disorder.19 The consumer with obsessive-compulsive disorder may
perform elaborate rituals, such as checking all the locks in her house in a certain order ten times
before leaving. She does this to avoid the anxiety she feels when she does not do so.
PTSD or post-traumatic stress disorder may arise from a single or repeated exposure to an
unusual, highly stressful and psychologically traumatic event.20-21 This can relate to exposure to
combat or war, a natural disaster (flood, hurricane), being a victim of a crime (assault, robbery,
sexual abuse, violence, etc) or severe accident. PTSD may include painful and intrusive
memories, images, dreams or nightmares of the trauma. Hyperalertness, depression, sleep
problems, withdrawal from social interactions, and substance abuse may be part of the PTSD as
well.
A personality disorder involves a group of behaviors related to personality traits that cause the
consumer great personal distress or interfere with her ability to get along with others.22-23 These
traits are usually rigid, ingrained, and long lasting. In Twelve Step programs, such traits are
referred to as character defects. Although there are too many personality disorders to discuss
here, most consumers afflicted with the disorders experience the following:
•

They have difficulty developing and maintaining relationships with others.

•

They have trouble seeing their personality problems and often attribute their problems to
other people, bad luck, or unfortunate circumstances.

•

They have trouble dealing with their feelings, especially painful ones.

•

They show traits that are either over- or underdeveloped.

For example, the consumer with antisocial personality disorder may act only to satisfy his own
needs, showing little concern for others. People with obsessive-compulsive traits are often
fixated on rules and order, and are not very playful or spontaneous. The most common
personality disorders seen with addiction include borderline, antisocial, and “mixed,” which
involves clusters of traits from several different personality disorders.
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Other common psychiatric illnesses include eating disorders (anorexia nervosa and bulimia),
attention deficit disorder and other impulse control disorders (e.g., compulsive gambling or
sexual behavior).24-27 It is also possible for consumers to have some symptoms or characteristics
of different disorder but not meet full diagnostic criteria.

Case Illustration 2: Episodes of Mental Illness and Substance Abuse
Manny suffers from bipolar disorder. He enjoys his manic episodes and the feeling of
being up. When he is in the manic stage of his illness, he abuses substances. He believes
he is invincible at these times and he throws caution to the wind. He hates taking lithium,
a mood stabilizer commonly used to treat bipolar disorder. He complains of a “slow,
heavy” feeling on lithium. When he takes it as prescribed, his life is manageable and by
his own report enjoyable, if not exciting.
Manny’s troubles usually begin after he has been stable for months or longer. He begins
to feel more and more in control of his life. It occurs to him that “now that things have
settled down,” he may not need the lithium anymore. Sometimes he tapers off the
lithium; other times he just stops taking it. By the time he is out of control again, his
thinking is too rapid and grandiose for him to comprehend he is in danger.
During his last manic episode, Manny made a number of poor choices. He had a sexual
liaison with a prostitute. Manny acquired a sexually transmitted disease, which he later
passed on to his wife. He tried cocaine and was arrested for fighting in a bar. He took
money from his own business and bought strange substances by the barrel because he
believed he had the formula for “flexible concrete,” a product he thought of while his
mind was in a “hyperborealic continuum.”
Two weeks after this episode he was served with divorce papers while on a pass from a
psychiatric hospital. His business partner started legal proceedings of his own against
Manny. Traces of opiates were found in his blood, but Manny has no recollection of how
they got there.
He was barely over withdrawal from the substances he had ingested when reality set in.
Manny made his first suicide attempt the day he was released from the hospital.

The Point Is . . .
•

Some consumers do not use substances except when they are experiencing
symptoms of their mental illness.

•

Reality can be depressing. Fortunately, professionals can help people break the cycle
of symptoms and substance abuse by teaching them to cope with reality.
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Alcohol and Other Drugs
Keeping in mind the pain mental illness can cause, you should try to imagine how appealing the
following groups of substances might be to someone with a mental illness.
•

Depressants like alcohol, barbiturates, opiates, and analgesics reduce anxiety. They
can induce sleep and a feeling of well-being. For some consumers, alcohol makes it
easier to fit in and socialize with others.

•

Hallucinogens like LSD and psilocybin can alter the perception of reality. The
boundaries of time and self can seem to fade away. They provide an external
explanation for an unpredictable inner world. These are especially dangerous drugs
for consumers with psychotic disorders.

•

Stimulants like cocaine, methamphteamine and amphetamines cause feelings of
boundless energy, euphoria, and confidence. They can reduce the need for sleep and
can reduce appetite.

•

The use of nicotine is higher among consumers with chronic mental disorders than
the general public. Unfortunately, there are many negative effects of nicotine on
medication efficacy and health.

The allure of alcohol and other drugs can be very strong. Whether or not a mental illness is
present, how many people do not want to enjoy a sense of well-being and boundless energy?
How many of us would like to escape from the pressures and disappointments of everyday life
for a while? In the short term, people like the way substances make them feel. If cocaine made
people anxious and paranoid the first several times they tried it, they would not keep buying it.
On the other hand, if cocaine lifted their mood, gave them more energy, and made sex more
intense, they might want to use it over and over. The allure of drugs is that initially they provide
some positive feeling. Although most people realize that there is a price to be paid for this
positive feeling, many substances still have a strong appeal.
Some of the substances’ allure is cultural. In our society we convince each other that using
alcohol and other drugs is glamorous, exciting, relaxing and part of “growing up.” Some mental
health workers even argue against stressing abstinence to young consumers. They believe some
consumers are already set apart from their peers and asking them not to use substances will only
tend to further isolate them. This is a mistake. Treatment should show young consumers that not
using substances is healthy and in their best interest.
Another part of the appeal of substances is the consumer’s desire to self-medicate. It is common
for a consumer to use a substance to treat unpleasant symptoms of mental illness. In the short
term a substance may make the consumer’s anxiety, depression, insomnia, or other symptoms
more tolerable. To the consumer, even a brief escape from these problems may seem like a
bargain, regardless of what his use of a substance will cost.
Sometimes a consumer will take a drug that makes his symptoms worse. The consumer with
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schizophrenia who uses stimulants or hallucinogens is a good example. His chief complaint is
that he hears voices. Stimulants make the voices worse, yet he uses them every chance he gets.
Why? Partly because stimulants give him a false sense of control. He can say to himself, “The
voices are just a side effect of the drugs I took” rather than having to say, “I may have a serious
mental illness.” He may feel more in control of his use of substances than of a mental illness.

Recovery
Recovering from a substance use disorder can be difficult for anyone, but it is especially hard for
someone with a chronic mental illness.28-31 In addition to dealing with the problems caused by
substance problem, the consumer must deal with the problems caused by mental illness.
The consumer suffering from a mood or anxiety disorder may have no idea what Narcotics
Anonymous (NA) or Alcoholics Anonymous (AA) members mean by serenity. One consumer
remarked that while she had no idea what serenity felt like, she had a good idea what anxiety was
like and she had no intention of facing it sober.
The consumer with a psychotic disorder may have difficulty understanding that he has either a
mental illness or a problem with substances. As a treatment provider, you may wonder if his
paranoia is caused by schizophrenia or cocaine use. He wonders why you keep looking at him
that way, why you keep asking about his cocaine use. Is it paranoia if the counselors really are
trying to “nail you”?
As someone coping with MI and a SUD begins to recover from both illnesses, her life comes into
sharper focus. She has a clearer understanding of what has happened to her and begins to
appreciate how much work needs to be done if she is to reclaim her life. Sadly, she may see that
she has two highly stigmatized illnesses to deal with.
It may be difficult to help someone who feels so overwhelmed. But before you give up helping
people recover, think about this: The harder it is to acquire something, the harder people tend to
fight to hold onto it. Experience shows that people who get sober go to great lengths to stay
sober. Even consumers hospitalized in an acute psychotic episode—who had a previous history
of substance use—do not always use substances even during the episode. As reality slips further
and further away, they hold on to the understanding that substance use will only make it worse,
and come what may, they are not going to use alcohol or drugs.
Don’t paddle away. Despite all the problems connected with treating these disorders, consumers
do get better. The transformation they make can be inspiring. And, you can be part of this and
make a significant difference in their lives.
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Chapter 2
Selling Recovery
Treatment professionals compete for the attention and lives of consumers. When someone
leaves our offices they reenter a world floating in substances. Drug dealers employ salespeople
who make used car salesmen look passive. Pushing abstinence from drugs and participation in
treatment can be an uphill battle. Several notions should be addressed aggressively in treatment.

Selling Street Drugs vs. “Selling” Recovery
The dealer may be selling a drug like crack, the effects of which have been compared to a
fifteen-minute, whole-body orgasm. On the other hand, drugs used to treat mental illness can
cause dry mouth, constipation, blurred vision, and other unpleasant side effects. Few consumers
will knock over tables, lie, cheat, scam, or spend what little money they have to get psychotropic
medications.
A first step in selling recovery is to teach consumers about the long-term negative effects of
street drugs and the positive effects of psychotropic medications. Smoking crack may initially
provide that feeling of whole-body orgasm, but it may also create medical, psychological, and
social problems that are painful and enduring. Many people would not be “chronically” mentally
ill if they did not use alcohol and other drugs. Teach consumers that abstaining from substances
and complying with mental health treatment can lead to a more stable, rewarding life.
In the general public, people cling to the notion that alcohol is somehow different from other
drugs. Some ignore the effects of their use and focus instead on the status of their drug of choice.
Alcohol is legal and accepted by most of society. Most other drugs are illegal and not as
accepted. People use this logic to justify their alcohol abuse: “Sure I’m covered in my own
vomit, but at least I’m not in jail like some drug addict!”
Although it is a gross overgeneralization to say substance abusers live only for the moment, there
is some truth to this statement for some consumers. Most people would readily choose the
euphoria associated with some street drugs over the side effects that may result from taking
certain psychotropic medications. Treatment professionals have to sell the consumer on giving
up the immediate pleasure and accepting some side effects. They have to show the consumer
how, in the long run, he will be better off taking the medications rather than using alcohol and
other drugs, and how side effects can often be eliminated or managed when he abstains from
substance abuse.
Even if a street drug does not have the desired effect, some consumers may keep using it. They
may try taking more of it. They may try another supplier. They may even try adding another drug
to enhance the effect of the first drug. On the other hand, they may try a psychotropic medication
only once. If it does not work fast enough or causes unpleasant side effects, it may be a long time
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before they agree to try another psychotropic drug.
Drinking and illicit drug use by consumers also gives them an opportunity to be part of a social
network even though this network is focused too much on partying and getting high. They can
hang with others, be part of something and have fun. So, substance use can be more than using,
it can also involve social interaction.

Murphy’s Law of Psychotropic Medication
•

The more beneficial a psychotropic drug could be in the long term, the more easily a
consumer will abandon it in the short term—especially if its positive effects are not
immediately felt.

•

If a consumer has a question about psychotropic medications, the opinion of the Rhodes
scholar, board-certified psychiatrist will hold less weight than that of the neighbor or peer
who “knows about these things” through personal experience or the experience of a distant
cousin who once took psychotropic drugs.

People diagnosed with a mental illness may blame many of their current and past problems on
psychotropic medication. A consumer who two days ago took half his prescribed daily dose of
lithium may blame a night of profuse vomiting on the lithium—not on large amount of liquor he
drank. He may find nothing appealing about psychotropic medications.
There is no status in taking Haldol or other antipsychotic medication. No rock stars or rap stars
hawk Prozac or Zoloft in contrast to alcohol. These drugs are not associated with “special times
with good friends.” In advertising, alcohol is connected to sexy young men and women,
mountain streams, bowling, and an irresistibility to the opposite sex. Most illegal drugs have a
street myth about their potency as an aphrodisiac, consciousness expander, tranquilizer, or
energizer. At any pick-up basketball game, people wear shirts, shorts, hats, and tennis shoes
emblazoned with the name of a malt beverage. Psychotropic medications, on the other hand,
carry a stigma. So nobody wears a sweatband or T-shirt emblazoned with “Lithium” or
“Prolixin.”
TV and movies often portray people on psychotropic medications as not being “quite right.”
They are often the foil for characters using alcohol who are too often portrayed as “cool” or
“bad.” Alcohol and other drugs are much more likely to be used to deal with problems than
psychotropic medications or self-help groups. On TV the hero gets blind drunk after some
cinematic tragedy. Rarely does the star knock back a couple of Thorazines on the way to a
Twelve Step meeting.
Despite these misperceptions, consumers can still be sold on abstinence from substances and
compliance with medications. Several steps should be taken to do this effectively. It is best to
start with the basics. What do consumers want; what do they hope to avoid?
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What Does She Want?
Consumers have all the needs of the general population plus needs specific to their mental
illness. Start with food. If the consumer was not spending so much on drugs and alcohol, would
he eat better? What benefits could he expect from eating better? He may have an ulcer that he
never mentioned. He may not be honest about the physical problems he is experiencing from
malnutrition. Whatever the case, it can be amazing how much of a difference something as basic
as food can make.
Food is also a good way to attract people who resist treatment. So many consumers are
malnourished that a hot meal, even when served during “that drug and alcohol group,” is difficult
to resist. For some consumers, it is the only hot meal they will eat that week. It may seem like
buying someone’s attention, but it is a reasonable bargain: “Listen to this group and we can share
a meal. Even if you disregard everything said, you will have heard it and we will have shared a
meal.”
Some clinics hold regular recovery support lunches. Consumers commit to attending the same
luncheon every week no matter what their status in recovery. Each meal celebrates the positive.
Consumers list on a chalkboard what they have done in the past week that has helped them stay
clean and sober. They list what they hope to do better in the coming week and how long they
have been clean. The consumer who has sobered up just long enough to attend that group is
applauded for being there. As her sole effort towards recovery, she may write “lunch today” or
“sober for six hours.” She is applauded for her half day of clean time, offered suggestions, and
encouraged to attend other groups in the coming week. Most important, she shares a meal with
people who support her.
A hot meal, a positive respite, and a little applause go a long way in helping people deal with
early recovery. We found that using such an approach attracted consumers who initially had no
interest in talking about their alcohol or drug use. Over time, consumers engaged in the group
and many made decisions to stop drinking or using illicit drugs.

What Does He Hope to Avoid?
Keep in mind the AA and NA slogan “sick and tired of being sick and tired.” What most
annoys or scares consumers about their substance use disorder and mental illness? For some it is
being out of control. For others it is a physical problem, being homeless, or becoming
incarcerated or in trouble with the law.
Many consumers ignore the need for abstinence through a cognitive reversal. The consumer
changes his initial assessment of a negative event from, “That almost killed me. I better stop
using” to, “I can use all I want because if that didn’t kill me, nothing will!” That is why it is
important to catch him as soon as possible after substance abuse causes a negative event. If
possible, visit a hospitalized patient early the next day or as soon as he is psychiatrically stable.
Do not give him time to rationalize away the need to quit using substances. It is easier to sell
people life insurance when they are having chest pains.
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A consumer who abuses substances may only appear to have stable housing. Several questions
need to be asked. Have friends, family, and outside agencies kept him from becoming homeless?
How long before he drinks and drugs his way into the homeless shelter? Help him assess when
the goodwill of others will dry up and he will be on the street. It may help to show the consumer
a homeless shelter. Few shelters offer the amenities of home. Most require residents to leave
during the day. Explore with him the idea of having nowhere to be. Sell him on avoiding the
streets by hanging on to the housing he has. The essential message is that nothing is free; you
have to work to hold on to what you have.
If he is already on the street, help him see what role mental illness and/or his substance use
disorder played in landing him in the great outdoors with winter approaching. Too often the
“system” rushes in to rescue a consumer before it addresses the reason he needs to be rescued in
the first place. Convince him that stable housing is tied to abstinence from substances and
negotiated compliance with psychotropic medications.
For the recovering consumer, the thought of taking less medication without experiencing an
increase in symptoms can be very motivating. The consumer is often told that if he stays off
drugs and alcohol long enough, he may have fewer psychiatric symptoms. Consequently, he may
have less need for medications, and the psychiatrist will be able to taper psychotropic
medications. But before the medications are tapered, help him identify symptoms of
decompensation. Agree that if any of these symptoms appear, no further medication reductions
will be made until the symptoms remit.

What If She Likes Her Drugs Better?
Sometimes a consumer will argue that there is no difference between taking a street drug and
taking psychotropic medication. Some will even argue that street drugs and alcohol are better
because they do not require a prescription. Try to sell the consumer on the idea that prescribed
medications have numerous advantages over nonprescribed drugs. Start with a comparison of
getting medication from a physician and buying alcohol and other drugs.
•

A consumer can get street drugs whether she needs them or not. No drug dealer has ever
told her, “You don’t need that. A good night’s sleep and some exercise, and you’ll feel
much better.”

•

A good physician will not prescribe a medication that is not beneficial to a consumer
when weighed against the risks involved in taking it. A dealer will sell cocaine whether
the consumer has a weak heart or not.

•

The dealer is not interested in helping the consumer taper off the drug. In fact, the more
dependent the consumer is on the drug, the better it is for the dealer. Drug dependency is
not the dealer’s problem. (Few dealers follow a “minimal dose” policy).

•

Changes in personality do not concern the bartender or the drug dealer. If the consumer’s
mood fails to improve in six weeks, no dealer will lose any sleep over it. As long as the
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consumer can pay for the drugs, she can obtain whatever drugs she wants—no matter
how they affect her, her family or friends. On the other hand, a good physician will
monitor the consumer’s mental functioning to see if prescribed medications are working.
The physician will note any change in mood, behavior, or thinking, and look for signs of
improvement or deterioration due to the medication. Imagine a drug dealer saying, “You
look a little tired—perhaps we should lower your evening dose by ten milligrams.”
•

Drug dealers are not trained to recognize the physical problems that can result from
substance use problems. Physicians, on the other hand, are trained to look for
complications resulting from the medications they prescribe. A physician who prescribes
lithium will order regular tests of liver, thyroid, and kidney functioning to make sure it is
safe for the consumer to continue taking the medication.

•

With prescribed medications, the consumer knows she is getting exactly what was
prescribed. The pharmacist will not cut psychotropic medications with baby laxatives or
spray them with herbicides. A pharmacist is much more likely than the dealer to make
sure it is safe for her to take two different drugs together. Few dealers attach warning
labels to their wares that say, “do not this street drug mix with alcohol” or “do not
operate heavy machinery when smoking crack or pot.” Drugs far less sedating than
alcohol carry just such a warning.

•

Aside from the benzodiazepines, most drugs prescribed for mental illness are far less
addicting than the drugs sold by a dealer. Withdrawal from psychotropic medications
tends to be very benign. They afford little potential for abuse, provide no immediate
“high,” and their effect is subtle.

•

Unlike street drugs, very few people party with psychotropic medications. Consumers
have probably never attended a “lithium bash” or have been served lithium citrate or
Trilafon with dinner.

•

Prescribed drugs that can be abused (such as benzodiazepines) still offer some measure
of control because they are prescribed. Of course, if benzodiazepines are deemed
necessary to treatment, it is critical that a doctor say “when.”

Some Twelve Step group members and professionals will not accept the split between street
drugs and prescribed medications. Try to provide consumers with the pertinent information.
Whether they choose to believe there is any difference is beyond your control. On the other hand,
many people comply with medications once they know the differences.

Intervening with Consumers and Families
Sometimes people in the consumer’s life will not believe that he needs psychiatric treatment.
They may be very vocal about their opinions:
•

“He only acts like this when he uses cocaine.”
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•

“You people think everyone is crazy.”

•

“You’re not really clean while you take those pills.”

•

“He has a drug problem and you want to give him more drugs?”

Tell these people they may be right. If the consumer does not have an independent mental
illness, the psychiatric symptoms should abate with abstinence from alcohol and other drugs.
Help him get clean and sober. Agree with the physician to taper psychotropic medications. If
substance abuse is the only problem, then psychotropic medications should not be needed with
extended recovery. If he abstains from substances and still experiences psychiatric symptoms, it
will be clear that he has a mental illness as well as a substance abuse problem. Simply ask
friends and family to work with treatment until the diagnosis becomes clearer.

Celebrating Small Victories
Recovery from mental illness and substance use disorders can be very difficult. Treatment
should give the consumer hope and help her keep sight of the happier, more stable life that may
appear to be out of reach. You need to celebrate each tiny step along the way. If she cannot
remember the last time she had twelve hours of clean time, then twelve hours is well worth
celebrating. So are clean clothes, having someone sit next to her on the bus, not being
hospitalized, and being able to sit through ten minutes of a community NA meeting. Celebrate
each step and point out that the next step may, therefore, be a little easier.
Sell consumers on a different view of the past. One of the best ways to do this is through a
timeline that charts the role substances have played in their lives (see chapter 9). Expect
consumers to resist believing that substance abuse has hurt them. Remember, when you talk
about someone’s drug of choice, you talk about her mother, lover, world, and self. She may find
it hard to believe that something that once made her feel so good and that she holds so dear could
be at the root of her instability and unhappiness. She may selectively remember binges as “good
times.” Even inaccurate memories may be treasured.
Success is the best salesperson. If at all possible, consumers should be introduced to others who
are abstaining from substances and are stable in recovery from their mental illness. The more
similar the two are, the better. One of the best ways to enhance treatment is to introduce
consumers to a recovering consumer who has been through the mill of psychiatric
hospitalizations, jail sentences, and substance abuse treatments. Let this person’s success be the
strongest argument.
Whenever possible, hire consumers stable in recovery from both illnesses to work in your clinic.
It shows that recovery is not only possible but also that the hard lessons of addiction and mental
illness can help others.
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Case Illustration 3: Success Sells
Rachel was referred to treatment after being arrested for assault. She was intoxicated
at the time of arrest, and the judge agreed to hold the sentence in abeyance while she
attended appropriate treatment. In the past Rachel had made similar arrangements,
knowing that most drug and alcohol rehabilitation centers would not accept her
because of her history of mental illness. If they did accept her, they would not keep
her because of her odd behavior and psychiatric symptoms. She would be transferred
to a local psychiatric hospital where her symptoms would quickly remit and she
would be released. She had become very adept at scamming the system.
Rachel was less than thrilled to discover on release that she had been referred to an
outpatient treatment program and that her counselor would stay in touch with her
probation officer (P.O.). (Good P.O.s who maintain contact with outpatient clinics
are worth their weight in gold. It goes without saying that outpatient clinicians should
stay in contact with P.O.s since P.O.s have far more leverage with consumers than
clinicians do.)
On her first day at the clinic, Rachel refused depot medications (long-lasting
medications administered by injection) and asked for her prescriptions so that she
could vacate the premises posthaste. When reminded that she was in treatment in lieu
of going to jail, she became verbally abusive.
After much debate, Rachel reluctantly agreed to attend one treatment group session
per day, although she refused to participate in the discussion. For several weeks
Rachel sat in groups but said nothing. During this time she met several women who
had been addicted and psychotic, but had stabilized on very minimal doses of
psychotropic medication.
Rachel’s charts were reviewed and a timeline was written. She was living at a
homeless shelter at this time. Two random urine drug screens were taken each week.
When asked what she hoped to achieve in treatment, she said she wanted to “get out
of here and be left alone.” Staff readily agreed to these two goals on the condition
that she feel better and have somewhere to go.
The next day a consumer in recovery showed Rachel his supported-housing
apartment. He told her that his only clinical requirement to live there was to meet
with a housing counselor once a week. He also told her that while he spent a lot of
his time at meetings, it was nice to have a place where he could be alone and not have
to answer to anyone. He had found the right marketing tools for Rachel.
That afternoon Rachel demanded that she be given a supported-housing apartment.
Staff refused to do so immediately, pointing out that those apartments were for
people actively pursuing recovery and stability. An agreement was hammered out
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with Rachel and her probation officer whereby she agreed to attend all the
appropriate treatment and self-help groups. This included two groups per day at the
outpatient clinic and community AA and NA meetings. It was also agreed that if she
dropped out of treatment, the clinic would immediately notify her probation officer
who would recommend she serve the rest of her jail sentence.
For six months she attended treatment sessions regularly but rarely participated.
Rachel said almost nothing during a review of her timeline. She seemed interested in
nothing but maintaining her apartment. She ate treatment group meals in silence.
At the end of six months Rachel had four months of continuous sobriety. Although
she refused to attend any more meetings at the clinic, except for a Twelve Step
meeting for mentally ill substance abusers run by consumers, she readily agreed to
random drug screens.

The Point Is . . .
•

It is often the basics, like shelter, that attract people with mental illness and a substance
use disorder to treatment.

•

It is more important that someone agrees to a drug screen and attends meetings on her
own than it is for her to cooperate with staff. If you can verify a consumer is abstaining
from a previously abused substance, does it matter where she learns how? You will be the
first to know if she is not taking care of her mental illness and substance problem.

•

Other consumers are your best salespeople. It was the consumer with the supervised
apartment who sparked Rachel’s interest in treatment. He was not selling anything
different from the treatment staff; he was just more believable. Whom do you trust
more—the guy who’s trying to sell you the car or the woman down the block who drives
one?

Becoming a Treatment Team Player
Most consumers need to be treated by a team rather than an individual. The team might include
a clinician, a physician, a residential care worker, a social rehabilitation expert, a vocational
specialist, the consumer’s sponsor, and anyone else concerned. The more people involved, the
better. Society may be telling the consumer that psychotropic medications are bad and that
alcohol and other drugs are good. The treatment team may need many people to send an
alternative message. To do so effectively they should be united.
The ideal would be for everyone on the team to share the same goals and beliefs. This may not
happen. The treatment team members have different educational experiences, cultural
backgrounds, experiences with the consumer, and expectations of the role they play in treatment.
Everybody has a unique style of dealing with consumers. For example, if a consumer relapses,
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some treatment team members may argue with him. Others will try to reason with him, while
still others will try to be more supportive. When people with different approaches work together
on difficult problems, disagreements happen. Expect this, but also expect the team to develop a
sense of purpose as consumers once thought to be hopeless regain their sanity and serenity.
Substance use disorders brings up professionals’ own issues regarding intoxication, abuse of
substances, and control. Sadly most of us have been touched in one way or another by substance
use disorders of a friend or family member (or our own). A treatment team member in recovery
may have a different outlook than another treatment team member whose religion forbade the
use of mind-altering substances or who has the simplistic view that consumers should be able to
quit using drugs easily because of the damage they cause with the recovery from mental illness.
Team members may also disagree about how responsible the consumer is for his actions. Most
would agree that when people abuse substances their thinking and judgment are impaired, yet
they are still responsible for their actions. If they have an automobile accident while drunk, they
are still responsible, because presumably they knew the consequences when they began using
alcohol and other drugs.
What about the person who is feeling fine and quits taking medications? Is he responsible for his
actions while his thinking and judgment are clouded by mental illness? What if his thinking
never completely clears? Is he then only partially responsible for his actions? There will always
be judgment calls regarding how responsible the consumer is for whatever happens to him. There
may be disagreement among the treatment team as to the consumer’s and other treatment team
members’ judgment. This does not have to be divisive.
The treatment team need only agree on two key issues. One, they must agree to have an ongoing
dialogue. The easiest way to sabotage treatment is to have a fragmented treatment team with
members not sharing information. Two, the treatment team must also agree that abstinence and
medication compliance are two primary goals. If one member of the treatment team tells the
consumer he need not take his medication, then there is little chance that any other member of
the team will be able to convince the consumer otherwise. This also holds true if a member of the
treatment team tells him abstinence from abused substances is not important.
Agree that the consumer needs to get off substances and on a negotiated level of medications.
Everything else about treatment should be open for discussion.
Ideally, the team works for the consumer, but the consumer should be the leader and driving
force of the treatment team. Unfortunately, some consumers may consider the treatment team an
adversary. These consumers use a number of techniques to sabotage treatment.
The truly oppositional consumer will consciously or unconsciously exploit all of the differences
of opinion mentioned above. He will find new and exciting ways to play the treatment team
members against each other. If allowed to, he ensures that treatment grinds to a halt while the
team argues about trivial matters. Recognize this and agree to keep working with the consumer
and other team members no matter what.
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Quality Assurance: How Well are Professionals “Selling” Recovery?
The consumer may not reach the ultimate goals of abstinence and stability for a long time. This
does not mean she is not getting healthier as she moves towards these goals. Nor does it mean
that the treatment program is not working. Rather it signals a need to reassess how well the
consumer is doing and how much effort is being made to help her.
First, assess what the treatment program offers the consumer to help her recover from both
illnesses. The consumer has a tough row to hoe—what has been done to make it easier for her to
overcome mental illness and substance abuse? List the services provided. Writing down what is
actually done is a good way to concretely examine the strengths and weaknesses of the treatment
program. Two agencies may both say they help consumers use Twelve Step programs. However,
when they list what they do, one agency may write that they only provide lists of Twelve Step
meetings. The other agency may take consumers to meetings, hold “practice” meetings (see
chapter 11), and actively seek volunteers from the recovering community to talk to consumers.
How accessible are the services? Can consumers quickly and easily get to treatment? What good
is it to give a consumer recovery literature that she cannot read? On the other hand, providing
large-print copies and reviewing with her everything she has read is truly doing something.
Assess improvement in the treatment program. Have treatment groups been added to help
consumers learn about recovery from substance use disorders? Do groups provide the
opportunity for consumers to share their opinions about using substances even if these are
positive? Are consumers keeping appointments for individual or group sessions? Are families
satisfied with the services consumers receive? Are more consumers attending mutual support
meetings? Have staff members gotten any more training on mental illness or substance
disorders? How is the program better today than yesterday?
It would be wonderful if everyone in treatment quit abusing alcohol and other drugs the first day
in your clinic. It may not happen. It is more realistic to assess a consumer’s progress toward
abstinence and stability. Ask what effect the treatment program has on participants. Are more
people admitting they have a problem? Are consumers staying away from substances longer?
Are they taking psychotropic medications as prescribed? Are they having fewer side effects from
the medications? Are consumers being hospitalized less often? Is there an increase in family
involvement? The question is whether the consumer is any closer to her goals while in treatment.
Really giant steps may appear to cover only small distances.
These suggestions are everything that can and should be done under ideal circumstances. The
program may have limited time or resources. Be fair. If the treatment program does not have the
resources to expand what it does, ask yourself, have I done the best I can with the resources
available to me? Remember, even “small steps” you take as a professional to address substance
use issues among consumers with mental illness is a positive outcome.

The Point Is . . .
• Remember to celebrate your own small steps.
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Chapter 3
Assessment
What is the Diagnosis?
One of the most difficult aspects of treating mental illness and substance use disorders combined
is arriving at a diagnosis. Often the consumer’s symptoms change from day to day. It may not be
clear whether he has a mental illness, is abusing substances, is withdrawing from substances, has
some unknown physiological disorder, or all of the above. A good strategy to deal with this is to
formulate a working diagnosis. A working diagnosis is what you believe to be the correct
diagnosis based on the most accurate information currently available. This diagnosis changes as
the consumer’s condition, or the information known about his condition, changes.
Hidden factors may make your working diagnosis inaccurate. A consumer can hide his use of
substances or can even hide his psychiatric symptoms. Expect to get fooled, lied to, or honestly
misled by someone who does not believe he has a problem or “disorder,” or is too delusional or
otherwise impaired to know what the problem is. Keep in mind that substances (and some forms
of mental disorders) can affect judgment and perception.
Multiple approaches can be used to aid in reaching diagnoses. These include interviews with
psychiatrists or other professionals that gather extensive information about the consumer using
the DSM framework of gathering and organizing information related to the following axes:1
•
•
•
•
•

Axis 1: clinical disorders (substance use disorders, anxiety, mood, psychotic, etc).
Axis 2: personality disorders or mental retardation
Axis 3: general medical condition
Axis 4: psychosocial and environmental problems (relationships, supports, economic,
employment, academic, housing, etc).
Axis 5: global assessment of functioning (referred to as “GAF” score).

The criteria of the American Society on Addiction Medicine (ASAM) is another way of
organizing information to determine level of care needed for the consumer. ASAM dimensions
of functioning are used to determine the level of care and include:2
•
•
•
•
•
•

Intoxication and withdrawal potential
Biomedical conditions and complications
Emotional or behavioral conditions (this includes mental disorders) and complications
Treatment acceptance or resistance (for all disorders)
Relapse potential
Recovery environment
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In addition to open ended clinical interviews that explore the aforementioned areas in depth,
structured interviews or questionnaires can also be used to help determine problems and
diagnoses or treatment needs.3 For example, withdrawal scales can be used to assess the severity
of withdrawal from alcohol or opioids. Medical interventions to manage withdrawal are then
based on results of these scales (administered by nurse, doctor or other medical professional).
Many other questionnaires or exist to help identify alcohol or drug problems. Examples include
the Addiction Severity Index (ASI), Drug Abuse Screening Test (DAST), Drug Use Screening
Inventory (DUSI), and many others.
Many psychiatric disorder specific scales exist to help identify psychotic (e.g., PANSS or
positive and negative symptoms of schizophrenia), mood (e.g., BDI, Beck Depression Inventory,
or HAM-D, Hamilton Depression Inventory), anxiety (e.g., BAI, Beck Anxiety Inventory or
HAM-A, Hamilton Anxiety Inventory), eating, personality and other disorders. These can help
you establish a baseline rating of specific symptoms, which ongoing assessments can be
measured against. For example, administering a BDI regularly over several months in treatment
can help you track changes in depression symptoms. This can help determine if a higher level of
care is needed should the consumer’s symptoms worsen significantly. This can also help
determine progress over time.
Information from prior treatment episodes, collateral sources (families, significant others, other
caregivers or providers of social services) may also help in your assessment of a given consumer.
Medical examinations, laboratory tests, urinalysis and breathalyzers can also help. And, since
consumers with substance use disorders are at high risk for HIV/AIDS, hepatitis or other
infectious diseases, tests for these can aid in the diagnoses.4 Many consumers who engage in
high-risk behaviors (using needles, sharing needles, cotton or rinsing water involved in IV drug
use, sex with strangers, sex without protection, sex with multiple partners) are at risk to either
acquire OR transmit one of these diseases. Assessing this area is important in developing a plan
of care.
Since diagnoses can change over time, ongoing assessment of consumers helps you determine if
intervention strategies need to be added or changed. For example, if a consumer with a
psychotic disorder and addiction is doing well, then develops severe mood symptoms, you will
know to change the treatment plan to incorporate interventions to help with the depression.
In some instances, it will take time to reach a correct diagnosis due to many potential factors that
impact on symptoms and the consumer’s functioning. The following case illustrates some of the
difficulties in reaching a diagnosis.

Case Illustration: Diagnostic Difficulties
Greg complained of being extremely anxious. He had difficulty falling asleep
and reported feeling “nervous” and “jumpy” during the day. It was difficult for him to
sit through a group therapy session. Most days he could be seen pacing the halls of the
clinic. He had a fine tremor in his hands that he could not consciously control.
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Greg told everyone involved in his treatment that he was taking his Haldol at lunch and
before bedtime, exactly as prescribed. He had been on a slightly lower dose of Haldol
while he was an inpatient, but he requested an increase two weeks after his discharge.
He denied taking any illegal stimulants and none were found through a urine drug
screen. His anxiety usually got worse after lunch, as he was sitting on the bus on his
way to the drop-in center.
Greg reported that he felt “fine” when he got up in the morning. He reported feeling
little or no anxiety until he got on the bus at 1 P.M. each day. From that time until he
fell asleep, he experienced restlessness and anxiety. According to Greg, it did not
matter where he was or what he was doing, he felt “jumpy” from one o’clock on. Greg
denied having any fear of specific situations, people, or places.
At first it was suspected that he had akathisia, which is sometimes a side effect of
neuroleptic medication. Akathisia is marked by restlessness and involuntary bodily
movement. People suffering from akathisia often complain of being unable to sit still.
Akathisia can greatly increase a consumer’s anxiety.
Greg repeatedly asked for something to “calm his nerves.” He balked when it was
suggested his Haldol be reduced. “You’re really dying to get me back in the hospital,
aren’t you?” he asked. He was, however, willing to try Cogentin, a drug that can
greatly decrease the side effects that sometimes result from taking neuroleptics.
After three weeks of taking Cogentin, Greg was as restless as before. He finally agreed
to a reduction in medications while he continued to take the Cogentin. A month after
his medications were reduced, he still felt no better. The working diagnosis,
“akathisia,” had to be reconsidered. (The working diagnosis does not have to be a
formal DSM-IV diagnosis—it is more of a description of what you think is wrong. It
can include family stress, work pressures, physical ailments, and the like.)
Without discarding the old working diagnosis, a new one was considered. Several
people involved in his treatment argued that Greg was suffering from an anxiety
disorder. Greg’s psychiatrist wanted him to begin a cognitive-behavioral program
designed to reduce his anxiety. In conjunction with this, Greg would be prescribed an
anti-anxiety drug.
Greg refused to consider the program: “I’ve been through those programs. They tell
you to tighten all your muscles and picture yourself lying on a beach.” But he readily
agreed to take the drug: “Make sure you give me the brand-name stuff. I don’t like the
generic. Don’t start me on the ‘halfs’ cause they don’t do anything and I end up taking
a whole milligram of it anyway. Could you make it Klonopin? That seems to work the
best.”
A week after he started taking Ativan, an anti-anxiety agent, he ran into a staff member
at a local convenience store. Greg was refilling a thirty-two-ounce coffee mug. The two
cups of coffee Greg had reported drinking each day totaled sixty-four ounces of coffee.
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In talking with other staff at the community residential rehabilitation center and the
drop-in center, the staff member discovered that Greg frequently took walks in the
direction of convenience stores. It finally dawned on everyone that he might be going
there to refill his thirty-two ounce coffee mug.
Greg eventually admitted to drinking eight to ten thirty-two-ounce mugs of coffee each
day. The working diagnosis was changed to “caffeinism,” and Greg was taken off
Ativan. He continued to gulp alarming amounts of coffee despite every effort to help
him reduce his consumption to two cups per day. Rather than picture himself at the
beach, he asked if he could visualize himself standing tall on a mountainside—
surrounded by coffee beans and coca plants.

The Point Is . . .
• You may never have all the information you need.
• Even a legal drug, such as caffeine, can be abused.
• Drug abuse, in this case caffeine, exacerbates and mimics
symptoms of mental illness.

A Day in the Life
There are many methods for gathering this information about consumers, their use of alcohol and
other drugs, and their mental health problems. Clinicians will want to tailor assessment
techniques to fit the consumers they serve. The following guidelines should make the assessment
process a little easier.
Gather information from as many sources as possible, but evaluate each source. For example, an
uncle who insists a consumer does not have a drinking problem as he finishes his 10 a.m. beer
may not be the most reliable source. A recovering family member may provide a more accurate
picture of the consumer’s alcohol and other drug use. Do not assume information from medical,
mental health, or social service professionals is completely accurate either. Read medical reports
or records with a wary eye—many professionals hesitate to diagnose substance use disorders or
do not know how to do so. Extensive and thorough psychiatric evaluations often are deficient in
specific information about a consumer’s alcohol or drug use (both current patterns of use and
history of use). Substance use disorder diagnoses may be missing or incorrect.
Assessment should be more than finding out which diagnostic criterion a person meets. Try to
find out what it is like for each consumer to have psychiatric symptoms. Knowing that someone
experiences auditory hallucinations indicates he may have schizophrenia. Knowing the person
feels “tortured by female voices” provides a better idea of what his day is like and why he is
uncomfortable in coed groups.
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Conduct assessments matter-of-factly but with some concern. It is important not to be too clinical
or too easily amazed by consumers’ stories. When talking about the addict’s substance of choice,
expect some denial, evasiveness, hostility, and defensiveness. Expect consumers to say things
like
•

“I got it right off the plane from Columbia.”

•

“I have two beers on New Year’s Eve every leap year.”

•

“You want to take away my right to buy cocaine?”

•

“You never got drunk at a Christmas party?”

•

“It’s only beer. I don’t do drugs, so what’s the big deal?”

•

“I smoke a joint to help me deal with the voices. If you had voices, you might smoke a little
too.”

•

“All my friends get high. What do you expect me to do?”

Try not to let the consumer’s minimization and rationalization throw you off balance. Keep
gathering information. Often you will discover some bit of information that sheds light on what
is already known. If a consumer says he abstained from alcohol and other drugs for months at a
time, find out what helped him stay clean. He may have been attending a treatment program that
helped him maintain his sobriety. Or he may have been in the state hospital and unable to obtain
alcohol and other drugs.
Note the emotion and the response to questions without comment. On the other hand, it is
important not to drone on in a monotone with questions as a consumer describes very painful
segments of his life. He may want the answer to the basic question: “Can you help me get over
all these problems?” If the counselor cannot put down the clipboard long enough to express some
empathy, the consumer may conclude that he can expect no help.
Spend as much time as possible learning how the consumer’s life sounds, tastes, looks, and feels.
What weighs heaviest, what lifts his burden, what makes him soar? Where does he live in his
world? Is he an actor or is he acted upon? What rules and roles does he follow and who makes
them? What surprises him; what does he expect? Whom can he trust?
Spend as much time as you can with the consumer. If at all possible, if agency policy permits,
make home visits. Talk to the consumer’s friends and family. Do not simply see the trail he is
traveling—walk beside him and ask him what he sees. Try to see the terrain through his eyes
without losing sight of your own vision. You may see an SSI (Supplemental Security Income)
check that could be stretched over the whole month. He sees thirty days of scrimping after
blandness: bland food, bland TV, bland people at the clinic, bland life. You see a weekend binge
that may exhaust his resources and threaten his health and sanity. He sees an oasis of euphoria in
a desert of drab. You see long-term, life-threatening problems. He sees short-term relief.
Try to see why he does things. When a consumer says he cannot take a ten-minute bus ride, is it
because he is agoraphobic, malingering, paranoid, lazy, independent and assertive, or just not
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interested? Is his behavior tied to his delusional system or dictated by an addiction? The “why”
is at least as important as the “what.” Never assume to know why. If they’re not careful,
clinicians tend to personalize, assuming the consumer is angry with them or not interested in
treatment.
During assessment, keep in mind the AA and NA slogan “people, places, and things.” What
people, places, and things are associated with his substance use? Look for patterns to his
substance use. Sometimes the patterns are defined by your vision. It may be plain to you that the
consumer gets high every time he visits a certain friend. Sometimes the pattern is in the
consumer’s vision, such as using marijuana instead of lithium because he now sees “the reason
for it all” and with marijuana he just knows he will find what he needs.
Know when a consumer will be getting money from any source. This is vital to knowing which
days, months, and seasons are high-risk times for the consumer’s substance use. The consumer
with a “check day” habit is common. Other consumers may have a tougher time staying clean
around painful anniversaries, such as the death of a loved one. This is not limited to the actual
day of the anniversary. A consumer who in mid-October found his father dying from gaping
knife wounds may became more symptomatic as the air grows crisper and the leaves change
colors. The red of fall foliage can evoke vivid recollections that render him symptomatic and ripe
for relapse to both substance use and mental illness. Less dramatic is the woman who drank on
each of her four children’s birthdays.
An increase in psychiatric symptoms and substance use may be cyclical. It is not uncommon for
consumers to become more depressed in the winter. This can contribute to substance use. Some
are more prone to use just before or after they receive an injection of depot medications. Female
consumers’ use of alcohol and other drugs may be related to menstrual cycles.

Trust Me, I’m Wearing White
A trip to the dentist can provide a small insight into what life is like for some consumers.
Imagine your dentist works for a chain of dental offices that caters to chickens. They pride
themselves on providing pain-free dentistry. In all the time you have visited this dentist, he has
only caused a twinge of pain, and that was when the Novocain needle hit a nerve. He is a very
likable man with a quick wit. There is an easy camaraderie among his staff, and he is always
thorough and professional.
You lounge calmly in the chair until he looms over you with the needle in his hand. Suddenly,
you notice the beadiness of his eyes. Was that a tremble in his hands? Was he afraid, eager, or
withdrawing from some mind-altering drug? His diplomas are hung on the far wall, impossible
to read from the prone and helpless position in his strange chair. Your mind races through past
episodes of America’s Most Wanted. That guy in Texas who killed his wife—what would he
look like in a beard? And that time he hit the nerve—had he been a little too apologetic?
All these thoughts race through your mind in a split second and are gone. You see these thoughts
for what they are, spastic distortions of panic. Some consumers are not always able to do this—
their mental illness may interfere with their ability to identify real from imagined danger. Or they
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may find small amounts of stress intolerable. Feelings that most people dismiss may greatly
upset someone coping with a mental illness. They may have a difficult time trusting people who
say they want to help.
A clinician may say, “My name is Sue. I’m the outpatient evaluation nurse here at County
Memorial. I just need to ask you a few questions, okay?” “Okay” is said in that singsong voice
that is supposed to convey harmless caring. Sue believes that her status as a nurse should
convince her patient of her ability and professionalism. When she says, “County Memorial,” she
hears, “well-run, well-regulated, teaching and research hospital.” But that is not what the
consumer hears.
The last nurse from County Memorial this consumer encountered used that same singsong voice.
But that nurse said, “This isn’t going to hurt a bit unless you keep squirming.” He had said it
through clenched teeth. What the four police officers holding the consumer down said was
considerably more foul. This nurse had also wanted to ask a few questions and apparently had
not been satisfied with the answers. The consumer has a frightening sense of déjà vu as she
answers Sue’s questions.
This consumer knows nothing of County’s venerable reputation. She knows that friends call it
“County in Memorium.” She also knows that these are the same people who brought her forced
medications, seclusion, and a muttering, mooching, intrusive roommate.
Sue should not be surprised that this consumer is less than eager to answer her questions. She
should not interpret it as resistance. It is her job to help the consumer overcome her reservations.
It is her job to enable the consumer to hear what she thought she was saying. It takes time and a
whole lot of patience.
Gather whatever information is available, verify as much as possible, and build a relationship
with the consumer. Going into the first interview without expecting to get all the information
eliminates a lot of frustration. Always keep in mind that relationship-building is essential to good
treatment. Time spent with a consumer is never wasted. If after the first interview she is slightly
less suspicious, or if any new information came to light, the interview was a success.

It Never Ends, but it Always Changes
Assessing the consumer can be very frustrating for clinicians who like to use clean,
uncomplicated information to reach a clear diagnosis. When a consumer is actively using
substances, it may not be clear what or how much he is using. It may not be clear if his
psychiatric symptoms are from drug abuse, mental illness, both, or from an undiscovered
physical ailment. It may not be clear how severe the mental illness symptoms would be if he
abstained from drug use. It may not be clear if his use of substances is an attempt to selfmedicate or why he needs medication.
Many factors complicate the diagnosis as manifestations of the mental illness change over time.
Many illnesses run in cycles, such as seasonal depressions. Others have a chronic course—it may
seem that the consumer is always symptomatic. Still others are episodic, with acute flare-ups of
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symptoms that are years apart. How someone looks on any particular day is not a good indicator
of his overall well-being.
Clinicians may never be sure a consumer takes psychotropic medications as prescribed. It is a big
mistake to rule out an illness because drugs typically prescribed for that illness have proven
ineffective. Too often a consumer will take psychotropic medications the way he takes street
drugs: in larger quantities than suggested when in acute stress, or to get an immediate high. The
fact that lithium does not stop his mood swings does not indicate that he does not suffer from
bipolar disorder. It may indicate that he is taking lithium only when he feels bad. If after ten
minutes he does not feel a “buzz,” he may decide that lithium does not work or that he needs to
take more than the doctor recommended. Since he has not taken any all week, there are plenty of
pills left for him to “catch up.”
Without accurate drug screens it is difficult to know what psychiatric symptoms are tied to
substance use. Consumers often change their drug of choice or try new combinations of street
drugs. Depending on the amount of a substance in his body, a consumer may display a variety of
psychiatric symptoms. If he smokes crack, he may appear manic or depressed, depending on how
much he used and where he is in the cycle of crack abuse. Withdrawal from alcohol and other
drugs can produce symptoms that mimic mental illness. Symptoms of mental illness can be
triggered by substance abuse and withdrawal.
Once a consumer acquires sober time, his whole life may change. Beginning recovery from a
substance use disorder with a mental illness has been likened to waking up from a coma, outside,
in the dead of winter. A common complaint is “I got sober for this?” As people come to terms
with their situation, their mood may fluctuate rapidly. The problems and symptoms that have
been anesthetized often wake up with a foul temper. Periods of acute depression and panic are
common. The stress of early recovery may exacerbate schizophrenic symptoms. The diagnostic
picture may change weekly as people used to running from their feelings turn to face them. Be as
supportive as possible, celebrating each positive step.
Early recovery can also be a time of great joy. A consumer may be amazed at the sense of
mastery obtained by meeting new challenges without substances. He can be buoyed by the
thought that if he can stay clean for a day, perhaps he can stay clean for a week. After a week, a
month, and several months have passed, he may start to suspect that anything is possible.
The greatest blessing of abstinence from alcohol and other drugs is that there are often fewer
psychiatric symptoms to report. For example, suppose a consumer uses substances to deaden
psychiatric symptoms. But then using alcohol and other drugs worsens his symptoms, creating
the desire for more drugs. One consumer, for example, reported that his addiction developed
from attempts to “party” with his voices: “They used to be fun to drink with, but they started
getting vicious.” Before he quit drinking, the voices were telling him to kill himself. Abstinence
from alcohol lessened the severity of his psychiatric symptoms, enabling him to break this
vicious cycle.
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Who Would Lie to Someone Wearing White?
Corroborate information whenever possible. Like most substance abusers, the consumer is prone
to denial, a form of delusion. As such, it is an unconscious defense mechanism that protects her
from seeing how substance abuse has hurt her. It allows the alcoholic to say, “It’s not me or the
booze, it’s . . . . ” and then fill in the blank with something beyond her control that will cast her
in a sympathetic light.
Denial is not lying. It is a defense that saves the consumer from realizing she has a problem with
substances and that she may have to abstain from them. Denial enables her to see her substance
abuse as still being under control long after she has lost control.

Case Illustration: Denial by Definition
Andrew, a recovering alcoholic, shows how someone who drinks four days per week
sees himself as a “weekend drinker.”
In my mind alcoholics drank every day, while social drinkers drank on weekends. (And
special occasions like Arbor Day and Robert Goddard’s birthday.) I decided that I
would only drink on weekends. From Friday to Sunday I stayed drunk. Still I felt empty
and had a sense of foreboding. Monday was my recovery day. On Tuesday I would
annoy everyone around me with my “I only drink on weekends, more-chipper-than
thou attitude.” Wednesday the blahs set in, and by Thursday I was wishing the
weekend would get here already.
Not long after I had confined my drinking to weekends— except for attempts to save
others from addiction by helping them drink their beer—I was sitting in the TV lounge
at school when my roommate walked in.
“Don’t you have a test to study for?” he asked.
“It’s not ’til Friday afternoon,” I told him.
“It is now 12:05 Friday morning,” he said. And then it hit me. He was right. It was
really Friday.
From that time on, I considered Thursday at midnight part of the weekend. And if
you’re going to drink at midnight, you might as well have a few watching the news at
eleven. I got drunk Thursday through Sunday and absolutely, unshakably, and with the
deepest of conviction believed I only drank on weekends.

The Point Is . . .
•

Denial is not lying. It is an unconscious defense mechanism against facing addiction.
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•

Denial lives in definitions. The way Andrew defines weekend is what allows him to
believe that he is a weekend drinker.

A consumer who says she has not used a substance for six months may have a distorted understanding of abstinence, believing that abstinence means not using illegal drugs like cocaine.
“Cocaine is illegal; my problems have been with the legal system,” she may say. She believes
that since alcohol is legal, it cannot be a problem. She may be drinking a six-pack each day but
report no substance use.
Even when asked specifically about alcohol, she may report no use because she differentiates
between alcohol and beer. Beer is often not seen as the hard stuff, as somehow being in a
different category than wine and liquor. Many adults drink no other alcoholic beverages but beer.
And it is one of the few alcoholic beverages that is viewed as a thirst quencher. Some consumers
just do not consider beer to be alcohol.
Marijuana, which has been decriminalized in several states, is seen as a “soft” drug in
comparison to cocaine or opiates. Many do not consider smoking marijuana a form of drug
abuse. One consumer argued that marijuana was “natural” since it grows wild. She said she
would take Prolixin when she could be shown a “Prolixin bush.” When asked initially about
substance use, this woman denied using any substances because she felt marijuana was an “herb”
and was not in the same category as alcohol and other “refined” drugs.
The social context that alcohol and other drugs are used in may also dictate how consumers view
their use. A consumer who says she has had nothing to drink for six months may believe the six
gin and tonics she had at her cousin’s wedding reception are not worth mentioning. After all,
even her grandmother drank at the reception. She may believe that it would be an insult to the
bride and groom not to drink. Many newcomers to Twelve Step programs are shocked to
discover that abstinence from alcohol and other drugs includes holidays, birthdays, and special
occasions. There is a myth that everyone will use alcohol “at least” at certain events.
Denial can center on a specific substance. Some consumers will decide one substance is the
“villain” while all others are more or less benign. Abstinence for these consumers means
abstinence from that particular substance. They will often switch to another substance, extolling
its virtues while vilifying their former favorite: “That ’caine was kickin my ass, but weed just
makes me mellow.” For example, an inpatient stormed out of group when the discussion switched
from LSD to alcohol. Prior to leaving she had been open and supportive of other group members,
describing LSD as “the worst thing a schizophrenic can do.” When reminded that she had
arrived at the hospital drunk, she pointed out that this was a “drug group,” that she had given up
her drugs—LSD and marijuana—and that the group should not waste time talking about
something like alcohol that was not a “real” drug.
Even if a consumer accepts the notion that a drug is a drug is a drug, she may get caught up in
how much counts as “use” or “abuse.” She may set her own limit, and any less she will not count
as drug use. If that limit is twenty dollars worth of crack and someone let her hit the crack pipe
for free, she may not report any drug use to the clinician—not because she is lying, but because
she does not consider it “really using” to smoke less than twenty dollars worth of crack.
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The individual decides what constitutes a drug, drug abuse, psychiatric symptoms, and
abstinence. Denial occurs when the person’s interpretations differ from reality. This difference is
not due to lying, but to a world view skewed by a mental illness and a strong bias against having
to deal with addiction.

Who’s Kidding Who?
Delusions are not lying, but misinterpretations of the outside world caused by brain dysfunctions.
Although paranoia is the most common delusion, there are many others. They can greatly color
the assessment process. For example, a consumer who has delusions of grandeur may have a
difficult time seeing how he could possibly have any problem with substance abuse. In his mind
only “lowlifes” drink too much or cannot control their use of street drugs. Someone with the
special talents and abilities he believes he possesses will not, in his estimation, become addicted.
If asked about problems with substance abuse, he is unlikely to report any. He is much more
likely to offer advice for others who do not have his “control” over alcohol and other drugs.
Most delusions start with a faulty premise that is supported by an idiosyncratic interpretation. A
consumer may believe that a certain TV commercial means he is to leave his house immediately
to avoid disaster (faulty premise). For weeks he leaps from his chair and flies through the door
each time this commercial is aired. Nothing disastrous happens. He concludes that leaving his
house has saved him (idiosyncratic interpretation). His belief in this delusion is set in concrete. It
would be frustrating at best to argue with this consumer about the significance of the
commercial. In his mind the premise that the commercial is a warning has been validated by his
escapes from disaster. “I’m still alive—isn’t that proof enough?” he asks.
That is not to say that every utterance from a consumer is denial or a delusion. Some-times
consumers simply lie. A consumer will look you right in the eye, hope you do not smell the
booze on his breath or the smoke on his clothes, and lie about his substance abuse.
“Have you used alcohol in the past week?” you ask. “Absolutely not,” he answers. “I’m on
medication that doesn’t mix with booze and hard drugs scare me. Besides, they don’t allow us to
stay at the group home if we use.”
Most consumers know what you, the treatment professional, want to hear. Some want to keep
using alcohol and other drugs. They have a fair belief that no professional is going to support
their substance abuse. They don’t like being confronted about it. Why not say whatever will
keep people from dealing with their substance abuse?
A consumer may have realistic fears about the treatment team’s response to his substance use.
Will the clinician refuse to see him for counseling sessions? Will the doctor refuse to prescribe
medications, taking him off those benzodiazepines he likes so much? Will he lose his bed at the
residential rehabilitation center? Will the volunteer quit stopping by?
He may also have unrealistic fears that are part of his mental illness. Will he be committed to
the psychiatric hospital for using? Will you tell the authorities? Why do people want to know
about his use of alcohol and other drugs?
35

From the consumer’s point of view, there may be very little incentive to be honest about
substance abuse when lying keeps the treatment team from interfering with his substance use.
Why tell the truth when a lie will keep you off his back? Is it not enough that he has to answer all
these questions about mental illness? Sadly, he may know from past experience that many
mental health professionals are not all that interested in his substance use. And he believes these
professionals can be put off much more easily than those persistently annoying counselors at the
drug and alcohol center. If he is the least bit insightful, he may know that many mental health
professionals are uncomfortable talking about drug and alcohol issues. Why bring them up in the
first place? In short, expect some consumers to lie about their substance use.
Reassure the consumer that he can be truthful about his use of alcohol and other drugs. It helps
to tell consumers why you’re asking about their substance use. Assure them that the treatment
team isn’t looking for an excuse to “put them away.” Make sure they know there is a good
clinical reason for wanting to know about their use of alcohol and other drugs.
Tell consumers that the team cannot provide adequate treatment without adequate information.
Without accurate information there is no way to know which medications work and which do not
work. You will not know what causes certain psychiatric symptoms, and some symptoms may be
treated with medication that would disappear with abstinence from alcohol and other drugs.
Tell consumers you are worried about them. If they use alcohol and other drugs while on
medication, they may experience more side effects. Substances may lower the effectiveness of
psychotropic medication. Seizure, strokes, changes in blood pressure, increased anxiety, and
depressive symptoms are also more likely to occur.

The Myth of a Primary Diagnosis
Although the mental health treatment system is changing, too much effort goes into deciding
which diagnosis is primary. Some professionals assume that if the “primary problem” is treated,
the “other problem” will fall into place. For example, many mental health clinicians still believe
that if the depression is primary, treating the depression may eliminate the “need” to use drugs.
On the other hand, addiction professionals may argue that once the substance is removed and
recovery begun, many social and emotional problems will diminish. This may be true for people
coping with one illness, but it is not always true for consumers coping with both “disorders.”
Some people have two problems that are intertwined but separate entities. Trying to decide
which is primary does little to benefit them.
If a diabetic becomes addicted to cocaine, is her diabetes cured when she begins recovery?
Absolutely not. She still has an imbalance in her body that affects her mood and health. If
someone is depressed for years before she picks up that first drink, will recovery automatically
cure her depression? Absolutely not, because she may still have a bodily imbalance that affects
her mood and health.
Some professionals will insist on choosing a primary illness. The temptation after deciding
which is primary is to send the consumer to a clinic that specializes in that problem. Consider the
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mistakes that can be made when searching for a primary diagnosis and appropriate treatment.

Case Illustration 5: Is Half a Diagnosis
Really Better Than None?
Sam is crying when he arrives at the emergency room of a local hospital. It is January
2. He is grossly intoxicated and complains of a severely depressed mood with suicidal
thoughts. He tells the resident on duty that he drinks only on special occasions. The
resident, suffering through the aftermath of his own excesses, feels a sad camaraderie
with Sam. In Sam’s chart he writes “R/O [rule out] alcohol abuse” and presses on with
the interview. The resident discovers that Sam has made several serious suicide
attempts in the past ten years, usually following bouts of deep depression. He is struck
by Sam’s flat presentation of an existence that is bleak in the extreme.
“No wonder he got drunk,” the resident says to himself. “Another year like last year
just beginning.” He suspects the patient is drinking more than he lets on but does not
ask him any more questions about substance abuse. The resident has had two hours of
training about addiction and knows more about the plague.
Looking through the chart, he discovers that Sam has tried the antidepressants Elavil,
Norpramin, and Desyrel. None has significantly lifted his depression. The records do
not mention how much Sam was drinking while on these medications.
The resident concludes that Sam is suffering from major depression. With great
enthusiasm he explains that new antidepressants have been marketed since his last bout
of depression. He writes orders for Prozac and sends Sam to the inpatient unit where
after several alcohol-free weeks, he feels remarkably better. Sam celebrates his release
from the hospital with several pitchers of draft beer at a bar two blocks from the
hospital. He believes they know what is wrong with him and they now have something
that works for his primary problem, depression.
After a month of heavy drinking, Sam becomes severely depressed. The outpatient
clinician, who has never seen this consumer sober, suspects that Sam is an alcoholic.
She refers him to a drug and alcohol rehabilitation center where Sam discovers that
many alcoholics are depressed—they are depressed while they are drinking and are
often depressed early in recovery. At Alcoholics Anonymous meetings at the
rehabilitation center he discovers a number of people who threw their pills away and
lived happily ever after. He becomes more than a little angry with the mental health
system for giving him medications while ignoring his alcoholism.
Now that he has been “correctly” diagnosed, he is told he will be able to use the tools
of the program to deal with his primary problem, alcoholism.
Initially his depression clears, but two months out of the rehabilitation center his
depression returns with a vengeance. Some Alcoholics Anonymous members tell him
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to attend more meetings. They chide him about self-pity and advise him to get involved
with someone worse off than himself. He ignores the advice of people in Alcoholics
Anonymous who tell him to go back to his doctor and abstain from alcohol.
Three months after he is discharged from the rehabilitation center, he is homeless and
depressed. He spends much of his time panhandling his next drink and wondering what
is his “primary” problem.

The Point Is . . .
•

Assessment should start with the understanding that people can have many problems that
need attention at the same time, in the same place, by the same people.

•

If you only diagnose and treat the mental illness, you may tacitly endorse substance
abuse. There is an old joke in AA that “drunks who get years of analysis become welladjusted drunks.” The chronically mentally ill rarely make it that far while they are using
alcohol and other drugs.

•

If you only treat substance abuse, the consumer may have difficulty staying clean and
using Twelve Step programs. The quality of her recovery may be so poor that she feels
compelled to use alcohol and other drugs again.
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Chapter 4
Attitudes of Professionals
Attitudes and mistaken beliefs about consumers, mental illness, and substance use disorders can
interfere with providing the best treatment possible. What follows is a general guide for
examining your attitudes about mental illness and substance disorders. Remember, your attitude
may be the most important component of treatment that you control. When you convey a
negative or judgmental attitude, the consumer is affected often in subtle ways. The consumer
may react by not sharing information with you about his substance us or lying to you about using
because he doesn’t want to be judged or confronted by you. Or this may show by the consumer
missing appointments for individual or group sessions. What you think is providing helpful
feedback may be felt by the consumer as harsh criticism of his drinking. What you believe is
empathy may be felt by the consumer as irritation with his inability to stay sober.

Selling Long-Term Solutions
Treating the consumer requires the ability to sell the consumer on long-term solutions. In the
long term the treatment team is selling stability and serenity, fewer psychiatric symptoms, less
psychotropic medication, fewer medication side effects, fewer hospitalizations, fewer legal
problems, and more lasting personal relationships. All this adds up to a better quality of life. The
team would seem to have just what every consumer wants. Why then is it so hard to “sell”
recovery from either disorder? The problem is in the short term.
From the view of the consumer who still loves smoking crack the team is saying, “forget the
fifteen-minute, full-body orgasm; forget the high-status drug that people are willing to kill for;
forget fitting in with everyone you know; forget the one thing that you think truly loves you.
Take this drug instead: one that requires taking blood levels and blurs your vision; one you
couldn’t give away if it came with a free meal and fifty dollars in cash.”
You need to sell the consumer on the idea that he will be much better off without his drug of
choice in the long term. So how do you get past short-term resistance to long-term success? Start
with your own attitude.
Provide a consistent and positive message about recovery from mental illness and a substance
use disorder. Celebrate each small victory, and address the consumer’s use of alcohol and other
drugs. To do this, it helps to be very clear about your own beliefs. Believe that people can
recover from both illnesses. If you do not believe recovery is possible, you are wasting the
consumer’s time. Believe this and you can make a world of difference.
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Giving Up
Too often treatment professionals forget that until someone has amassed months of clean time,
the severity of her mental illness is unknown. It is also unknown how much she might gain from
Twelve Step programs or other support groups if her mental illness were in remission or
improved. She may be hallucinating now, but who knows what she would be like sober and on
medications? The beauty of working in this field is that some consumers make miraculous
recoveries.
In combination, mental illness and substance use disorders may mask the consumer’s strengths
and abilities. But the moment someone is labeled “hopeless,” her potential is buried. Treat the
mental illness and substance abuse at the same time and discover how much potential a
“hopeless” consumer has. Do not give up, do not paddle away.
Case Illustration 6: Hidden Potential
Mike, a twenty-seven-year-old man with a five-year history of substance abuse, was
hospitalized ten times in two years, usually after cocaine binges. Mike carried a
diagnosis of “catatonic schizophrenia and substance abuse.” In recent years he had
been smoking crack “as often as possible.” He was extremely thin and had lost two
front teeth in a brawl.
Although Mike was not formally labeled “hopeless,” few people saw a bright future
for him. At his last hospitalization, Mike was told that one of three things might
happen to him: he would die, be committed to a long-term hospitalization, or land in
jail. Fearing all three, he began working the first step of Narcotics Anonymous while
still hospitalized. Upon discharge he bought a bus pass and began spending all day
riding to and from Narcotics Anonymous meetings. Mike also found a sponsor and a
home group. In the past two years he has been hospitalized only once—he had a
catatonic episode but did not use alcohol and other drugs prior to it.
Mike spent some time working for a residential treatment facility and currently works
for a local hospital co-leading substance abuse groups. He obtained a graduate
equivalency degree and is currently attending college and wants to become a certified
addictions counselor.

The Point Is . . .
•

Most people with chronic mental disorders are hospitalized far less often while
abstaining from alcohol and other drugs.

•

Mental illness is more easily managed when people abstain from alcohol and other
drugs.
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•

Someone suffering from psychiatric symptoms who does not pick up the first
drink/drug can be greatly admired.

•

After repeated hospitalizations it is easy to lose sight of someone’s abilities. Yet, you
never know what a consumer is capable of until she is sober from substances and
compliant with psychiatric medications.

Enabling
Enabling can be very addictive. Picture yourself as the only psychiatrist in an outpatient clinic on
a Friday afternoon. A colleague has left instructions that if a certain consumer shows up, there
are prewritten prescriptions in the top desk drawer. His appointment was for three o’clock. But
sure enough, at a quarter to five this consumer lumbers in, opening the door without knocking.
He is, according to hidden consensus, the staff members’ least favorite. (Liking or disliking
consumers is rarely talked about, but it should be!) Whiny and demanding, he has a strong sense
of entitlement and an even stronger body odor. “Where’s my ’scripts?” he asks, swaying slightly
and slurring his speech. Numerous clinicians have tried a variety of tactics to deal with his
attitude and substance problem. There is no such thing as a brief or routine encounter with him.
Denying him prescriptions now means dealing with his entire enabling family later. They will
call you at home. They will call the medical director. They will question your credentials. They
will call your boss, his boss, her boss, and the boss of all bosses.
Instead of working with another consumer and her family who are trying diligently to deal with
their issues, you will spend Monday talking to the patient advocate, the county monitor, the state
administrator, and the regional patient representative. A good friend of the president will call,
unofficially of course, to see just what the problem is. The paperwork will pile up until you think
community mental health is just a scam perpetrated by the lumber industry to create a demand
for paper products.
Thinking about this gives you a sick and sinking feeling. Rationalizations spring to mind—he is
not your responsibility; he will still be intoxicated whether you confront him or not; he is not
worth the hassle. Give him the prescriptions and he will immediately leave. The unpleasant
feeling will dissolve before you start your weekend.
You hand him the prescriptions. He turns his head and reaches for them with his arm fully
extended. He does not want you to smell his breath. As he walks out the door, you let out a sigh
of relief. The tension drains from your body. The sensation might even be described as a “rush.”
Part of addiction is trading short-term relief for long-term problems. The addicted consumer feels
uncomfortable and ingests some of his favorite substance. The tension or craving eases and he
feels rewarded. It is only in the long term that problems develop. Enabling is the mirror image of
addiction.
The enabler allowed the consumer to get prescriptions despite being late and drunk. He traded
the short-term relief of having the consumer out of the office for several long-term problems.
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The consumer now knows he can come to the clinic drunk. He knows that late on Friday
afternoons staff would rather not deal with him. He knows at least one staff member who does
not think his drinking is worth mentioning. And he knows several other consumers who will
soon know what he knows.
Check your attitude. If you think enabling will make your job easier, think about a caseload of
people who expect you to overlook their substance abuse. It is vital to matter-of-factly confront
any use of alcohol and other drugs. You will be amazed at the difference it can make.
Enabling is usually done with good intention. But, as a savvy Nursing Assistant who was very
effective in helping addicted consumers once said to one of the authors “the road to hell is paved
with good intentions.”

Giving Feedback to the Consumer
We think of confrontation as giving helpful feedback to a consumer about her behavior
(substance use) and the impact of this behavior on herself (her psychiatric symptoms,
relationships, health, life). This is done to give her a view of reality from the perspective of
others who know her so she can look beyond the immediate benefits of substance use. And, it is
done with empathy and concern with the intention of helping the consumer. Unfortunately, many
think of confrontation as ripping in to a patient in a hostile way. In the old days, some treatment
programs would do this (and some may still do this). But, this is not what we think is helpful.
So, think of confrontation as initiating a therapeutic dialogue with the consumer during which
you provide specific information about her substance use that she may not initially see (or may
not want to see).
Some mental health professionals argue that if they confront substance use disorder, some
consumers will drop out of treatment. The argument seems to be that even if the consumer
continues to use alcohol and other drugs, at least she is in treatment. Isn’t it better to have contact
with her while she is using alcohol and other drugs than to risk having her leave the system
completely?
There are several flaws with this argument. One is the assumption that just being associated with
a program is beneficial. If the consumer continues using and nobody says anything, she will
think her substance abuse is not a problem. She may say to herself, “When my psychiatric
symptoms flare up, they get me ’round-the-clock care at the hospital, but when I get drunk
nobody says anything.” She may decide not to worry about her substance abuse since the
treatment professionals are not worried. She may stay in your program under the erroneous
assumption that she is getting the appropriate treatment.
Imagine going to your doctor complaining of chest pain. The doctor discovers the chest pain was
caused partly by stress and partly by a small tumor. He decides that saying anything about the
tumor will be too upsetting. Instead he prescribes painkillers and provides a videotape on stress
management.
“If I had told her about the tumor, she would have gone over the edge and not gotten any
treatment,” the doctor testifies. “By not telling her, I was at least able to help her with the pain
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and stress.” You, of course, die a premature if well-medicated death, but your family gets a nice
settlement. The point is that not addressing substance use to keep someone in treatment is worse
than providing no treatment at all. At least the consumer who is out of treatment knows she is not
getting adequate care.
Besides, is there any real treatment going on while the consumer is actively using? The illnesses
cannot be treated separately with much hope of success. Someone taking Prozac and
participating in cognitive therapy is unlikely to feel any less depressed while she drinks a pint of
vodka or more each day. Who can teach her to manage money if she spends three-fourths of it on
marijuana? Worse, is she getting the message that treatment does not work? After all, she took
Prozac for six months and was still depressed. Nobody told her that alcohol is worsening her
depression. She may think booze is the only thing that makes the depression tolerable. If it was
part of the problem somebody would have said something, right?
Surprisingly, she may not leave the program. Threats to terminate treatment are often a bluff. But
if the threat gets the treatment professional to back off, then she will use that threat again and
again. There is no way of knowing if she means it. She may be a master at getting people to
ignore her substance abuse. She may try to make you feel guilty, incompetent, or cruel when you
confront her about substance abuse. Confront her anyway.
Confronting a consumer does not mean throwing her out of a treatment program. It means calmly
stating concerns about her substance use so that she is more likely to take a look at how it affects
her. It means holding her responsible for the consequences of her substance abuse.

Being Needed
Shielding the consumer from the consequences of continued substance use is a common mistake.
The idea is that he may never stop using substances, but at least treatment professionals can stop
bad things from happening to him. This is a form of enabling. Part of confronting is allowing the
consumer to be uncomfortable when he uses alcohol and other drugs. If he leaves treatment
because of some negative event the treatment team could have prevented, that is still his choice
to leave. The team has not “done” something bad to him.
Before helping a consumer out of a jam, ask if there was a way he could have avoided the
problem. Is he homeless because he drank and drugged his way out of the community residential
rehabilitation center or because there is no low-cost housing available? Move heaven and earth to
help the consumer who is working on recovery but cannot find a place to live.
Celestial relocation may not be appropriate for the person who was given the option of
appropriate housing but chose not to follow the rules. Confronting in this instance would be to
require him to attend AA or NA meetings every day while paperwork is processed for another
housing facility. Enabling would be to arrange another bed for him without stipulating that he
attend treatment or prove he is serious about treatment.
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Case Illustration: Difficult Choices
David reported being robbed of his Supplemental Security Income check two months in
a row. When asked about the robberies he said they occurred when he was visiting
friends in a neighborhood known for drug sales. Both times David’s treatment team
intervened to ensure that he had food and rent money. It was argued that not having food
and rent money would be so stressful that he would end up in a psychiatric hospital.
However, when David reported a third robbery, his treatment team disagreed about what
should be done. Several members argued that while it was unlikely that he had been
robbed three times in a row, it was possible. David had significant psychiatric symptoms
and was not known for having good judgment. Without assistance he was likely to
become homeless. Other members of the team argued that providing further assistance
constituted enabling. Why would David not spend his money on drugs when he knows
the treatment team will provide for his needs and bail him out of trouble?
No one felt comfortable with the idea of David living in a homeless shelter. On the other
hand, he had been given the option of supervised housing and long-term residential
rehabilitation in the past. He had refused the housing when he was told regular drug
screens and attendance at Twelve Step meetings were required by these residential
programs. In the end, the treatment team agreed that David had been provided with
options and had chosen the course of action that led to his homelessness. They did not
intervene on his behalf with his landlord, and he was given thirty days to vacate his
apartment.
David never went to the shelter; his sister took him in. He eventually agreed to go to a
drug and alcohol rehabilitation center. A home visit the week after the “robbery”
revealed that he had enough money left to buy nine cases of beer.

The Point Is . . .
•

Some consumers will choose to use alcohol and other drugs, relying on the treatment
team to meet their needs.

•

The treatment team should provide options. The consumer decides whether to take those
options. The team may not want to shield a consumer from the negative consequences of
choosing not to take an appropriate option.

Doing it Yourself
Some professionals confuse their attitudes about alcohol and other drugs, their own use, and their
perceived abilities with real reasons not to provide treatment. In this respect, they may be
delusional. Because of their own use of alcohol and other drugs, some clinicians are
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uncomfortable even confronting substance use problems with consumers.
“I’m hitting happy hour after work. How am I supposed to tell Joellen not to drink?” This
clinician is missing the point. The consumer is likely to have more problems with substance use.
Joellen may have something wrong with her central nervous system. Certain substances within
her brain may be out of balance. Ingesting other substances that further alter the balance is not a
good idea. Illegal substances may have an unpredictable effect on her. It is not uncommon for a
consumer to have idiosyncratic reactions to alcohol and other drugs. These substances cloud the
diagnostic picture, reducing the chances that she will get the proper treatment.
The consumer may have a built-in reason to use alcohol and other drugs. Having a mental illness
may leave her chronically anxious and depressed. She may always have the need to “take the
edge off.” Once she starts using substances, she may find it very difficult to stop. Because
substances work well in the short term, she may resist participating in treatment. She will learn
that many street drugs work instantly while some psychotropic medications take weeks. The long
term may seem irrelevant to her. Therefore, long-term solutions may seem irrelevant as well.
Once she starts using alcohol and other drugs, her reasons to continue may feed on them-selves.
If she uses certain substances to ease her psychiatric symptoms, the withdrawal may create more
symptoms, which she may try to treat with more of that substance. She may become anxious and
depressed. Hallucinations that were once background noise become a steady stream of shouted
insults that seem bearable only when she is high. No boss has ever ridden a staff member the
way persecutory voices can ride someone with schizophrenia. Imagine a team of invisible but
psychotic drill instructors who can read your mind. They join you in your morning shower and
scream at you all day long and well into the night. Using alcohol and other drugs provides
momentary peace; but when the substance wears off, the voices come back with a vengeance.
For the consumer, the consequences of picking up the first drink or drug can be very harsh.
Finally, the consumer may be on medications that do not mix well with alcohol and other drugs.
Some substances lessen the effectiveness of psychotropic medications. Because of this, many
consumers are on higher doses of medication than they would need if they abstained from
substances. The more medication someone is prescribed, the less likely she is to take all of it.
She may even decide not to take any of it.

Food for Thought
The staff member not on psychotropic medications may not appreciate a consumer’s desire to
take as little medication as possible. Look in your medicine cabinet. If you have several halfempty bottles of medications that were supposed to be taken “until gone,” you have some idea
why consumers do not always take their medications as prescribed. Imagine that the antibiotic
you never finished was a stigmatized medication. Might you have quit taking it even sooner than
you did? Perhaps as soon as you felt even slightly better?
Using alcohol and other drugs may create symptoms that are then treated with more psychotropic
medications. The treatment team may not be aware that the symptoms are the result of substance
abuse. Side effects may intensify because of a combination of substance abuse and subsequent
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larger doses of psychotropic medication. Once the consumer has had a bad reaction to a
medication, she may refuse to take even a small dose of that or any other medication. Someone
who got food poisoning from a particular dish and refused to ever eat that dish again has some
idea how the consumer feels. “Sure, you say it’s going to be different this time, but I’m not going
through that again,” the consumer says. “My whole body went stiff as a board. My toes curled
under. I’d rather face a hangover than that any day.”
The consequences for substance abuse may be more severe for consumers. Very few staff
members end up in seclusion on a psychiatric inpatient unit after a binge. Very few consumers
can afford an attorney to get them community service rather than thirty days in jail.

Poor Me, Poor Me, Pour Me Another
Pity is the dagger that enabling uses to kill potential. Buried deep in the most impaired of
consumers is the spark of hidden potential. The first time you say, “He might as well drink,” you
may kill that potential. Part of the reason he looks so bad is that he is staggering under the weight
of two or more illnesses. Consumers who come to grips with their illnesses make the most
amazing recoveries. If you pity consumers because of their current appearance, they may never
reach their potential. Pity kills.

The Point Is . . .
• A strange arithmetic governs the interplay of mental illness and substance use disorders.
The two illnesses together create much more damage than either alone. Curing one illness
at a time would eliminate 75 percent of the problem, but neither illness can be cured
separately. Neither illness can be cured completely. That is why treatment must be
ongoing, at the same time, in the same place, using the same people.

Knowing Enough
Too many professionals do not want to treat both mental illness and substance use disorders
because they do not think they are competent to do so. Initially treating both is more a question
of common sense than technique. Not treating them is like letting someone starve to death
because you are not a gourmet chef. Mastering a few recipes can make all the difference. Learn
the basics and help consumers now. Expand your knowledge of substance use disorders and
mental illness and be even more effective later.
You can learn in many ways. Sit in groups or sessions with clinicians experienced in providing
treatment to consumers with co-occurring disorders. Then, after the group sessions ends, talk
with them about what happened. Attend clinical workshops conducted by experienced
psychiatrists, psychologists, social workers, nurses and other clinicians who have knowledge and
experience with co-occurring disorders. Read some professional literature (treatment manuals,
books, chapters, articles) or consumer recovery literature. We provide a list of references and
resources in the back of this book that can help you choose some readings. If you currently use a
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specific approach to therapy such as Cognitive Behavioral Therapy, Interpersonal
Psychotherapy, Dialectical Behavior Therapy, Group Therapy or Social Skills Training for
mental illness, learn about how these therapies are adapted for use with substance use disorders.
Or, learn to integrate other evidenced-based interventions in your work with these consumers
(e.g., Individual Drug Counseling; Motivational Incentives; Twelve-Step Facilitation Therapy;
Family Therapy).
Another good way to learn is to attend Twelve Step meetings in your community (most meetings
are open to the public) to learn about recovery from substance use disorders. That is where the
experts are. Listen quietly and you will hear how an essentially leaderless group of sufferers
overcame a debilitating illness. You will learn how people steadfastly refused to let their
potential be buried. You will hear about specific coping strategies they have used to meet the
many challenges of recovery including bouncing back from a relapse. Perhaps more
importantly, you will “feel” the benefits of recovery experienced by many members attending
these meetings. There is nothing like seeing “recovery in action.”
Attending enough meetings will provide a growing awareness of how Twelve Step programs
work, not just the mechanics, but the whole program. One can be cheered by hearing about the
recovery of people who carried a variety of psychiatric diagnoses and quit using alcohol and
other drugs.

Murphy’s Other Laws of Psychotropics
•

Someone with two weeks of clean time may hold more sway than the psychiatrist who has
worked with the consumer for ten years.

•

If ninety-nine out of a hundred people at an Alcoholics Anonymous meeting see nothing
wrong with taking psychotropics (as prescribed by a doctor knowledgeable about
addiction), the consumer will find and hang on every word of that hundredth member who
believes no one in Alcoholics Anonymous should ever use psychotropic medication.

The professional who knows how Twelve Step programs work can provide two vital services.
First, you can help people use Twelve Step programs in the community. Second, you can set up
programs that are adapted to your population. It is that simple. Act as an access ramp to AA and
NA. Provide an alternative geared to mentally ill, substance abusing consumers. There is no
reason to ignore substance abuse or to act incompetently. It helps to know about mental illness
and substance abuse, but not being an expert in both fields is no excuse for not helping someone.
Using and adapting Twelve Step programs is discussed in chapter 11. Alternatives to AA and
NA, such as Rational Recovery, have not been mentioned here because at present their meetings
are too few. If you find an alternative to Twelve Step programs, learn about their methods and
apply what is useful. (As they say AA, “Take what you need and leave the rest”). It may help to
imagine you are a consumer as you attend alternative programs. How comfortable would a
consumer feel at an alternative meeting? How would she receive their message?
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There is plenty of evidence that people in recovery who get “active” in 12-Step programs (AA,
NA, DRA, and other 12-step programs) do better than those who only attend meetings. While
attending meetings is a good start, over the long run, consumers will do better if they attend
meetings, get and use a sponsor, work the 12-Steps, use recovery literature, learn the slogans of
the program and use the other tools of recovery.

Warning
Never pretend to know more than you do, but don’t assume you do not know enough. Spending
one minute in a crack house is not necessary to help a consumer. Knowing all the names for
street drugs is not essential. Nor is experiencing hallucinations necessary to help people cope
with schizophrenia. Similarly, being in recovery is not a requirement for working with people
who abuse substances. Being burned in the fire is not a prerequisite to helping someone rebuild
her house. You only have to know how. The professional who is learning about Twelve Step
programs and mental illness can help the consumer rebuild his life.

Wearing Out
Clinicians can become frustrated with a consumer. They can see clearly that substance use harms
him. His family is heartbroken over his steady decline. All parties involved remember a time
when he was free of substance problems and mental illness. Many times someone has said, “If
we could just get him off those drugs, maybe we could help him.” He has no interest in
treatment.
There is a tendency for clinicians to write off such difficult consumers and work with only the
most “motivated” ones. “He’s not going to recover so let’s give him the medications (or withhold
the medications, or hospitalize him, and so on) and wait for him to decide he wants help.” The
clinicians may believe that he has got to want help to benefit from it. Those around the consumer
begin to, or continue to, enable out of their own frustration. This is a big mistake.
Marinda recently celebrated twelve years of continuous sobriety. For eight years she went to AA
meetings and secretly drank screwdrivers from a thermos. If you were her clinician, by year
seven would you have been tempted to give up? Knowing that she had been diagnosed with
schizophrenia, might it have been tempting to say, “She is just too impaired to understand the
Twelve Step program”?
It can take years for some consumers to settle into recovery. Measuring success by how many
people are abstaining from substances may be very depressing. It may be better to consider how
many meetings people attended. How many times have you tried to educate consumers about
substance abuse, addiction, and mental illness? What programs are offered at your clinic? Assess
your efforts and consistency rather than their recovery. Do not enable a consumer because he has
not gotten clean in what you think is an appropriate amount of time. Keep trying. Lead that horse
to water often enough and he will be so thirsty from the trip that he will drink. Consumers may
eventually become “thirsty for recovery” from your repeated efforts to help.
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It is important to keep talking with a consumer about his substance use even if you do not think it
is having an effect. Too often professionals throw in the towel if the consumer continues to use
alcohol and other drugs. He may be on the verge of recovery from substance abuse. It is very
common for a consumer to use alcohol and other drugs most heavily just prior to quitting
completely and buying into recovery. Often substance use escalates into a crisis that opens the
consumer’s eyes to the damage he is doing to himself. It is during that crisis that he may
remember what you have been saying for weeks, months, or years: “Abstain from alcohol and
other drugs, comply with treatment, and your life will improve.” It would be tragic if just prior to
the eye-opening tragedy the last thing he heard was, “You’re hopeless! Forget about
medications, therapy, and the Twelve Steps—I’m going to get a new job.” A positive attitude
before a crisis can make a difference.

Seeing Things Differently
Keep in mind that both mental illness and substance use disorders are biopsychosocial
illnesses—that is, they have biological, psychological, and social components.1-5
First, consider the biological component. Both mental illness and a tendency to develop a
substance use disorder are likely to be inherited. This does not mean that mentally ill or parents
with substance use disorders always have mentally ill or substance-abusing children. However,
the children of these parents are at higher risk to develop a mental illness or substance use
disorder under certain circumstances. Still, it is not anybody’s fault that the consumer developed
any of these disorders.
Both persistent mental illness and substance use disorders can be chronic problems that may last
a lifetime. They are “in the bones” so to speak, part of the consumer’s physiological being. On
the other hand, they are very treatable and can go into long remissions.
While the consumer is not responsible for being predisposed to mental illness and substance
disorders, she must take responsibility for participating in appropriate treatment and complying
with a recovery plan. The catch is that sometimes consumers do not realize they have either
illness and are therefore reluctant to accept treatment. Help them see that they need help. Hold
the consumer responsible for getting treatment without blaming her for having either illness.
Try to remind consumers of the positive. Both mental illness and substance use disorders can
stay in remission for years. New medications are being introduced that are very effective in
treating a number of psychiatric symptoms. In addition, new treatment programs are springing up
that help people recover from substance use disorders and mental illness. The outlook for people
coping with both illnesses is definitely improving.
Psychologically, both mental illness and substance abuse can have a strong impact on the way
people think. They alter the information coming into the brain by changing the way things
outside the body are perceived. Similarly, distortions in thinking can cause or worsen symptoms
such as anxiety or depression.
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Someone who abuses alcohol and other drugs and has a mental illness may have difficulty trying
to concentrate or remember. The tone of someone’s voice can suddenly seem much more
threatening than it did when the consumer was not under the influence of alcohol and other
drugs. Paranoia and fear may result from looking at the world differently while abusing
substances. It may occur to the consumer who smokes crack that the police are driving by her
building much more than usual. Has someone turned her in? One of her neighbors maybe? Are
they watching her now? Perhaps even signaling the police from a nearby window? She feels
threatened and angry. At some point she may decide that if she does not “get” them, they will
“get” her.
Mental illnesses can have effects very similar to substance abuse. They affect the way people see
the world. In extreme cases a consumer may hear voices or see things that are not there. She may
suffer from delusions, such as thinking people are plotting against her. She may become anxious
or depressed or both. The phobic consumer may perceive tunnels and elevators as dangerous
places to be avoided at all costs. Her fears may imprison her in her own home.
Drug and alcohol abuse may change a consumer’s behavior. She may become more guarded and
reclusive. Before she started abusing crack, she was outgoing and personable. After she starts
using alcohol and other drugs, she may begin to avoid people. Her relationships may change. As
she changes, the social aspects of her life change. People may start to avoid her. They may start
to assume more responsibility for her, doing things she used to do for herself. Her whole family
may be caught up in covering up her substance abuse or shielding her from the consequences of
her behaviors. Her use can have a profound and lasting effect on everyone around her.
Mental illness can also influence a consumer’s behavior and the way people interact with her.
Some consumers become reclusive and withdrawn. Others behave in outlandish ways,
sometimes placing themselves in danger. Many act in ways that embarrass their family members.
The people around the consumer often change their own behavior to deal with her illness. As
with the substance-abusing consumer, family members may withdraw. Other family members
may become caretakers, performing tasks she once did. Worse, they may do things for her that
she is still able to do for herself.
Try to see the consumer as having two illnesses with biological predispositions, psycho-logical
manifestations, and large social consequences. Seeing the consumer as a weak-willed, amoral,
drug abuser who punishes everyone around her makes it more difficult to provide quality care.
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Chapter 5
Coping With Symptoms:
A Consumer’s Eye View
This chapter highlights the importance of seeing the consumer’s point of view. To avoid
frustration with the uncertain pace of a consumer’s recovery, you need to see what obstacles lie
in his path. It is just as important to examine his attitudes as your own. Understanding illness
“from the inside out” (consumer’s experience) may help you be more patient and empathic in
your work.

The Paradox
As a treatment professional, you must do everything possible to understand what it feels like to
be the consumer. Yet you must never allow the consumer to use her situation as a reason for
substance abuse. The professional must encourage, and hopefully admire, the consumer for her
efforts to abstain from alcohol and other drugs and to participate in treatment for her mental
illness. You should also understand the pressures on the consumer to use alcohol and other
drugs, not taking it personally when she does. Yet professionals must consistently stress
abstinence and a negotiated compliance with treatment, no matter how overwhelming life
becomes for the consumer.
To better understand the consumer’s struggle, put yourself in her shoes. Doing so allows you to
cheer his efforts without personalizing her “resistance” or relapses. His struggles may amaze and
inspire you.
Anyone who remains sober despite anxiety, depression, mood swings, phobias, despair,
sleeplessness, public apathy and antipathy, persecutory hallucinations, paranoia, side effects
from psychotropic medications, flashbacks, and horrendous living conditions is no less inspiring
than the physically challenged person who learns to walk again. How many people could stay
sober if all day long they heard a voice outside their heads saying, “sooner or later you’re going
to relapse”? (That might be the kindest thing a voice might say to someone.)
Imagine being agoraphobic and not wanting to leave your home and then trying to stop using
benzodiazepines, medications that reduced the severity of your anxiety. On the verge of a panic
attack, your arms and legs tremble. You start questioning your decision not to take a drug like
Ativan. Sweaty palms and a racing heart warn that soon it will be difficult to catch your breath.
Your head fills with fears that most people would brush off but which scare you. Knowing that
other people scoff at these fears increases your sense of isolation. The death-cold numbness of a
bottle stares out at you as you walk past the liquor store on your way to a Twelve Step meeting.
You think, It was the pills that got me into trouble. Would one drink really hurt me?
Somehow you go to the meeting, not picking up the first drink. Slowly, painfully, the arduous
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process of recovery from substance abuse begins. Having taken the first tentative step towards
mastering panic, you are truly someone to be admired.

Small is a Relative Term
Cheating yourself of the small victories can contribute to burnout. If someone stays at an NA
meeting for only ten minutes, do not write it off as a failure. It is not so much what was
accomplished but what the consumer had to go through to do it. The agoraphobic consumer who
stayed at an NA meeting for ten minutes may have proven to himself that he can get out of the
house, past the liquor store five blocks from his home to a meeting room full of people. Rather
than admire him for making such an effort, you may feel disappointed that he did not stay. Do
this often enough and you will begin to wonder if you are making a difference. Look for, and
appreciate small steps that the consumer takes to help himself.

Food for Thought
Our society uses a bizarre yardstick in deciding whose struggles are publicly admirable and
whose are to be carried out in private. The brain sits atop the spinal cord which is connected to
the nerves. The higher up the spinal cord that someone is injured, the more amazed we are by his
adaptation. And rightly so. The more impaired a person is, the more strength and perseverance it
takes to rally his capabilities. Why then, does this appreciation for the struggle seem to evaporate
when the problem is at the top of the central nervous system (CNS), the brain? Are people with
mental illnesses any less heroic than people with physical challenges when both overcome great
obstacles to recover and succeed in life? The only difference is that mental disabilities cannot be
seen and are, therefore, often discounted by the general public. People make a circling motion
around their temple to signal insanity. Would they grab their legs to taunt someone in a
wheelchair? Some of the bravest people alive are recovering from damage to their CNS. It is
most unfortunate that the struggle is so little understood.
In tough economic times the rates of substance use disorders, mental illness, and violence
increase. As treatment professionals, we do not take this personally. If someone loses his job,
becomes depressed, and starts to drink, the professional’s ability to help is not questioned.
Accepting two ideas will make it easier to deal with this consumer. First, given the person’s
circumstances, it is not surprising that he is depressed and abusing substances. Second, substance
abuse is not going to solve the problem. In fact, the AA and NA slogan, There is no problem so
bad a drink or drug won’t make it worse, is emphasized.
Too often members of the treatment team take it personally when consumers relapse following a
period of sobriety. Some forget that what is going on inside people can be just as miserable as
what is going on around them. They get angry that the consumer is not getting over his illnesses
fast enough (to suit the treatment team). They fail to recognize that even though he is not
wearing a cast or a bandage, the consumer is in pain. He may still believe that alcohol and other
drugs will cure his suffering. Or he may believe that someone suffering as he is has no hope of
recovery. If he is not abstaining and compliant, it does not mean he is not in pain and that he
does not want to get better.
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When a consumer with schizophrenia becomes psychotic or a consumer with bipolar illness
becomes manic or severely depressed, and either of them needs to be admitted to a psychiatric
hospital to stabilize their symptoms, professionals are usually empathic and accepting of the
relapse. However, when a consumer has an addiction relapse, professionals often view this
differently, and often in a negative manner. They may blame the consumer for the relapse and
think (or even say to the consumer) “you didn’t work your program; you aren’t motivated to
change or get well; sobriety isn’t important to you” and so forth. The professional may have an
unrealistic understanding of how difficult it can be for a consumer to resist social pressures to
use substances, manage a craving or obsession that is intense and overwhelming, or deal with
strong feelings of boredom in which nothing is fun or brings enjoyment to the consumer. Our
clinical experiences in multiple treatment settings is that judgment is much more negative
towards addiction relapses than psychiatric relapses.
In fact, when a consumer with a chronic or severe mental disorder does not respond fully to
multiple treatments, professionals may refer to the condition as “refractory.” Rather than judge
this person as “unmotivated” or “not working their program,” the professional explores other
treatment options. They think “what can we do different to help reduce this patient’s psychotic
(or mood, anxiety or other) symptoms? They talk with the patient about other treatment options.
Some treatment professionals recognize the consumer’s pain but use it as justification for his
abuse of alcohol and other drugs. They argue that if they were that miserable, they might abuse
substances too. Remember the paradox: recognize how painful consumers’ lives can be, but
never use that recognition to justify substance abuse.

Case Illustration 8: When One is Way Too Many
Joel describes his life as consisting of two unintelligible worlds. His inner world is filled
with racing thoughts and garbled messages—he is never quite sure what he has seen or
heard. He is unable to predict how he is going to respond to anything from the outer world
that bumps into his inner world. He finds himself laughing at funerals because he is not
sure how he feels about death or if he understands what the minister is saying or if he is
dead. He has no firm, consistent mental footing.
Somewhere between his inner world and his outer world lie what we call “hallucinations”
and what he calls “them.” Sometimes he sees them as we do, a misfunction of some
auditory circuit. Other days he sees them as an entity in and of themselves. He argues that
they occupy a location. He can point to them even though he cannot see them. Sometimes
they sound as if they are speaking from just behind his ear; sometimes they are right over
his head; sometimes they sound as if they are standing right in front of him. Besides
location they have knowledge. They know what he is thinking and have access to all his
memories. They are also clairvoyant, accurately predicting what he is going to do or say.
They know people are staring at him before he does. They will say, “She’s staring because
she thinks you’re strange,” and when he turns to look she is turning away.
What is most frightening is that the voices have power. They have told him in no
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uncertain terms that he will face dire consequences if he ignores them. On a bad day they
know, predict, and threaten. They hold great sway over how he interprets the outer world,
constantly commenting and criticizing.
The outer world is the least understandable realm of his experience. As he goes through the
day, he is haunted by nagging doubts about other people’s motives. Many of their actions
seem to suggest some kind of united effort to harm him in some vague way. He was
appalled when his residential counselor suggested that he get his psychotropic medications
by injection. They said on TV that using needles spreads AIDS! They gave him an
injection in the hospital that put him “to sleep,” but he woke up with his arms and legs
strapped to the bed. He cannot understand why mental health professionals are so eager for
him to take meds. “You were wrong to trust this guy,” the voice told him after it was
suggested he get an injection. “Better to trust us in the future,” another voice added.
People tend to shy away from Joel. Strangers rarely make eye contact. When he tries to
strike up a conversation, they become fidgety and often leave on some pretext. He is in a
chronic state of “not getting it,” that sense that everyone else is privy to some joke that he
does not understand. Worse is the accompanying sense that they are laughing all the harder
because he does not understand. All the while the voices hammer away at him, “Look what
the idiot is doing now.”
This man has lost most of his dreams. He is often confused and is persecuted by voices that
he is not sure do not exist. He is somewhat paranoid or justifiably fearful depending on
your point of view. And he is isolated. His life hurts.

The Point Is . . .
•

Many people with mental illness turn to alcohol and other drugs to deal with symptoms.

•

Substance abuse is likely to make the symptoms of mental illness unmanageable.

•

Consumers may then use more alcohol and other drugs to try to deal with symptoms that
have gotten worse because of substance abuse.

Living in the Substance Culture
Our culture is awash in substances and substance fantasies. In “beerland” all the men have
washboard stomachs that dazzle women wearing tiny bikinis. Drink the right beer and these
women will don blond wigs and drop from the sky to serve you lobster by streams laden with
gold nuggets. Billboards advertising liquor proclaim “TGI5” (presumably “thank God it’s five
o’clock”). Women swoon at the sight of a man bold enough to drink certain malt liquors. There
is no stigma in these commercials. People interact freely and everyone seems to be having a
good time. Magical things seem commonplace and everyone is someone. Life in these
commercials contrasts starkly with the way many consumers live. These commercials promise
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far more than most social service agencies provide. They may make a socially encouraged
substance like alcohol seem very attractive.
Alcohol is in a class by itself because it is not only tolerated but also encouraged. And not just
through advertising, but by society as a whole. Alcohol is used to ease social tensions and help
people bond. Often someone abstaining from alcohol is encouraged to have “just one” or to “join
the party.” For someone who already feels alienated this can be powerfully persuasive, especially
if anxiety is a pervasive symptom of her mental illness.
Alcohol is also accepted as a self-prescribed anti-anxiety drug. It is common to hear people
talking about “having one to take the edge off.” TGI5 implies that if we can all just hang in there
until five o’clock, there is a shot of whiskey waiting at the end of that stress-ridden rainbow.
The problem is, what about people who feel stressed most of the time? Would they not want to
“take the edge off ” all of the time? Too often consumers develop a number of physical
difficulties because of stress and anxiety. Not the least of these is dependency on alcohol and
other drugs.
For example, a group of consumers was discussing a beer commercial that caught their fancy.
One person remarked on a series of commercials where people involved in stressful situations
turned to the camera and in a deadpan manner said, “boy, could I go for a now,” naming a certain
beer. Group members wanted to make their own commercial where they would look at the
camera and say, “I was on my way to college on a full scholarship when I got sick. Now I live in
a roach-infested apartment in a bad part of town. The voices won’t leave me alone and I think the
CIA has tapped my phone. Boy, could I go for a now!”
Other drugs seem equally attractive to consumers. For the depressed consumer who still has the
energy to chase drugs, the warnings of mental health and addiction counselors may fall on deaf
ears. As treatment professionals, we say, “If you smoke crack, you will be more depressed later.”
She cannot imagine feeling any worse. She knows Prozac is going to take at least three weeks to
work, probably longer because she has been drinking and not telling you about it. So when the
dealer comes to the door on check day, fifteen minutes of euphoria may seem like heaven.
Maybe Prozac will cushion the fall, she reasons. How much worse can it get? She is a good
candidate for drug abuse not because of anything the treatment team has or has not done, but
because of who and where she is.
Knowing the consumer is a prime candidate for substance abuse and that an already painful life
may get worse, the treatment professional wonders what to do about it. Be consistent. Under no
circumstances should you endorse substance use. Help the consumer improve her life and
celebrate each small victory. Most important, understand her reluctance to participate in
treatment without personalizing this resistance. And accept that even when you are consistent
about abstinence and compliance, people will choose not to get treatment for a number of
reasons.
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Developmental Delay
Sadly, while many of us were discovering independence, others were coming to grips with
mental illness. Many people coping with a chronic mental illness do not have access to a car.
Some are able to use public transportation, but many depend on family and friends for rides.
Many do not own homes. They may not be married or hold jobs. Often they have not acquired
many of the trappings of adulthood.
They participate in a system that they may see as infantilizing. Picture yourself being 45 years
old and living with your parents. You are told by a 25 year-old caseworker that she will not
process entitlement program documents until you agree to take psychotropic medications. “This
document has to be completed by your treatment provider,” she says. “You are not in treatment
when you are off your meds. Take your meds and we will fill out this form for you.”
“You mean I gotta take my meds so you’ll help me get back some of the money I put into the
system before I got sick?” you ask. Like a good boy? you say to yourself.
Drug use may be the one thing the consumer perceives as adult that he can do. People who have
all the rewards of adulthood still hold on for dear life to their right to use substances. It is as if
not being able to use alcohol and other drugs will make them less of a man or woman. Is it
surprising that someone who has lost so much to mental illness would hold on even more tightly
to substance use?

What Will People Think?
Letting go of alcohol and other drugs is to assume the powerful stigma of being an alcoholic or
drug addict. Although celebrity confessions of addiction have given recovery a fleeting chic
image, the inability to control substance use still carries negative judgments. Society views
addicted individuals as weak-willed, immoral, untrustworthy, and undesirable.. Asking
consumers to accept the label addict is asking them to accept the harsh judgments that go with it.
Twelve Step groups are anonymous for this very reason. Anonymity helps members avoid the
stigma associated with substance use disorders.
Anonymity’s first cousin is confidentiality. And unlike anonymity, confidentiality is legally
enforceable. Hospitals that do not protect patients’ confidentiality find themselves in court
wishing they had. It is in large part the stigma associated with mental illness that makes us so
rabid about confidentiality. Consumers are well aware of both stigmas. Is it so surprising that
they are reluctant to accept either one?
Many consumers will choose one or the other for a variety of reasons. Some consumers will
decide that they are mentally ill. To the substance abuser it makes sense to be mentally ill. She
has some feelings she does not like; she puts something in her body to make the feelings go
away. For the consumer who is seeking the “right” drug, the mental health system may appear to
be the answer.
Other consumers will decide that they have an addiction. Substance effects can mimic many of
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the symptoms of mental illness. Addiction can be a more attractive explanation than mental
illness for unusual or uncomfortable feelings, thoughts, or events. For the abuser, abstinence
from alcohol and other drugs will usually resolve many problems. For someone coping with
mental illness there are no guarantees. A consumer may think it is better to have problems
because of something she has done—ingested alcohol and other drugs—rather than something
she is—depressed, bipolar, or schizophrenic. (It could be argued that “addict” is something one
is, rather than does, but that debate may not matter to the consumer.)
It gives some consumers a sense of control to blame their problems on substance abuse. A
consumer may say she can quit using substances if things get bad enough. She may not believe
she can control a mental illness. She can receive treatment for depression, but it is difficult to just
stop being depressed.
Sometimes using alcohol and other drugs is a cover for psychiatric symptoms. Many consumers
want friends and family to think symptoms are due to substance abuse: “She just had a little too
much to drink.” Subconsciously, a consumer may use substance abuse to fool herself. It may be
comforting to think problems result from substance abuse rather than mental illness. She may
forget which came first but hold on to the notion that all problems began with the onset of
substance use and, therefore, all problems will cease with abstinence: “The problems started
when I started using and they will stop when I stop using.”
If the consumer goes to Twelve Step meetings, she may meet someone who has had similar
symptoms that disappeared when he quit using alcohol and other drugs. She may see no need for
medications. Unfortunately, sometimes other recovering group members encourage consumers to
quit taking medications, though this is far less common than it used to be. The argument seems
to be “If I was misdiagnosed and put on medications wrongly, you probably were too.” Pressure
is sometimes applied by telling the consumer that she is not really clean while she is on “nerve”
medications. It is implied that she will never get strong while she is on medications. This can be
music to the ears of the consumer eager to believe she is not mentally ill.
It is a mistake to assume those ears hear your intended message. Most people filter what they
hear through experiences, fears, hopes, and expectations. People coping with mental illness may
filter what they hear through what others perceive to be delusions

Case Illustration: Seeing the Consumer’s Point of View
Ed lives alone in a small apartment in a dangerous neighborhood. He is a poor man with
no friends. Adolescents taunt him, and most adults avoid him. Unable to work due to
over-whelming fears that co-workers mean to harm him, he lives on a small disability
allotment. He spends much of his time drinking beer in front of the TV.
One day he hears a voice outside his head telling him he was meant for better things. He
is told to watch for a signal that will be coming. After a thorough search of the house, he
concludes that the voice is “not of this world.” Remembering biblical teachings from his
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childhood, he suspects the voice is heavenly in origin.
He knows that a heavenly voice is nothing to scoff at so he starts reading the Bible and
watching religious programs to try to make sense of his experience. He discovers that
God often talks to man and is concerned for the downtrodden. He also discovers that
God does not always select the holy or the powerful. Little by little, he begins to feel
special, to feel uniquely blessed. He is no longer depressed by his circumstances.
Several months later he is picked up by the police for preaching in traffic. He is taken to
a local mental hospital where a resident tells him the voices are not God but auditory
hallucinations. The resident prescribes Haldol and sends him home with a follow-up
appointment at the community but refuses to believe the voices are not God.
Ed’s first appointment is with an outpatient therapist who happens to have a strong
religious background. She asks him to take the Haldol even if he does believe it is God
speaking to him. He sees the cross on her desk and agrees. A month later the voices have
stopped. He looks around and becomes despondent. The therapist tries to explain to Ed
that his voices are now “under control.” She seems very pleased.
“There is no telling how far you can go!” she says. His thinking is still concrete, and he
has no idea where she might want him to “go.” He is confused and depressed by the
resident’s and therapist’s conviction that he is better on this medication. He hates his life
and he has dry mouth. He is thoroughly disgusted with the mental health system.
Turning back to the Bible, he discovers that God punishes those who turn their backs on
Him. Ed wonders what it feels like to be turned into a pillar of salt. “I’ll know soon
enough,” he says to himself. “Dry mouth may be the first step.” He quits taking
psychotropic medications and sure enough God speaks to him again.

The Point Is . . .
•

If you put yourself in the consumer’s shoes, his actions make perfect sense. If he accepts
that God speaks to him, the drabness and disappointments in his life no longer matter. He
is unique and “chosen.” To accept the mental health system’s interpretation of his
experience is to accept a drab reality and a treatable, but not curable, illness that is highly
stigmatized. He is completely unsettled by this experience

•

To be successful, any intervention with this man must recognize his world view and
provide an attractive alternative that fits the data. If he cannot have a special relationship
with God, what good is a “cure”?

•

Do not paddle away. The ethical and most helpful intervention is to find a way for him to
have God in his life and keep his substance abuse and mental illness in remission. A good
starting point might be consulting with the local pastoral counseling center. You may
want to help him understand the Twelve Step concepts of a “higher power” and “God as
you understand Him.”
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Part II
Treatment Approaches
and Strategies
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Chapter 6
Fundamentals of Dual Disorders
Treatment and Recovery
Clinical interventions with consumers who have dual disorders are based on your treatment
program’s philosophy of treatment and recovery. This chapter discusses fundamentals of dual
disorders treatment that can help you and your program develop or change your philosophy of
treatment to make it more integrated and consumer focused.
There are many evidenced-based treatments or practices (EBTs or EBPs) for substance use
disorders, psychiatric disorders and dual disorders.1-4 These treatments aim to help clients
stabilize from their disorders, improve their coping skills and improve the quality of their life.
We believe that integrating EBTs or EBPs into your clinical work can help improve outcomes of
consumers. Therapy or counseling should work towards a balance of the “science” of treatment
(using EBTs and EBPs) and the “art” of treatment in which you use clinical judgment and your
ability to connect with a consumer and help him or her engage in a positive program of change.
Since no one treatment approach fits all consumers, you need to be flexible in your approach to
helping them. And, since some consumers are at high risk for HIV/AIDS, hepatitis and other
infectious diseases, your counseling should also focus on ways of reducing the risk of acquiring
or transmitting these diseases.

Relationships Between Dual Disorders
There are several possible relationships between psychiatric and substance use disorders.5-7
Psychiatric illness raises the odds of developing a substance use disorder, and a substance
disorder raises the odds of developing a psychiatric illness. Consumers with chronic mental
illnesses are more vulnerable than others to the adverse effects of alcohol and drugs, even in
small quantities. On the other hand, substance use can contribute to the first episode of an
underlying psychiatric condition. Or it can play a major role in a recurrence of psychiatric illness
after a period of remission.
Psychiatric disorders can modify the course of substance use disorders in several ways. First,
consumers with certain types of psychiatric disorders, such as antisocial personality disorder or
depression, experience an earlier onset of substance abuse. Second, consumers with borderline or
antisocial personality disorders often drop out of treatment prematurely. Third, consumers with a
lot of psychiatric symptoms do worse in recovery than those without a lot of psychiatric
symptoms. Alternatively, chronic use of alcohol or drugs, acute or long-term withdrawal from
alcohol or drugs, and the consequences of substance use can contribute to psychiatric symptoms
such as anxiety, depression, and suicidal tendencies. Although psychiatric and substance use
disorders can develop separately and be independent disorders, the illnesses of many consumers
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become closely linked over the course of time. Thus, attempting to assign a “primary” versus
“secondary” disorder has limited benefit.

Assessment of Consumers
Symptoms and problems can change over time. Therefore, assessment of the consumer’s
disorders, his functioning in various areas of life, and his response to treatment is best viewed as
an ongoing process. It can involve interviews with the consumer, completion of questionnaires
related to specific symptoms or disorders (e.g., anxiety, mood, psychotic, eating or substance use
disorders), review of previous records, collaboration with other caregivers or input from family
members or significant others. When possible, use objective measures such as breathalyzers and
urinalysis to see if someone is currently using substances as the effects of substances can impact
on psychiatric symptoms.
As we mentioned before, your assessment should incorporate the American Psychiatric
Association’s (APA) DSM Classification as well as the American Society on Addiction
Medicine (ASAM) framework. A comprehensive review may take more than one session. It can
cover the following areas:
•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Reason for seeking help and current stressors
Current psychiatric symptoms (including suicidality and homicidality), emotional
conditions, psychological strengths and resiliencies
Current substance use history (substances used, amount and frequency of use, methods of
using, withdrawal symptoms, tolerance changes, view of ability to control substance use,
experiences trying to quit use and consumer view of impact of substance use problem on
self and others)
Current level of intoxication and potential for withdrawal from addictive substances
Motivation to change and current level of readiness to address the dual disorders
Family history including impact of disorders on the family unit and individual members
Current living arrangements and recovery supports
Social history and current relationships and involvement in mutual support programs
Medical history including current and past medications
Academic and occupational history
Financial history and current resources
Spiritual history
Legal history including involvement in criminal justice system
History of treatment for psychiatric and/or substance use disorders
History of psychiatric relapse and recurrences
History of substance use lapses and relapses, and current relapse potential
Mental status examination
Other
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The Continuum of Care
Many studies show that consumers with dual disorders have higher rates of problems compared
to those without dual disorders.8 These include higher rates of:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Housing instability and homelessness
Non-compliance with medications
Non-compliance with psychosocial treatment programs
Failure to continue treatment following hospitalization
Relapse to either disorder
More days in the psychiatric hospital or times hospitalized for acute symptoms
Use of Emergency Rooms (medical and psychiatric)
Depression
Suicidality (thoughts and actions)
Homocidality
Family problems
Financial problems
Sexually transmitted diseases
HIV infection

Since these consumers are at higher risk for a range of problems and have needs for other
services, clinicians need access to a broad range of services across the continuum of care. This
includes clinical programs in mental health systems, addiction systems as well as ancillary
services such as case management (CM). The latter CM services are especially helpful for
consumers with multiple problems and needs. Many, but not all, mental health or addiction
programs offer integrated services for dual disorders. This means you need to be aware of which
services in your community are appropriate for consumers with whom you work so that
appropriate referrals are made.
In addition to clinical services and CM, consumers may need help accessing other services to
address problems in other domains of functioning. These include, but are not limited to,
medical, social, economic, housing, vocational, educational, and spiritual services. Since not all
consumers have Case Managers to help them access such services you will need to know what is
available and how to link consumers with specific services they may need. Clients involved with
the Criminal Justice System on probation or parole may need you to collaborate with agents
assigned to manage them.

Integrated Treatment
A number of different approaches to treating dual disorders have been developed and
implemented in recent years.9 In general, the integrated approach is usually the best because it
focuses on both psychiatric and substance use treatment and recovery issues at the same time by
the same treatment team. Although in a given treatment session more emphasis may be placed
on one of the disorders, integrated treatment seeks an overall balance. We started developing
integrated programs in the 1980’s and have seen the field improve over the past few decades.
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However, we believe we still have a ways to go because some treatment systems do not
adequately focus on both types of disorders.
In recent years therapies for some psychiatric disorders have expanded to incorporate
interventions to address the substance use disorder. In addition, a number of researchers and
clinicians have develop integrated approaches relevant to any combination of disorders as well as
approaches relevant to specific combinations of disorders such as bipolar illness and substance
use disorders. Although all approaches may lead to positive outcomes, the literature generally
supports the integrated approach.
While many programs call themselves “integrated,” not all are able to provide the same intensity
of services for consumers with dual disorders. For example, many addiction rehabilitation
programs are unable to take clients with more chronic and severe types of mental illness. And,
many psychiatric programs are not able to effectively manage clients with substance use
disorders even though these clients are often admitted to their programs.

Motivation of Consumers
A common challenge facing professionals providing care is lack of or low motivation of
consumers, or declines in motivation to change over time. Some consumers start treatment with
low levels of motivation to address their disorders. Others are more motivated to get help for
one type of disorder while denying, minimizing or avoiding dealing with the other disorder due
to their low motivation. Also, motivation can change as treatment progresses. One of the
authors often asks consumers in group sessions to rate their level of motivation to change. In the
early phases of recovery, it is not uncommon for the majority of these consumers to report low to
moderate levels of motivation. They often have to push themselves just to show up for treatment
sessions.
Motivational issues should be discussed regularly in treatment, particularly in the early phases
when it is low or ebbs and flows. Discussing motivation and helping consumers understand that
motivational issues are common, and sticking with treatment and recovery gives them an
opportunity to improve their motivation. You can also encourage consumers to talk about
motivational struggles with peers in recovery (treatment groups or mutual support meetings),
AA, NA or DRA sponsors, or others whom they trust.
If you think about the stages of change model, if you move a consumer from “precontemplation” (I have no problem or do not need to do anything to change) to “contemplation”
(maybe I should think about my alcohol use and how it messes me up), this is a step in the right
direction. It is not unusual for clinicians to be more highly motivated to “help” the consumer
change than the consumer is.
There are many strategies to motivate consumers to enter and stay in treatment and recovery.
Consumers coping with mental illness and substance use disorders, particularly inpatients or
those in residential programs, are at high risk to drop out of treatment prematurely. The time and
effort spent stabilizing a consumer in an inpatient or residential program may be lost if she fails
to keep up outpatient or partial hospital treatment. Low motivation and poor compliance are best
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viewed as a problem of treatment systems and counselors rather than “blamed” on consumers.
Here are some interventions that may increase consumer involvement in ongoing partial hospital
or outpatient treatment:10-16
•

Motivational counseling or interviewing

•

Reminders of scheduled treatment sessions in early recovery, such as phone calls or letters

•

Reinforcement for attending treatment sessions such as bus tickets, points that accumulate
and can be cashed in for vouchers for food or merchandise (Contingency Management,
now called Motivational Incentives, is an effective EBP that can increase compliance with
treatment, which in turn can help improve symptoms and functioning of consumers)

•

Accessible counselors and staff members (where consumers don’t have to wait for weeks
for appointments)

•

Assistance with practical life problems that interfere with attending sessions, such as child
care, transportation, housing, and economic problems

•

Outreach for consumers who fail to show up for treatment appointments, such as home
visits, phone calls, or letters

•

Use of case managers to access entitlement programs, seek help from outside agencies, and
solve day-to-day practical problems

We implemented a motivational incentives program in one of our partial hospital dual diagnosis
programs in which consumers were rewarded with “draws” from a fishbowl for attending
treatment sessions. The more consecutive days they attended, the more draws they received.
Half of the draws said something like “good job” and half were for a small ($1-$2), medium ($5)
or large ($10) prize. We provided many different items for consumers to choose from (note:
many preferred ordinary household items like saran wrap, paper towels, napkins, etc). Results of
a large quality initiative showed this incentives program led to a significant increase in attending
the partial program. As a result, consumers got a larger “dose” of treatment, and therefore
improved more compared to those who dropped out early.

Therapeutic Alliance
The therapeutic alliance you build with a consumer is an important variable in treatment
compliance and outcome.17-18 Although many counselors attribute treatment progress solely to
the consumer, everyone involved in a consumer’s treatment can affect treatment compliance and
outcome. Consumers who develop a therapeutic alliance with staff members are more likely to
stay in treatment. Ongoing treatment, in turn, increases the consumer’s positive progress. A
therapeutic alliance is developed through attentive listening to the consumer, “joining” her where
she is in recovery, working together to identify problems and treatment goals, and assuming a
nonjudgmental and hopeful attitude about recovery. If a consumer believes you care about him,
understand his struggles and you show reasonable hope for recovery, he is more likely to connect
with you in a therapeutic way.
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Being Real
It is important to show that emotions are normal. If a consumer misses twelve straight
appointments and then calls your boss to say you are never available, a little anger may be
warranted. Pretending never to have any emotions eliminates you as somebody who can
normalize the consumer’s feelings. Consider the consumer’s state of mind and temper your
reaction. It is not appropriate to express anger about something the consumer said in the middle
of a psychotic state.
Explain to the consumer that your feelings were not hurt by what she said while in the
psychiatric hospital, but now that her thinking has cleared, you expect to have a mutually
respectful relationship.

Education on Illness, Treatment, Recovery
Consumer education is important in treatment and recovery. Education often paves the way for
understanding and acceptance of the disorders, self-awareness and change. It helps the consumer
chip away at denial and provides a cognitive “road map” for recovery. Education can also
empower him and raise hope for positive change. Consumers benefit from education on causes,
effects, and treatments for their specific disorders, the impact of disorders on self and family,
relapse and how mutual support programs can aid recovery. Education can be incorporate into
individual, group or family sessions. And, consumers can be assigned therapeutic reading and
workbook assignments during or between sessions.
For example, we provide consumers with interactive workbooks on recovery from co-occurring
disorders (general guides that can be used with any combination) as well as those on recovery
from specific types of mental illness combined with substance abuse (e.g., anxiety, bipolar,
depression, schizophrenia, or other mental disorder).
Surveys from hundreds of patients show that consumers find these materials very educational
and they learn a good deal of information about their disorders, treatment and recovery. Perhaps
more importantly, they learn “coping skills” or specific strategies to help them manage their
disorders. Clearly, education and “coping” are related. When consumers learn about their
disorders and learn coping strategies to manage specific symptoms or problems, they feel more
in control of their recovery.

Promoting Recovery
We believe strongly that promoting a “recovery” oriented model of treatment is important for
consumers and that clinicians need to be flexible in their work in order to individualize
treatment.19-20 You can work collaboratively with consumers to help them become educated
about their disorders and begin to learn coping skills to manage some of the challenges they face
in ongoing recovery. In your work, you can help a consumer in three areas using the A.S.K.
acronym: A (attitudes); and S (skills); andK (knowledge). Work to help the consumer:
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Accept their dual disorders
Take responsibility for their own recovery
Develop motivation to change
Review options for treatment based on current problems and needs
Utilize professional treatments and services that provide integrated focus on their dual
disorders
Utilize ancillary services such as case management to help with other problems (social,
medical, housing, economic, vocational, etc)
Consider treatments that may resist or not want (e.g., medications for alcoholism;
residential dual diagnosis program to establish stability, etc).
Include family or significant others in treatment if appropriate
Identify problems to work on in treatment
Set goals related to their problems
Determine specific steps to take to meet these goals
Review their progress (or lack of progress) on goals and change the plan as needed
Learn and use active coping skills (cognitive and behavioral) to manage their disorders
Learn to use support from others (family, friends, peers in recovery)
Engage in mutual support programs and use the “tools” of these programs
Learn relapse prevention strategies
Develop a plan to deal with setbacks, emergencies and recurrence of mental illness
Develop a plan to intervene early with substance use lapses or relapses in order to
minimize potential damage of returning to substance use

Self-Disclosure
Help the consumer talk about his thoughts, feelings, and problems. Self-disclosure is important
in developing relationships, solving problems, and overcoming roadblocks in recovery.21 For
example, if a consumer discloses suicidal thoughts or thoughts of using drugs or alcohol, you can
work with him on how to cope with these issues. However, consumers sometimes tell counselors
what they think they want to hear and hesitate to share troubling thoughts, feelings, or personal
issues. The more connected a consumer feels towards you, the more likely he is to self-disclose
personal information in sessions with you. Therapeutic assignments (readings, writing,
workbook or journals, behavioral tasks) can be helpful in facilitating self-disclosure. For
example, some consumers may feel more comfortable writing their thoughts, feelings or
struggles in a recovery journal or workbook than in sharing these verbally with peers in a group
or with a counselor in an individual session.
Since many consumers participate in treatment groups in addition to individual sessions, you can
prepare them for self-disclosing in group. Encourage them to share their problems and struggles
with peers and group leaders. Structured recovery groups often build in a “check-in” procedure
at the beginning of group as a way of promoting self-disclosure of group members. During this
process, group members can provide a brief update on whether they have used substances, had
close calls or strong cravings, their current mood, and any other symptoms or problem areas
related to a specific cohort of group members (e.g., groups for those with borderline disorders
can report on suicidal or parasuicidal behaviors.
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Identification of Goals
Helping the consumer identify goals provides a focus for treatment and gets her involved
actively in her treatment. Focusing on solutions and reaching goals empowers the consumer and
gives her something to strive towards. When she identifies and “owns” the goals, she is much
more likely to work toward them than if they are imposed by an “external” source, such as a
treatment program. Do not be surprised if your goals may vary from the consumer’s goals,
especially during the early phases of recovery.
Using written checklists with goals listed is one way to help a consumer begin to identify goals
for treatment.22-24 Goals can relate to either of the types of disorders, specific symptoms or any
domain of functioning.
Following are categories to consider in helping the consumer identify goals. You notice that
there are many similar goals related to psychiatric disorders or symptoms such as reduce or stop
symptoms, change thinking or cope with symptoms without using alcohol, illicit drugs or nonprescribed drugs.
•

Alcohol or drug problem: accept the substance problem; reduce or stop substance use
(note: ideal goal is abstinence, but consumers may not agree to this at first, but agree to
reduce substance use); maintain sobriety from alcohol or drugs; identify triggers and
manage cravings to drink alcohol, use illicit or non-prescribed drugs; learn and use skills
to resist social pressures to use substances; manage people, places, things and events that
raise the risk of relapse; identify and engage in new non-substance related activities,
events or hobbies; and identify and engage in mutual support programs.

•

Psychotic symptoms: decreasing and managing hallucination, delusions, paranoia or
other specific symptoms; decreasing negative symptoms of the psychotic disorder such as
low mood, lack of interest in life and lack of energy; and managing psychotic symptoms
without using alcohol, illicit or non-prescribed drugs.

•

Mood symptoms: achieve a stable mood; decrease and manage depressed or euphoric
mood; manage or stop suicidal thoughts or behaviors; improve energy level, sleep habits,
eating habits or concentration; challenge and change faulty or thinking contributing to
depression; decrease or stop manic behavior; manage or reduce feelings of hopelessness,
guilt or emptiness; identify problems resulting from or contributing to depression; build
structure and regularity into daily life; identify and engage in pleasant activities; and
learn to manage mood symptoms without using alcohol, illicit or non-prescribed drugs.

•

Anxiety symptoms: manage or reduce anxiety, worry, fear, obsessions, compulsions or
panic; reduce or stop use of caffeine; challenge and change faulty thinking contributing to
anxiety symptoms; identify problems resulting from or contributing to anxiety; and learn
to manage anxiety symptoms without using alcohol, illicit or non-prescribed drugs.

•

Managing feelings (emotions) and moods: learn to identify and manage feelings or
moods; decrease or manage specific distressing feelings such as anger, anxiety/fear,
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boredom, depression, emptiness, guilt, loneliness; increase the expression of positive
feelings; and manage feelings without using alcohol, illicit or non-prescribed drugs.
•

Family and social relationships: identify impact of disorders on family and other
relationships; engage family or significant others in treatment; resolve or reduce conflict
with family or others; improve communication skills (e.g., assertiveness, listening to
others, express empathy, how to ask for help and support from other people, etc);
evaluate and end abusive or hopeless relationships; develop relationships with sober and
supportive people; and avoid or learn to deal with high-risk people who can threaten
recovery.

•

Recovery supports: identify barriers to getting involved in mutual support programs;
identify potential benefits of getting involved in mutual support programs; identify
specific programs to engage in (12-Step or other); identify meetings to attend and agree
to attend a specific number before evaluating their benefit; get an AA, NA, or DRA
sponsor by (always good to have a date); work the 12-Steps; read recovery literature (it
helps to identify specific readings); and use the “slogans” of AA, NA and DRA.

•

Using medications and therapy: increase motivation to stay in treatment; identify
behaviors interfering with adherence to medications or therapy; increase rate of showing
up for appointments with doctor, therapist or group; talk with caregivers when feeling
like dropping out of treatment; talk with caregivers before stopping medications or
changing how they are taken; and follow through with treatment following discharge
from a psychiatric hospital, detoxification program or residential rehabilitation program.

•

Relapse prevention: identify warning signs of psychiatric relapse and strategies to
manage these; identify warning signs of addiction relapse and strategies to manage these;
identify high-risk situations that could impact on relapse and strategies to manage these;
develop an emergency plan to intervene with a relapse to either disorder; develop a plan
to manage suicidal thoughts, feelings or behaviors.

•

Other areas related to health or lifestyle: improve physical and dental health and get
regular dental and physical examinations; learn to manage pain; improve diet and lose
weight; get involved in regular exercise; increase structure in daily life; find an apartment
or safe place to live; get job training or help with vocational goals; learn to budget and
manage money; resolve legal problems; and develop spirituality.

Recovery Skills
Developing recovery skills is important.25 Recovery skills can relate to dual disorders in general
or specific disorders as some coping strategies may be relevant more for some disorders than
others. For example, coping with symptoms of an illness, spotting early signs of psychiatric or
substance use relapse, and developing structure in daily life are helpful for people with
schizophrenia, bipolar disorder, recurrent depression or many other mental disorders.
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Coping with cravings, thoughts of using substances, and pressures from others to use substances
are skills needed for recovery from any type of substance use disorder. For example, the second
highest relapse risk factor in addiction recovery is resisting social pressures to use alcohol or
drugs. It is not enough for the consumer to know this. He needs to have specific behavioral and
verbal skills to use in interpersonal and social contexts to help him feel confident in saying no to
direct offers to use. He also needs skills to manage internal thoughts and feelings created by
social situations in which others do not pressure him, but the pressure comes from within. For
example, when Matt when to a graduation party of a friend, some people were drinking.
Although he was not offered alcohol, Matt did feel internal desires and pressures to drink
because he wanted to feel normal and like the others who were drinking. He had to use cognitive
skills to coach himself so that he did not drink (“I can enjoy myself and not drink”).
Recovery skills may be part of any domain: physical; psychological or emotional; family or
interpersonal; social; lifestyle; or spiritual. They can be “generic,” and relate to selfimprovement regardless of the specific disorders; for example, making amends, improving
communication skills, improving interpersonal relationships, developing and using social support
systems, developing spirituality, becoming assertive, and coping with upsetting feelings are
issues common among consumers with various combinations of disorders. Or, they can be
“disorder” specific such as managing specific symptoms of schizophrenia or a mood disorder.

Medications for Mental Illness
Medication is often an important and necessary aspect of recovery from a mental disorder,
especially chronic or recurrent disorders.26 The specific type of medication used depends on the
diagnoses and severity of symptoms. Some consumers require multiple medications due to
severity of symptoms or because they have multiple diagnosis (e.g., schizophrenia and a mood or
anxiety disorder). Chronic mental illnesses usually require medication to control acute
symptoms and reduce the likelihood of a recurrence of symptoms after the consumer is stable.
Medications should be used in conjunction with therapy or counseling, or some type of
“program” (e.g., psychiatric or dual disorders rehabilitation program). While medications can
stabilize symptoms of a major mental disorder, not all symptoms may totally remit. Therapy or
counseling can help consumers learn to understand the severity of symptoms and when to get
help should symptoms significantly worsen.
Consumers sometimes confuse psychiatric medication with street drugs. Sometimes, peers in
support groups encourage consumers to stop taking medication. Attitudes and behaviors about
medication need to be talked about, particularly early on when a consumer is likely to stop
medication when symptoms worsen or improve. You can help consumers by discussing
medication options relevant to their disorders, facilitating a medication evaluation with a
psychiatrist, advocating on behalf of the consumer with the doctor, helping the consumer prepare
to use the time with the doctor efficiently (e.g., go to the appointment with a brief list of
questions or concerns to discuss).
Since medication non-compliance is a major factor in recurrence of mental illness, it helps to
monitor medication use and intervene early when the consumer is not taking the medications as
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prescribed. Taking too much, not enough, not taking regularly or mixing medications with
alcohol or street drugs are some of the more common challenges of consumers. When you
monitor medication compliance, you may catch problems early before symptoms exacerbate and
a hospitalization is needed.
Following is a brief review of medications used for psychiatric disorders. Since new ones may
be approved by the FDA in the future, always talk with your doctor about medications available
for your disorder(s). Everyone responds different to medications so work with your doctor to
find the right one(s).
•

Second Generation Antipsychotics: these are used for schizophrenia, other psychotic
disorders, mania and bipolar disorder. These include Abilify, Zyprexa, Seroquel, Seroquel
XR, Risperdal, Risperdal Consta, Geodon and Clozaril. They may take up to 4-6 weeks to
take effect. These medications decrease psychotic symptoms such as hallucinations,
delusions, paranoia, manic symptoms and aggression. Potential side effects include
sedation, dizziness, weight gain, increased appetite, increased thirst, hunger or urination.
EPS symptoms include stiff muscles, especially in the neck, “thick” tongue, eyes that
become “fixed” looking up, and drooling.

•

Antidepressants: these are used for depression, anxiety disorders and obsessive-compulsive
disorders. They include SSRI’s (e.g., Celexa, Lexapro, Paxil, Prozac, Zoloft), Tricyclics
(e.g., Anafranil, Elavil), MAOI’s (e.g., Nardil, Parnate, EmSam Patch), and others (e.g.,
Cymbalta, Effexor XR, Pristiq, Wellbutrin SR and XL, Remeron, Trazodone). They may
take up to four weeks to improve mood, energy level, motivation, concentration, appetite,
sleep or other symptoms. Side effects depend on medications used and include dizziness,
nervousness, stomachache, insomnia, increased thoughts of suicide (rare), manic symptoms
(irritability, agitation, excessive euphoric mood) especially in patients who have bipolar
illness, or a serotonin syndrome (confusion, hallucinations, fever, rapid or irregular heart
rate).

•

Mood stabilizers: these are used for bipolar disorders. They include Lithium, Depakote,
Tegretol, Lamictal and Trileptal. Some of them such as Lithium and Depakote require
monitoring of blood levels to be taken to ensure the medication is at an adequate therapeutic
level and to prevent toxic levels. These may take 2-3 weeks to stabilize mood and decrease
mania, depression, irritability and mood swings. Side effects may include rash, drowsiness,
blurred vision, appetite change, allergic reaction (rash, difficulty breathing, and swelling of
tongue or face), bruising, bleeding or sore throat. Lithium toxicity can be dangerous so
watch for slurred speech, seizures, uncoordinated movements, tremors and symptoms of
dehydration.

•

Antianxiety medications: these are used to improve the symptoms of anxiety disorders (e.g.,
panic, phobia, PTSD, OCD). They include benzodiazepines such as Ativan, Valium,
Klonopin, Xanax, Librium. Others include Buspar. Heavy and chronic benzodiazepines use
can lead to physical dependence so avoid these if possible. Side effects include sedation or
grogginess. They drugs are not to be mixed with alcohol.
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•

Stimulants: these are used for attention deficit and hyperactivity disorders in adults and
children. They include Ritalin, Adderall, Concerta and Focalin and aim to decreased
hyperactivity, inattention and impulsivity (acting without thinking). Potential side effects
include nervousness, loss of appetite, increased hyperactivity, scattered thoughts and
behavior, rash or allergic reactions, psychotic symptoms, changes in pulse or blood pressure,
increased heart rate, heart palpitations and chest pain.

Medications for Addiction to Alcohol or Drugs
Medications can help consumers with an addiction to opioids (heroin or prescription medicines),
alcohol, sedatives or tranquilizers or nicotine. Consumers with more severe types of addiction
may need medications to help them safely withdrawal from physical addiction, replace addiction
to drugs like heroin with medically managed drugs like methadone or buprenorphine, or help
reduce cravings or desires to drink alcohol with drugs like naltrexone or acamprosate. Since
there are high rates of nicotine addiction among consumers with chronic mental disorders, you
should routinely discuss treatment options and try to influence the consumer to address this
addiction.
You can help consumers by discussing medication options and facilitating medication
evaluations with a doctor. You can also help consumers by checking on medication compliance
and discussing if they are using other non-prescribed drugs, street drugs or alcohol that can
interact with medications.
Medications can help consumers with a substance addiction who cannot stay sober for extended
periods of time, have had multiple relapses following treatment, find it hard to not drink or use
nicotine despite knowing such use is harmful, or experience intense cravings that often lead to
substance use. Consumers who could lose a job if they relapse may also benefit from
medications.
Following is a list of types of FDA approved medications used for alcohol, opioid and nicotine
dependence:27-32
•

Alcohol dependence: disulfiram (Antabuse), naltrexone (ReVia or Vivitriol) and
acamprosate (Campral).

•

Opioid dependence: methadone (Methasoft) and buprenorphine (Buprenex, Suboxone,
Subutex).

•

Nicotine dependence: medications include buproprion Sr (Zyban and Wellbutrion),
varenicline (Chantix); other helpful treatments include nicotine patch, nicotine gum,
nicotine nasal spray, nicotine oral inhaler and nicotine lozenge.

•

Other addictions: while medications have been used with cocaine or cannabis addiction,
at this time the only addictions with FDA approved medications are opioids, alcohol and
nicotine.
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Supporting the Consumer’s Efforts at Recovery
All efforts of the consumer to recover should be supported, regardless of the outcome. In our
culture, we often support and reinforce “outcome” and ignore “efforts” at change. Efforts should
be acknowledged, praised, and reinforced even if the results aren’t always positive. For example,
a consumer who is very negative about AA or NA who finally agrees to attend a meeting should
be complimented even if he returns from the meeting with a list of complaints. Or a consumer
who finally gets up the nerve to speak his mind and share his anger toward a family member
should be complimented for making this effort, even if the family member wasn’t receptive to
what he had to say. A consumer who refuses to abstain from all drugs but stops using cocaine
even though he still smokes marijuana should be supported because he is moving towards
recovery.

Family
There is a significant literature documenting the negative impact of psychiatric illness, substance
use disorders or dual disorders on the family and its members (as well as concerned significant
others).33-36 The effects in a given case depend on the type and severity of the consumer’s
disorders, his specific symptoms and behaviors (e.g., violent, suicidal and homicidal threats and
gestures, florid psychotic symptoms or extreme manic behaviors often create more stress than
other symptoms or behaviors of the consumer). The effects also depend on the family member’s
coping mechanisms and access to support to help deal with the ill member’s disorders.
Family routines and stability can be disrupted by the consumer’s behaviors and symptoms. The
mood in the family and emotional balance can be upset. Members may feel a range of emotions
including worry, fear, anger, depression, helplessness or guilt. They may even feel confused
about the behavior and causes.
As we mentioned earlier, consumers with dual disorders have higher rates of problems in many
areas compared to others, including more family problems. As a result, their dual disorders often
impact negatively on the family unit as well as individual members.
Family members may take over the responsibility of the ill member or “enable” negative
behaviors to continue (often done with good intentions). If the consumer currently lives with
family members life at home may center around him. Moods and emotions of family members
may go up and down depending on how the consumer is doing.
A survey of 140 consumers who had a variety of combinations of dual disorders conducted by
one of the authors (DD) in one of his outpatient programs found the following effects on the
family as reported by the consumers:37
•

Emotional burden on family members: areas of emotional distress included worry (91%),
anger (81%), feeling upset (70%), distrust (64%) and fear (49%).

•

Family neglect: 84% of consumers did not spend much time with their family and 76%
did not take much of an interest in the lives of family members.
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•

Financial problems: 64% of consumers spent family money on drugs or alcohol; 48% fell
behind on bills; 35% stole and sold family belongings; 20% had utilities cut off for nonpayment; and 14% got kicked out of an apartment for failure to pay rent.

•

Irresponsible behavior: lying to family members was common (74%) as was forgetting
special occasions (66%).

•

Physical abuse or violence: this was reported by 45% of consumers and 27% were
arrested.

•

Needing a relative to take care of consumers’ children (25% of those who had children)
or children being taken by Children and Youth Services (12% of those who had children).

Talking to the family or significant others can help and support the consumer in numerous ways.
They are valuable sources of information during the initial assessment as well as during ongoing
recovery. They can provide clinicians with insights on how the consumer is functioning.
Family involvement in educational sessions or treatment sessions can also help the family deal
with their own feelings and concerns. Families need to be heard, need support and may also
need help with specific mental health or substance use problems they have. Adults in the family
may also need help dealing with a child of a consumer with dual disorders. Children are often
affected in negative ways by these disorders, too so when you help the family you are also
potentially helping the child. In some instances, a child may have severe enough symptoms to
require a referral for an evaluation of a psychiatric disorder or a substance use disorder.
Remember, psychiatric AND substance use disorders run in families so offspring are more
vulnerable than others to have one or more of these disorders. Chapter 13 provides more
information on strategies to help family members.

Mutual Support Programs
Mutual support programs for addiction, mental health disorders, and dual disorders provide a
valuable source of help with ongoing recovery for consumers.38-42 They offer much that
professionals cannot provide. Consumers should be educated about support groups, exposed to
specific groups, and encouraged to use the “tools” of the various programs (see chapter 11 on
Twelve Step programs). If possible, facilitate linkage between the consumer and other members
of mutual support programs. They may help the consumer overcome reluctance to engage in a
recovery program. While many consumers do fine in AA or NA, others find programs like Dual
Recovery Anonymous (DRA) more comfortable because they can talk about their mental
disorder as well as alcohol and drug related issues. The problem is that there are far fewer DRA
meetings than AA or NA. Also, small towns and rural areas may have limited or no mutual
support programs so other strategies may be needed.
If a consumer rejects the notion of mutual support groups, explore her reasoning and continue to
encourage the use of programs. Consumers who attend group treatment sessions can gain
insights, experiences and suggestions from peers in recovery who have positive views of mutual
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support programs. You can also negotiate with the consumer and try to get him to agree to
attend a specified number of meetings in order to “learn” and get a feel for these programs.
For consumers who attend these programs, you can monitor attendance, encourage them to share
some of what they are learning and gaining from the program, and explore problems
experienced. We strongly recommend talking with consumers about “active use” of the various
components of the program such as getting a Sponsor, working the 12-Steps, reading program
literature and helping to set up and clean up after meetings. It is helpful to have written literature
describing various aspects of mutual support programs to give to consumers.
Our experience shows that many consumers with dual disorders will eventually attend support
groups—some just take longer to see the benefits and become active participants in the program.

Phases of Treatment and Recovery
Clinicians and researchers have identified phases of recovery for people coping with mental
illness and/or substance use disorders.43-44 Each phase has a number of potential therapeutic
issues, clinical interventions and possible outcomes. For example, during the stabilization phase,
the common therapeutic issues include acute symptoms of psychiatric illness or substance abuse,
denial, cravings for substances, and the need for family and social support. Possible interventions
include detoxification, medication evaluation, review of the consumer’s history of symptoms,
teaching some basic recovery skills (such as managing thoughts, desires and cravings to use
substances or engaging in mutual support programs), and family sessions.
Progress is seen when the consumer accepts he has dual disorders, feels hopeful about recovery,
becomes drug- and alcohol-free, and stabilizes from acute psychiatric symptoms. Progress
among consumers varies considerably as some take much longer to stabilize than others. Others
have more exacerbations of symptoms or new episodes of psychiatric illness or higher rates of
relapse to substance use.
Consumers progress through recovery phases at different rates. Rarely do they move in order
from one phase to the next—often, a consumer will move back and forth between phases.
However, some consumers don’t progress much beyond the first few phases of recovery. They
may be higher utilizers of treatment services such as acute care psychiatric hospitalization.
However, there are many examples of consumers with long histories of difficulty with their dual
disorders who eventually do well and engage in a recovery program and improve the quality of
their lives.

Persistent Symptoms of Psychiatric Illness
Some persistent symptoms of psychiatric illness may never totally leave or may come and go
over time.45-46 Consumers and clinicians alike can fall into the trap of expecting all symptoms to
stop. For some consumers, this is unrealistic and unlikely. Consumers often have to learn to live
with and tolerate some psychiatric symptoms, such as chronic anxiety, depression, obsessions,
hallucinations or delusions. If the severity of specific symptoms and the personal suffering are
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reduced, and symptoms do not interfere as much with the consumer’s life, she is making
progress.
Remember, you are looking for improvement in symptoms, better functioning in any domain of
life, and a better overall quality of life. The use of coping strategies to manage persistent
symptoms can help the consumer feel more in control of her disorders and her recovery. This in
turn can lead to a better quality of life. Many patients with chronic medical disorders have to
learn to live with and tolerate symptoms of their medical disease(s). This is the same for chronic
mental disorders, they also have to make the best of still having some symptoms. The good
news is that many consumers show significant improvements even though all symptoms do not
remit.

High-Risk Behaviors
Be sure assess consumer involvement in high-risk behaviors that pose significant health risks to
them as well as others, or increase their risk of relapse to either or both of their disorders.
Examples of high-risk behaviors include:
•
•
•
•
•
•
•
•

Poor adherence to medications
Poor adherence to treatment sessions
Poor involvement in social support
Using needles to ingest drugs IV
Sharing the “works” (needles, cotton, rinsing water)
Unprotected sex
Sex with multiple partners
Sex with strangers

Many of these behaviors increase the risk of acquiring or transmitting diseases such as HIV,
hepatitis or sexually transmitted diseases.

Setbacks and Emergencies
Relapse Prevention (RP) is an excellent focus of treatment once the consumer is stabilized and
has established a foundation for recovery from his dual disorders.47-52 However, many
consumers will have setbacks related to either or both of their disorders, or related to their
lifestyle. Setbacks with their disorders can vary from mild to very serious as in psychotic
decompensation, high risk of suicide or physical dependence on alcohol or drugs after a period of
abstinence. Setbacks can also occur in regards to lifestyle such as when a consumer loses
housing stability or a source of financial support.
In terms of the substance use disorders, some consumers will have minor periods of substance
use, while others will get back into a full-blown addiction in which substances become a central
focus of their lives and cause adverse effects on any area of health or functioning. Similarly,
some consumers will have minor exacerbations of psychiatric symptoms, while others will
experience a new episode of illness. The interventions needed depend on the degree of severity
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of the setback.
Rehospitalization rates are higher for consumers with dual disorders than for those with only one
disorder. Consumers can use these setbacks to learn about what went wrong in the past with their
recovery and to improve their current efforts at recovery. Setbacks can be used to motivate,
teach, or reinforce important aspects of dual disorders and recovery. One of the helpful
strategies in RP is to help consumers, once they are stabilized, to learn from past experiences
with relapse to either disorder. Try to help them identify warning signs of relapse to either
disorder. Then, you can work with consumers on specific strategies to intervene early. For
example, what can a consumer do when hallucinations begin to worsen but do not reach the point
where they lead to a severe psychotic break? Or, what actions can a consumer take if he drank a
few beers or smoked pot once so that he does not continuing using substances, which can lead to
a worsening of psychiatric symptoms.
Family members or concerned others involved in the consumer’s life can help with setbacks.
They need to know ways to talk with the consumer when symptoms begin to change as well as
what to do if psychiatric symptoms or addiction symptoms become more severe. A connection
with the treatment team is important for families in helping a consumer during a crisis or
emergency.
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Chapter 7
Consumer Challenges
and Recovery Issues
This chapter addresses many of the common problems or challenges that consumers experience
in their recovery for dual disorders. It provides an overview of recovery and areas of focus for
clinical work. We will review a number of these challenges and recovery issues such as:1
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Managing psychiatric symptoms
Coping with remission
Managing addiction issues
Withdrawal from addictive substances
Staying safe
Developing motivation to change
Identifying triggers and managing cravings
Managing high-risk people, places, events and things
Improving relationships and support systems
Managing feelings or emotions and moods
Changing thinking
Changing lifestyle
Reducing relapse risk
Preparing for emergencies and setbacks

Managing Psychiatric Symptoms
Treatment should help the consumer understand and accept his mental disorder(s) and learn ways
to manage specific symptoms. The foundation for recovery can be set by helping the consumer
learn about symptoms and causes of his disorders, effects on self and others, treatments,
recovery; reviewing the details of his history with caregivers and peers if in group treatment;
creating a problem list, goals and steps towards goals; developing motivation to change;
reviewing the potential advantages of recovery; learning ways to manage persistent symptoms
that do not remit totally; and preparing for emergencies and relapses (see end of chapter for more
on these last two issues).
Consumers need to know their specific diagnoses, causes of their disorders, treatments available,
recovery resources and resources to help with other problems (medical, housing, vocational, etc).
A review and discussion of specific symptoms can help the consumer view his problems as a
“disorder or illness” requiring professional help. Encourage the consumer to talk about how he
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feels about having a mental disorder and what they implications are in terms of functioning.
Review the effects of his disorder on his life and that of others to help him see how mental
disorders, similar to addiction or other medical diseases, can effect families as well as individuals
with the illness or disease. Since time, effort and hard work are required of the consumer for
maximum benefit, it helps to identify the potential advantages of treatment, recovery and making
progress. These advantages can be a reduction of hospitalization or crises. Or, they can be
improvements in any area of functioning—physical health, emotional health, family and social
relationships, spiritual health, financial status, and other areas. Consumers need to see their
efforts can pay off. But, they must understand that recovery from a mental disorder is a “longterm,” not a “short-term” endeavor.
Identifying problems, goals and steps towards goals should be practical and achievable. This
gives the consumer something to work towards. And, it can serve as a benchmark to measure
progress. For example, if there is a modest decrease in psychotic or mood symptoms, the
consumer and therapist should note this and appreciate it. Since the overall goal of treatment is
improvement in symptoms, functioning and quality of life, any movement in this direction is a
positive outcome.
Consumers need to know the difference between management of “acute” symptoms and
“chronic” or “persistent” symptoms that may never go away totally. A consumer with
schizophrenia can improve considerably yet still hallucinate or experience delusions. However,
with good care and consumer monitoring of symptoms, these can be controlled and interventions
can occur if these start to worsen. Or, a consumer with a mood or anxiety disorder may show
significant reductions of symptoms, but still feel moderate anxiety or depressive symptoms.
Again, if the consumer knows how much he can tolerate and when to take action should
symptoms worsen significantly, he is doing a good job managing his mental illness.
You can help the consumer manage persistent symptoms by first identifying what these are and
giving them a name (e.g., hallucination; voices; voices tell me to get drunk) and a baseline rating
on a scale of 1-7 (1=absence of symptom; 7=most severe manifestation of symptoms). The
consumer can rate these daily and bring rating forms to appointments to review. An agreement
can be made if symptoms increase to a certain level for a certain number of days, the consumer
can call you or the doctor for help. For example, perhaps a consumer is comfortable with a
rating of 3 or below for hallucinations or delusions. If these symptoms increase to 4 or 5 for a
few days, rather than wait for them to increase even more, the consumer can follow the agreed
upon plan. The idea is simple: monitor symptoms and catch changes early so actions can be
taken BEFORE they worsen even more.
One of the best ways to help consumers manage their symptoms is to insure that they comply
with treatment (medications and therapy). These treatments aim to reduce or stop symptoms,
learn cognitive and behavioral skills to manage symptoms, and engage in long-term recovery to
manage the disorders. Use Motivational Interviewing (MI) or Motivational Incentives (MotInc)
if needed to raise the motivation of the consumer and increase adherence to treatment. MI and
MotInc are two effective evidenced-based approaches used with many types of consumers.
Managing the substance problem is also important if the consumer is to get the most benefit from
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treatment and recovery. Continued substance use or failure to manage the challenges of recovery
from an addiction can create, cover up, exaggerate or worsen psychiatric symptoms. For
example, what if the consumer deals with her cravings; changes people, places, and things; copes
with social pressures to use alcohol and other drugs; adds structure to her day; and her
psychiatric symptoms still return? She may be none too pleased that she has gone to such effort
and still suffers from symptoms of mental illness.
It may help to point out that there is no problem so bad alcohol and other drugs won’t make
worse. At least without all the alcohol and other drugs in her system the two of you will have a
better idea of what is wrong. Without alcohol and other drugs to interfere, there is a better
chance that psychotropic medications and counseling will be effective.
Next, establish a plan of action for dealing with specific psychiatric symptoms. What is it the two
of you intend to do about her depression? What should she do if the voices come back or worsen
significantly? How will she get through a panic attack or cope with avoidant behavior? Help her
plan a strategy for dealing with symptoms before they occur.
Part of the plan should be an agreement about what will be done if she has certain symptoms. If,
for example, a consumer has made numerous suicide attempts shortly after dropping out of
treatment, negotiate what to do if she misses two appointments in a row or has persistent
thoughts about dropping out of treatment. This plan may include, for example, a suicide
prevention contract in which she agrees to take specific steps when she feels suicidal.

Coping with Remission
Sadly, one of the toughest things for consumers to deal with is complete remission of both
illnesses. The consumer who was medicating his pain and hiding from the world may suddenly
realize how many years have gone by and what a mess his life is. He may feel ill-equipped to do
anything about it.
Recently a consumer celebrated two years of continuous abstinence from crack addiction. While
he was excited to have reached this plateau, he was also somewhat disheartened. He saw that he
had wasted many years of his life getting high. He looked around and saw that the neighborhood
he had grown up in was now a war zone. Many people he loved were addicted, infected, or dead.
He knew there was no cure for his mental illness or his addiction, and that he would have to
manage both for the rest of his life.
Usually he was very excited about his recovery, but sometimes it seemed easier just to think
about settling back into drug abuse. “I’m glad I saved my potential. But some days it’s a struggle
just to get to a meeting. ‘Potential’ just seems like a nice thing I won’t ever have the energy to
use,” he said.
He worried that he was becoming depressed. He needed reassurance that what he felt was
appropriate to his circumstances and that not all feelings are part of mental illness. He had been
getting high for so long that he described his feelings as “lurking out there.” His feelings seemed
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alien, and initially he wanted to have the dosage of his psychotropic medications raised as high
as possible. It was only with time that he learned to accept certain feelings as part of the human
condition.
He also learned that painful feelings can be useful. Often depression, sadness, and pain spur
people into making changes in their lives. If they are smart, they make changes that are
incompatible with a substance-abusing lifestyle.
Talking about feelings helps the consumer make sense of his experiences. Because feelings can
seem so alien to a consumer, he may not be quite sure what he is feeling. More often, he may not
be sure if his feelings are appropriate. It may help if you normalize or validate his feelings by
pointing out that many people would feel as he does given his circumstances. If appropriate,
share your own experiences.
A consumer who had cancer was told that with treatment her chance for survival was fifty-fifty
at best. She opted not to be treated and died. One of her friends became very quiet and
withdrawn. He quit speaking in group. As time passed and he maintained his reserve, his
clinician became concerned that the consumer was getting very depressed. After much prodding,
the consumer revealed that he was not depressed. He was not sure what he felt. With the help of
his clinician, he began to see that he was angry and simply ashamed to admit his anger. He was
also grieving the loss of his good friend.
This consumer harbored a deep resentment toward his deceased friend. His clinician was able to
normalize this by pointing out that for a time, she, too, was very angry with the deceased woman.
They agreed that they both missed her and perhaps that was part of their feelings of anger and
grief. Together they were able to normalize their feelings by talking about them.

Managing Addiction Issues
Helping the consumer manage and recovery from a substance use disorder may involve a number
of issues and interventions on your part. These issues may include helping the consumer with
any of the following:2-3
•
•
•
•
•
•
•
•
•
•

Overcome denial and accept the substance use disorder
Work towards abstinence from illicit drugs, non-prescribed drugs and alcohol
Learn to identify triggers and manage cravings or desires to use
Develop skills to manage people, places and things
Learn ways to resist social pressures to use substances
Managing emotions
Changing thinking
Build a recovery network of people and organizations that can aid recovery
Engage in a recovery program and use social support (e.g., 12-Step Programs)
Learning strategies to reduce relapse risk or intervene early in a lapse or relapse

For consumers with a physical dependence on substances, they will need help to safely
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withdrawal from these substances. This is best done in a supervised medical unit of a hospital or
psychiatric unit.

Withdrawal from Addictive Substances
If a consumer is physically dependent on alcohol, sedatives/anxiolytics (benzodiazepines and
barbiturates) or opioids (also called narcotics), he may require detoxification to safely withdraw
from these substances.4 Addiction to multiple drugs may produce significant withdrawal to one
or all of the substances used. A consumer is more likely to stop using addictive substances if he
receives medical help to control withdrawal symptoms. Detoxification can prevent serious
consequences such as seizures and dehydration.
There are several roles you may plan in helping the addicted consumer. These include educating
him about physical addiction and when detoxification is needed for medical safety, assessing his
need for medical detoxification, facilitating entry into a detox program (usually on a medical unit
of a hospital or psychiatric unit if severe enough psychiatric symptoms are present to require
inpatient hospitalization), collaborate with detox caregivers if possible and help the consumer
follow an ongoing recovery plan.
While many symptoms are common when a client is detoxifying from addictive substances,
everyone is different in the specific symptoms they experience and how they feel during detox. It
is important for the consumer to be monitored closely by medical professionals to keep him as
comfortable as possible, offer support, answer questions about addiction, and help him devise a
recovery plan to follow after finishing detox. Detox in and of itself has limited value if not
followed by ongoing treatment and recovery.
Withdrawal from alcohol and other drugs can be very unpleasant, but in most cases it is not life
threatening. Each program should have a policy on detoxification. It should not be up to the
overnight residential counselor to decide whether a consumer should “sleep it off ” or be taken to
an emergency room. It is better to have medical staff decide in advance when medical help is
needed. If, for example, the consumer had medical complications in the past from substance
abuse, then there should be a plan in place to deal with his continued use or withdrawal. The plan
may be as simple as saying that he will be taken to the emergency room any time staff suspect he
has been abusing alcohol or other drugs. More complicated plans might include hourly
observations or consultations with physicians. Whatever the plan is, it should be explained to the
consumer and agreed upon in advance.
When in doubt, take the consumer to detoxification. If he does not need to be detoxified, he can
be sent home. You may feel somewhat foolish when he is sent home, but that feeling is not half
as unpleasant as the sinking feeling that you will experience when the ambulance comes to a
screeching halt in front of your building. Always err on the side of being safe. Even if the
consumer resents being “dragged” to the emergency room or detoxification center, you have at
least shown concern.
Following is a review of symptoms of withdrawal related to various substances.5
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Alcohol withdrawal symptoms may occur when the consumer reduces the amount of alcohol used
or stops drinking completely. Alcohol withdrawal symptoms usually begin within 6-48 hours
after the last drink, or when the consumer’s blood alcohol level starts dropping or getting close to
zero. Withdrawal symptoms may last 3 to 10 days. Two groups of symptoms occur. The most
common is the Alcohol Withdrawal Syndrome, which includes:
•
•
•
•
•
•
•
•
•
•
•
•
•

Insomnia
Sweating
Trembling or the “shakes”
Nausea
Vomiting
Headache (a feeling like there is a band around your head)
Tingling in fingers or toes
Easily startled by loud noises or voices
Anxiety or the “jitters”
Irritability
Flushing of face
Increased heart rate
Increased blood pressure

Delirium Tremens (called the “DTs”) is more dangerous and includes these symptoms:
•
•
•
•
•
•
•
•

Extreme disorientation (confusion)
Profuse sweating
Fever
Nightmares
Possible seizures
Severe increase in blood pressure
Hallucinations, which is feeling like there are insects crawling on you or seeing
snakes or hearing things that are not real
Heart failure, dehydration or suicide can also occur

This is why it is critical for a consumer with a history of seizures or DTs to be hospitalized for
medical treatment. Medical detoxification in a hospital can prevent the occurrence of seizures
and DTs. All of these withdrawal symptoms can be controlled and prevented by anti-anxiety
medication (benzodiazepines) or other medications (anticonvulsants are sometimes used).
The symptoms of withdrawal from sedatives (benzodiazepines and barbiturates) are similar to
those of alcohol. Whether or not the withdrawal syndrome is more severe depends upon how
long and how much of the drug was used, and how quickly the drug is cleared from the body.
For example, benzodiazepines like xanax and ativan are eliminated quickly from the body;
therefore, withdrawal symptoms occur within few hours after the last use and may last a few
days. In general, withdrawal symptoms from benzodiazepines are less severe than those observed
from barbiturates.
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The most common opioids (also called opiates or narcotics) causing addiction are street drugs
like heroin, and prescription drugs such as Fentanyl, Oxycontin, Percocet, Vicodin, Oxycodone,
and Methadone. Once dependent, when you stop taking any opioid drug you will experience
withdrawal symptoms.
Withdrawal from opiates can be very uncomfortable, but is not life threatening in the same way
as alcohol or benzodiazepines, which can cause seizures. Opioid withdrawal is similar to a
moderate or severe case of flu. It starts within 8 to 10 hours after the last dose of heroin, and
within 48 to 72 hours for longer acting opioids like Oxycontin and Methadone. Withdrawal
symptoms peak within a few days and resolve usually within a week. Some less severe
symptoms can linger for weeks with longer-acting opioids like Methadone. The following are
symptoms of withdrawal from opioid drugs:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Chills
Sweating
Flu symptoms like runny nose and eyes
Sneezing and yawning
Insomnia
Anxiety
Irritability
Muscle twitching
Restlessness in your legs; feeling that you can not get your legs to stop moving
especially when you try to sleep; kicking movements (“kicking the habit”)
Body and joint aches
Stomach pain
Loss of appetite
Cravings
Nausea
Diarrhea
Piloerection (goose bumps)
Increased blood pressure
Elevated body temperature
In severe cases vomiting and dehydration that require immediate attention

Each person experiences withdrawal somewhat differently in terms of symptoms and severity of
these. Anxiety, insomnia and restlessness are the most uncomfortable withdrawal symptoms.
Many people fear these symptoms will never go away, but they eventually will. In some cases
certain withdrawal symptoms may remain, but the medication will make them more bearable.
Many consumers with an addiction have not slept normally for a long time. Therefore, their
sleep may not return to normal in just a few days. It took time to develop sleep problems, and it
will take time to improve sleep. They can benefit from sleep hygiene interventions (these are
behavioral and cognitive strategies to help people improve their ability to sleep).
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Withdrawal from other substances like stimulants (cocaine, methamphetamines) and marijuana
can occur. This is not medically dangerous as withdrawal from alcohol or sedatives.
Detoxification requires no treatment other than abstinence from these substances. Stimulant
withdrawal includes fatigue, sleep problems, appetite problems, agitation, anxiety, depression
and even suicidal thoughts, and cravings. Marijuana withdrawal may not cause major discomfort
and includes anxiety, irritability, sleep problems, lack of motivation, appetite problems, and
cravings.

Staying Safe
Not addressing substance abuse can become a safety issue. The more often someone attends a
program under the influence of alcohol and other drugs, the greater the chances she will act out,
possibly endangering you or other consumers. Intoxicated consumers can be emotional land
mines waiting to go off at the slightest provocation. If not confronted, they may go off on
another consumer or an unsuspecting colleague. Even if you fear them “going off ” on you,
confront consumers who are under the influence. Consider yourself part of the “bomb squad.”
Someone thought to be intoxicated should be told in no uncertain terms why she is suspected to
be under the influence of substances. If you think she has been using alcohol, perform a
breathalyzer test. If it registers any alcohol use, remove her from the building. If she is likely to
have medical complications, try to steer her to a hospital emergency room or detoxification
center. If the complications are life threatening and she refuses to go, consider involuntary
commitment.
Do not try to reason with someone who is likely to be under the influence. It may make her feel
that even though she has been using alcohol and other drugs, she is still rational—otherwise why
would the professionals still be trying to reason with her? It can be dangerous. Consumers using
alcohol and other drugs are usually more impulsive than those who are sober.
If the consumer has been using something other than alcohol, try to get a urine sample. But ask
yourself first, “How likely is it that I will end up wearing the sample?” Always err on the side of
dryness and safety. The reason for getting the sample is to have concrete evidence of substance
abuse, but treatment can still be provided without it. Remember to confront consumers for safety,
but safely confront them.

Identifying Triggers and Managing Cravings
Cravings affect recovery, especially ones that are intense or unexpected.6 A body used to a
certain substance often reacts when that substance is taken away. And reminders (“cues”) of the
substance pop up everywhere. These cues can be external (in the environment) or internal (in
thinking). A newly recovering alcoholic who was a beer drinker cannot watch TV without
hearing a sales pitch on the virtues of beer. As he watches a sporting event, breaks in the action
are filled with images of new brews that are cold, frozen, dry, or just different.
Since a consumer may complain of experiencing cravings “out of the blue,” it helps to plan in
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advance what he will do if he experiences cravings. Part of the plan may include waiting for the
cravings to pass, getting busy, considering the consequences of using alcohol and other drugs,
eliminating the cause of the craving, calling someone in recovery, going to a Twelve Step
meeting, and learning to deal with feelings.
The simplest solution is often to wait for the cravings to pass. Cravings usually are short lived.
Point out that cravings reach a peak and then subside. Wait long enough and they will go away.
Give in to them, and the craving may be even worse the next time.
A consumer may perceive cravings for substances as long lasting. The worst thing he can do is
to sit and think about the craving. Advise him to get busy when he experiences cravings.
Encourage him to do something to take his mind off the craving. One consumer joked that “clean
time” really referred to time in his apartment. Whenever he experienced cravings at night, he
would clean his apartment. Scrubbing the linoleum in front of his toilet brought back memories
that chased away his craving for alcohol and other drugs.
Suggest doing something with another recovering person, if at all possible. Sometimes a
consumer may have cravings late at night when no one is available. In this case he may have to
find something to do until the craving passes. For example, advise him to try to get to sleep.
Even the most addicted person finds it difficult to use alcohol and other drugs in his sleep.
Sometimes a consumer can be very creative in dealing with cravings. A man who associated his
cravings with a particular corner of his apartment would stand in front of that corner and curse
his cravings. While this may seem odd, it worked for him.
Another consumer woke up missing the first marijuana high of the day and thinking a lot about
it. So he decided to walk to help curb his craving and take his mind off it. Each morning he got
out of bed, put on sweatpants and a shirt, and went walking until the craving passed. At first, his
walks were tortuous. With each step he would tell himself he was not going to “pick up” the first
joint. As time went on, his walks got to be more and more enjoyable. The surprise bonus for him
was that he began to lose weight.
One of the best strategies the consumer can use is to call someone else in recovery who has
experienced cravings. The recovering person may have helpful suggestions. Or he may have
been through the same situation and can encourage the consumer to “tough it out.” Often simply
talking about cravings helps to decrease them. Encourage consumers to get phone numbers of
others in recovery and to keep a list of telephone numbers for local Twelve Step groups, hotlines,
and their treatment facility by their phones or in their wallets.
Going to a Twelve Step meeting often helps. Meetings provide a safe haven from substances and
a place for consumers to talk about their cravings. They’re also a great alternative to bars
because they provide a place to socialize and find support.
Teach consumers to consider the consequences of using alcohol and other drugs. It helps to
compile a list of things that have happened when the consumer was abusing alcohol and other
drugs. Help him list the things that might happen if he gave in to the craving. This list can be
used to decide whether getting high is worth the potential consequences. This cost-benefit
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analysis allows the consumer to ask himself, “What do I get out of using alcohol and other
drugs? What does it cost me?”
Sometimes a consumer can link cravings to a specific trigger. In the past he may have used
alcohol and other drugs to deal with unpleasant feelings and events. When these feelings and
events occur, he may find himself craving substances. Teach people to identify anything that
might stir up cravings, and teach them strategies to cope without using.
One man used to get high watching late-night movies. When he first quit using alcohol and other
drugs, he started going to bed early, not staying up late to watch movies. After several months of
abstaining from alcohol and other drugs, he began to stay up later and later. “Out of the blue” his
cravings returned. After he realized he was following old patterns, he was able to identify the
source of his cravings. He gradually learned to watch movies without strong cravings.

Managing High-Risk People, Places, Things and Events
Consumers face many potential pressures to use substances from people and events.7 Pressures
can come from many sources including family members who may not understand the potential
negative consequences of the consumer using substances again. They may even mean well when
offering alcohol to a consumer. For example, a consumer’s uncle who suggests that she “have a
beer,” has probably never been hospitalized because of the alcohol and other drugs the consumer
used and how substances impact on symptoms of the mental disorder.
Consumers can benefit from identifying high-risk people, places and events as well as how these
impact on their thinking and feelings. In early recovery, a helpful strategy is avoiding high-risk
people, places and events. There is no reason to go to bars if the consumer is trying to stop
alcohol use. There is no reason to go to parties or places where people are using drugs if the
consumer is trying to stay drug free. There is no reason to hang with friends getting high if the
consumer is trying to stay sober.
Sometimes a consumer will feel pressured to use alcohol and other drugs by people she cannot
avoid. If she lives with a substance abusing parent, she may feel pressured to resume her own
consumption of alcohol and other drugs. Try to convince the consumer that she is endangering
her newfound sobriety. Point out to her and to the other person that she is very vulnerable to the
effects of alcohol and other drugs. The consumer needs a place to be other than around someone
who is pressuring her to use. Try to provide a place at your facility or another agency. (Drop-in
centers can be an excellent resource if the consumer is drug-free.) Friends and family members
may try in a number of ways to persuade the consumer to use substances. No matter what their
argument, certain facts cannot be ignored.
Medications do not mix with alcohol and other drugs. The uncle urging the consumer to use
alcohol and other drugs is probably not taking psychotropic medications. He may have no idea of
the dangers of mixing the two. If there is something wrong with the consumer’s central nervous
system, she may suffer more from the effects of substance abuse than the person urging her to
use alcohol and other drugs. What may be harmless to the person without a mental illness may be
devastating to the person with a mental illness.
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Resisting social pressures to use depends to a large extent on the consumer learning AND using
coping skills such as saying no and not letting others talk her into substance use. Help
consumers practice saying no. Have her describe a situation in which she might feel pressured to
use alcohol and other drugs. Help her learn how these situations affect her thoughts and feelings,
which in turn impact on her decision to use or not use. Then “play out” the scene in a behavioral
rehearsal, allowing her to rehearse saying no to substance abuse. It is important that consumers
learn refusal skills before they feel pressured to use alcohol and other drugs. This may require a
lot of practice until they are comfortable saying no.
Practice in group sessions is helpful as consumers can learn from each other. They can learn
from each other different ways of saying no (in terms of words used, tone of voice and other
verbal and non-verbal ways of communicating).
A related issue is helping the consumer deal with pressures to stop taking psychiatric
medications. Some people, even those in recovery, may insist using a psychotropic medication
is not in the best interest of the consumer. Some peers in recovery generalize and think “all
medications” should be avoided, even those used for psychiatric disorders. The problem relates
to some extent to the common pattern of misuse of certain types of prescription medications
(especially pain medicine and anti-anxiety medications, since both types of the medications are
physically addictive and often used inappropriately by some consumers in recovery.

Relationships and Social Support
Ongoing recovery from dual disorders goes better if the consumer has supportive relationships
and a social support system.8 Positive relationships are associated with improved mental health
for many consumers. To establish and/or maintain these relationships, consumers need to use
goo communication skills such as listening to others, being respectful in how they talk with
others, and sharing their thoughts and feelings in ways that are appropriate. Relying on others
for help is a good way of letting others support recovery.
Family and social support help the consumer in many positive ways. Families are more likely to
support the recovery of the addicted member if they are engaged in treatment and have an
opportunity to ask questions, share their concerns and experiences, learn practical coping
strategies and learn behaviors to avoid. This is more likely to occur if the consumer understands
his impact on the family and makes amends for some of the adverse effects on the family.
Consumers can be educated, oriented and prepared to get actively involved in support groups such
as AA, NA and DRA. Active involvement refers to attending meetings, getting and use a sponsor,
and using the “tools” of the program. If a consumer has tried AA, NA or DRA and does not feel
these programs benefit, try to find other recovery programs.
Help them develop a network of support to make their recovery a “we” process. Sponsors, other
recovering peers in mutual support programs, supportive friends and family members may become
part of an individual's support network.
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Following are some suggested steps for helping clients develop a support network. First, the client
needs to identify people and organizations to involve in or exclude from this network. Others who
abuse substances, harbor strong negative feelings toward the recovering person, or who are not
supportive of recovery should be excluded. The client can then determine how and when to ask for
support. Many clients need help learning how to ask for help. This means knowing who to ask,
when, and what to say. The more specific the consumer’s request, the better. For example, “I’m
trying to stay sober from booze so can I call you to talk about this?” Or, “I’m not smoking pot
anymore but get strong urges sometimes. Can I call you to talk about these urges? This may help
me control them."
Behavioral rehearsal can help the client practice ways to make specific requests for support.
Rehearsal also helps increase confidence as well as clarifies thoughts and feelings regarding
reaching out for help. Some clients feel guilty or shameful and question whether they deserve
support from others. Others have such strong pride that the thought of asking others for support is
difficult to accept. Rehearsal may clarify the client's ambivalence regarding asking for help or
support from others. This process also helps the client better understand how the person being
asked for support may respond, thus preparing the client for potentially negative responses from
others.
Some clients find it helpful to put their action plan in writing. This plan can address the
following issues: how to communicate about and deal with relapse warning signs and high-risk
situations; how to interrupt a lapse; how to intervene if a relapse occurs; and the importance of
exploring all the details of a lapse/relapse after the client is stable so that it can be used as a
learning experience. A plan can make both the recovering person and family feel more in control
when and if faced with the possibility of a relapse. This helps everyone take a proactive approach
to recovery rather than sit back passively and wait for problems to worsen.

Managing Feelings (Emotions) and Moods
Research and clinical experience show that inability to manage feelings or moods is the most
common relapse risk factor among many consumers with substance use disorders.9-11 However, it is
not the feeling or mood in itself that leads to a relapse. Rather, it is the consumer’s failure to use
positive coping skills to manage his feelings.
Consumers identify the following feelings that contribute to relapse if they do not manage these in
healthy ways: anger, anxiety or fear, boredom, sadness or depression, feeling empty, loneliness,
guilt or shame. Many consumers have high levels of social anxiety and as a result, avoid situations
involving crowds or groups of people. This includes attending treatment groups or AA/NA
meetings. Consumers will not usually tell you about this social anxiety, they just won’t attend
groups or mutual support meetings.
Many treatment approaches for addiction, mental disorders or both focus on helping the consumer
learn about their feelings and moods, and learn coping skills to manage these as part of their
ongoing recovery. Even mutual support programs recognize the potential impact of negative
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feelings on recovery. The acronym "HALT," cited by AA and NA members encourages individuals
in recovery not to get too Hungry, Angry, Lonely, or Tired..
Interventions for managing negative feelings or emotional states depend on the issues and needs
of the consumer. For example, strategies for dealing with depression that comes with the
realization that addiction caused havoc in one's life may vary from those for dealing with
depression that is part of a psychiatric disorder such as bipolar or major depressive illness.
Interventions to help the consumer who occasionally gets angry and uses substances may vary
from those needed to help the consumer who seems to be an “angry person” and gets upset too
often at too many things (often little things).12 One consumer may need help expressing anger in
healthy ways. The other, the chronically angry consumer, needs to learn to contain angry
feelings, since these are often expressed in ways that cause problems in their relationships. This
consumer can benefit from learning how to stop, challenge and change angry thoughts. The
chronically angry person may also benefit from seeing his or her angry disposition as a
"character defect." Therapy, counseling and/or use of the Twelve-Step program of AA and NA
may help the client modify behaviors associated with this trait.
Anger management problems are also common among consumers with different types of
personality disorders. For example, many women with borderline personality disorders
internalize their anger and hurt themselves by cutting or burning themselves or overeating. Men
with antisocial personality disorders often externalize their anger and use it to lash out at others
either verbally or physically. They need to learn ways to contain and handle their feelings in
healthy ways. This takes time, effort and practice.
Interventions for consumers who report chronic boredom or feeling empty may also vary. One
consumer may need help in learning how to structure and use free time or how to have fun
without drinking or partying. Another consumer may need help in developing new relationships
or finding new activities that provide a sense of meaning in life and an emotional connection to
others. The client may also need change his believes about fun, excitement, and what is
important in life. Some consumers will “miss the action” of drinking as well as bars or drinking
events, or miss using drugs or being with others getting high.
Some consumers’ problems managing feelings or moods may be due to a psychiatric disorder
than needs evaluated and treated.13-19 There are high rates of depression, bipolar and anxiety
disorders among clients with substance use disorders. Many with anxiety disorders have
depression, and many with depression have anxiety. Mood problems may be a result of a
psychiatric illness rather than the effects of addiction or the problems caused by it.

Changing Thinking
Problems or errors in thinking (sometimes called cognitive distortions) are associated with
psychiatric, substance use and dual disorders.20 These can contribute to negative feelings or
mood problems. Many counseling approaches aim to help consumers learn to think differently
so they challenge thinking causing problems and use more realistic thinking. Twelve-Step
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programs refer to negative or problematic patterns of thinking as "stinking thinking.” AA and
NA suggest that recovering people need to alter their thinking if they are to remain sober.
You can help your consumers’ recovery by teaching them to identify their inaccurate or negative
thinking patterns or cognitive errors. A few examples include black-and-white thinking (seeing
things one way or the other, with no grey area between these extremes), awfulizing (expecting
the worst to happen), catastrophizing (viewing things much worse than they really are), making
mountains out of molehills (making little things seem like they are big or serious problems) and
so forth. Help the consumer evaluate how these ways of thinking affect recovery and relapse.
Clients can then be taught to challenge their thinking errors or specific negative thoughts.
One strategy is to have the client discuss or write down: (1) specific relapse-related thoughts
(e.g., "relapse can't happen to me"; "I'll never use alcohol or drugs again"; "I can control my use
of alcohol or other drugs"; "a few drinks, tokes, pills, lines won't hurt"; "recovery isn't happening
fast enough"; "I need alcohol or other drugs to have fun"; and "my problem is cured"); (2) what
is wrong with such thinking in terms of potential impact on relapse; and (3) new self-statements
or thoughts that counteract negative thinking. Many AA and NA slogans aim to help alcoholics
and drug addicted individuals alter their thinking and survive desires to use substances. Slogans
such as "this too will pass," "let go and let God," and "one day at a time" help the consumer in
recovery manage thoughts of using.

Changing Lifestyle
Consumers benefit from setting goals, using a daily plan of recovery, structuring their free time,
dealing with money or dealing with other lifestyle issues. Some have others addictions or
compulsive behaviors (gambling, sex, internet, etc), which may need addressed at some point in
recovery.
Setting short and long-term goals can help the client focus on something outside of himself.
Goals should include steps to take to reach these, no matter how small these steps are. With no
goals in life, the consumer may flounder and have no sense of direction or meaning.
A recovering consumer may face a lack of structure. Some consumers’ lives have deteriorated to
the point where they have no spouse, house, job, money, or hobbies. How are these folks to
structure their time? Some of them discover that, like many people who abuse substances, they
spent much of their time obtaining, using, or recovering from the effects of alcohol and other
drugs. Sudden abstinence and compliance can leave the consumer with too much time on his
hands.
The consumer may need to relearn how to use his time constructively. Start with the basics. Is
there anything he likes to do? (You will be amazed at how many people cannot think of one
thing other than using alcohol and other drugs that they like to do.) Reintroduce the consumer to
activities he enjoyed before he developed a mental illness or began using alcohol and other
drugs. Help him identify and participate in new activities, preferably ones that are easily learned
and do not require great amounts of patience. The consumer needs a variety of leisure activities
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that he can do anytime, anyplace, in any weather, by himself or with others. Activities that bring
a sense of connection with others are good as are those that bring meaning to the consumer’s life.
See the consumer as often as possible in his early recovery. It is important that he have
something to do other than sit around wishing he could get high. Help him plan each and every
day. Be as specific as possible. Help him establish a routine. Addicts with years of recovery talk
about being on “autopilot” and using a routine that keeps them moving during tough times. One
man with eight years of sobriety lost his father in a car crash. He reported that his body insisted
on going to AA meetings when his mind wanted to stay home and drown his sorrows.
A consumer may balk at the idea of structuring his day with activities at the treatment center. If
so, use this resistance to steer him to non-institutional meetings and the recovering community.
Encourage him to attend Twelve Step meetings or mental health support meetings in the
community. It is a chance for him to meet people who understand his need to abstain from
alcohol and other drugs. More important, he may meet people who structure their lives around
their recovery. What may truly amaze and impress the consumer is that many of these people
have fun without alcohol and other drugs. They are sober, not somber.
Some consumers need help with practical lifestyle issues. These include how to use public
transportation, create and follow a budget to manage money, shop for groceries and plan meals,
and keep medical and other appointments. Since addictions to other behaviors (gambling, sex,
internet, etc) are common, you may need to help consumers identify and address these.

Reducing Relapse Risk
Many mental disorders are recurrent or chronic conditions. This means that symptoms may ebb
and flow, and relapses may occur after periods of psychiatric stability. The same holds true for
substance use disorders. Consumers with addictions have a chronic condition at risk for relapse.
You can help consumers teaching them about high-risk relapse factors, identifying their own risk
factors and developing a plan to manage these. Do the same for relapse warning signs, both
general (common with any disorder) as well as illness specific. Other strategies to reduce relapse
risk include getting families or significant others involved in treatment, helping the consumer
learn from actual relapses, and developing a plan to deal with setbacks and emergencies. Many
treatment programs incorporate Relapse Prevention strategies to help consumers with these
issues.

High-Risk Relapse Factors
Many high-risk factors are similar across mental disorders and substance use disorders.21-22 In
addition, each specific disorder may have some unique risk factors that could contribute to a
relapse. It is usually a combination of factors rather than one that leads to relapse. Also, each
disorder can impact on a relapse to the other disorder.
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Some of the more common high-risk relapse factors for mental illness, substance use disorders,
or dual disorders include the following:
•

Failure to adhere to the treatment program: missing sessions, dropping out early or
leaving a program against medical advice.

•

Poor compliance with medications: missing doses, taking too much medicine, stopping
completely, or mixing with alcohol, street drugs or other non-prescribed drugs.

•

Significant change in motivation: not wanting to follow the treatment or recovery plan
AND letting this change in motivation affect behavior in a negative way.

•

Cutting down or stopping participation in mutual support programs: making decisions to
cut down or stop involvement in these programs without first discussing this with a
sponsor, peer in recovery or therapist.

•

Failure to use active coping skills: the key to ongoing recovery is active use of skills
learned in treatment and recovery to deal with the many challenges of recovery. It is
usually not the situation or internal struggle faced by a consumer, but whether or not she
uses coping skills to manage it.

•

Relationship problems causing considerable stress: serious conflicts with family or
concerned others and inability to manage conflicts or problems in relationships.

•

Lifestyle factors and habits: too much free time, lack of structure or direction in life,
failure to address “other” addictions and failure to change habits in daily life.

•

Substance use: even small amounts of use of alcohol or other drugs can affect relapse to
a psychiatric disorder.

•

Psychiatric symptoms: symptoms that worsen or return after a period of remission can
impact on a relapse to alcohol or drug use.

Warning Signs
Warning signs often precede relapse to any of the disorders.23-27 These can show weeks or
months ahead of time or shortly before the actual relapse. Knowing how to identify and manage
warning signs of relapse is an important recovery skill. These usually show in changes in any of
the following areas:
•

Thinking processes or thoughts: increase in thoughts of wanting to use substances;
increase in negative, depressed or anxious thoughts; increase in paranoia or delusional
thinking (sometimes small or modest changes occur before a full blown psychotic
relapse); increase in disorganized or racing thoughts; thoughts of wanting to hurt self or
others; or problems concentrating.
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•

Emotions or mood: becoming more sad or depressed, anxious or fearful, bored, angry or
resentful, guilty or hopeless, or feeling empty.

•

Behaviors: changes in daily routine (sleep, eating, or relaxation habits), energy level,
personal hygiene, spending less time with supportive people and more time with highrisk people or events.

•

Involvement in treatment or mutual support programs: as we mentioned earlier, poor
adherence to treatment or mutual support programs is a common risk factor and indicator
the consumer may be headed towards a relapse.

Remember, seldom does a relapse come out of the blue. Help the consumer learn common
warning signs, identify ones unique to him, and then use this information to develop a written
plan that is concrete, specific and doable.

Learning from a Relapse
It is common for a consumer to use alcohol and other drugs after he has made a commitment to
abstain from them. He may need help to get back on the road to recovery. Start by exploring
several questions with the consumer.
What led to relapse? Find out how committed the consumer was to abstaining from alcohol and
other drugs. Did he resist alcohol and other drugs as long as he could? Had he ever been sold on
the idea of abstinence? What people, places, and things did he associate with using substances
this time? Who did he use with and why? Outline the pattern of his substance use and list what
interferes with his efforts to recover.
With this knowledge in mind, ask the consumer, “What could you have done differently to have
avoided this last relapse?” Focus on changing the people, places, and things that led up to the use
of alcohol and other drugs. Explore the internal factors that led to substance use. How was the
consumer feeling prior to using alcohol and other drugs? What was he thinking? What was he
doing or not doing? He may need help in changing his mood, thoughts, and behavior. He may
also need reassurance that he can get back into recovery right away.
Teach the consumer that waking up the morning after a relapse is like surviving a car crash. He
could have been killed. He might have been hurt. Luckily, his body has already been at work
trying to heal itself. It is time for him to put his mind to the project. Outline what happened so
that it does not happen again. It is not a time to get cocky because he survived or depressed
because he slipped. It is time to get to work!

Prepare the Consumer and Family for Emergencies and Setbacks
Since relapses are common with these disorders it helps to develop a safety plan with the
consumer and family so they know steps to take should a setback or emergency occur. In many
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instances, the consumer can use this to intervene early in the relapse process. However, if a
relapse to psychotic, manic or other serious symptoms occur, the consumer may lack the
judgment to know what is happening or what steps to take. Therefore, input and support from
families or concerned others can help immensely.
This plan should address any unique or serious symptoms of the consumer based on past history
(e.g., suicidal thinking or gestures; violence or threats; psychotic symptoms; serious mood or
other symptoms). It can include under what circumstances a family should seek an involuntary
commitment for psychiatric care. Once a consumer is stable from an emergency or setback, the
clinicians can review it in detail and help the client learn from this experience.

Case Illustration: Keep Trying
Kathy was a single mother of an eight-year-old boy. She loved her son dearly. She also
loved a variety of drugs. She had carried numerous diagnoses. Intellectually, she could
see that alcohol and other drugs were a threat to her mental health and to the welfare of
her son. On several occasions she had made halfhearted “pledges” to stop using
substances. Most often she did this as a condition of her release from a psychiatric
hospital. Kathy was quick to point out that her drug use had, in her opinion, never caused
her any harm. She did not believe that her use affected her son either because she never
used in front of him. When she was hospitalized, her parents kept the boy with them.
One day her father was working in the garden when he suffered a massive heart attack.
Two days later he was dead. Kathy went on a binge that lasted over a week. She woke
up in the hospital with little recollection of the previous nine days.
As her thinking began to clear, Kathy was smacked down by reality. Her father had been
buried without her ever having said good-bye. Her mother had been too depressed to care
for her son. An aunt had taken temporary custody of him and had decided to seek
permanent legal custody. The aunt told Kathy, “Drug addicts and mental patients make
poor mothers, and I’m sorry but you happen to be both.”
In order to be released from the hospital, Kathy had to agree to attend outpatient
counseling for mental illness and alcohol and other drug abuse problems. At her first
outpatient appointment she convinced her therapist that she should only attend once per
month because she needed the time to fight for custody of her son. She also convinced
her therapist that she did not need to attend drug and alcohol groups at the clinic.
“With all the trouble the drugs caused me, do you think I’d be stupid enough to pick
them up again?” Her therapist thought this made sense and handed her an NA meeting
list. Two weeks later Kathy missed a court date because she was drunk. She lost custody
of her son.
She was assigned a new therapist. This therapist recognized that losing her son must
have been excruciatingly painful, but did not, however, accept Kathy’s view that an
unjust legal system had “illegally taken away her rights.” She did not agree to help Kathy
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get her son back. What the therapist said to Kathy was that she would help her learn the
skills she needed to be a good mother. First and foremost, Kathy had to learn to stay
clean from alcohol and drugs, one day at a time.
Once again Kathy asked for an NA meeting list, saying, “I got myself into this mess, and
I am going to get myself out.” Her therapist reminded her that she had tried it on her own
and had lost her son—was she willing to gamble like that again? After much arguing
Kathy agreed to plan out her days. She agreed to attend recovery and Twelve Step groups
at the clinic and in the community. She agreed to a schedule that initially left her with
very few unstructured moments. As she began sticking to her schedule, she was better
able to deal with her cravings. She met people at NA groups who had similar cravings
and were able to talk her through them. She re-established contact with her aunt who
allowed her to visit her son but steadfastly refused to give up custody.
One day in group, Kathy began to sob and could not seem to stop. She left in the middle
of group, went to her apartment, and cried for hours. When she was done, she called her
therapist and said she was going to get drunk. She felt that she had given it her best shot
but even without alcohol and other drugs she was still too depressed to face life.
Her therapist pointed out that as long as she was clean, she had a chance of regaining
custody. She also had Kathy talk about all that had happened prior to group. After much
discussion Kathy realized that she had been thinking about her father for days. Her
therapist told Kathy that when her own father had died she had taken a leave of absence
because she did not think she would be able to deal with other people’s sadness.
Together they made three lists. The first was a list of signals that alerted Kathy that she
needed to be in the hospital. They agreed that Kathy would probably be sad for some
time but that if she saw more than three of her “signals,” she would call her therapist
right away. The second list outlined all the signals that Kathy was going to relapse to
alcohol or drug use. Kathy agreed that if she got too many signals, she would contact her
therapist or an NA member. The third list was made up of all the bad things that had
happened to her when she had a relapse of either illness.
A week later Kathy went on another binge and ended up in a psychiatric hospital.

The Point Is . . .
•

No matter what you do, some consumers will not improve. Alcohol and other drugs are
too appealing, mental illness can be devastating, and sometimes life is tragic.

•

Be happy with doing the best you can. You never know who is going to make an amazing
comeback, overcoming both illnesses to lead a stable and rewarding life.

•

Help consumers plan their day, learn the warning signs of relapse of both illnesses, and
deal with their emotions.

•

Don’t stop paddling.
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Chapter 8
Recovery Slogans
Slogans provide a window to Twelve Step programs. Understanding slogans gives the consumer
a basic idea of how Twelve Step programs deal with day-to-day issues and challenges in
recovery. As a clinician it is important that you understand the slogans in order to help the
consumer apply them to her life. Repeated often enough, they become part of the consumer’s
automatic thinking. They can become the first thought she has when faced with a difficult
situation or the temptation to use substances.
This chapter explains several slogans in depth to illustrate their use in treatment. It is hoped that
by this point you have attended several Twelve Step meetings and are familiar with many of the
slogans. These include:
•
•
•
•
•
•
•
•
•
•

Don’t pick up the first drink or drug
One day at a time
There is no problem so bad a drink or drug will not make it worse
HALT: Don’t let yourself get too Hungry, Angry, Lonely, or Tired
Easy does it
Live and let live
Let go and let God
Sober not somber
First things first
Turn it over

When discussing slogans with consumers make certain you both have the same understanding of
what a slogan means. For example, one consumer thought One day at a time meant “bide your
time until you can get even.” On the other hand, another consumer showed remarkable insight.
She hated taking her medications. The very sight of her pill bottles upset her. So each morning
she got out enough pills for that day, put the bottles back in her medicine cabinet, and said to
herself, “One day at a time.” For her the slogan meant that just for that day she would take her
medications. She would worry about the rest of the bottle another day.

Don’t Pick Up the First Drink or Drug
The most basic of the slogans is Don’t pick up the first drink or drug. The only guaranteed way
not to get into trouble with alcohol and other drugs, the cornerstone of recovery, is not to take
that first drink or drug. Some people can successfully taper off their drug of choice, but they are
rare. Tapering implies control, and by definition, addicted consumers have lost control of their
alcohol and other drug use. Even if someone with a mental illness does not meet the classic
definition for addiction, he may be more vulnerable to the effects of substance abuse.
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Not picking up the first drink or drug eliminates the futile and frustrating attempts to control
substance use. To a consumer, controlled use may mean drinking one beer an hour when he
really feels like drinking two six-packs as fast as he can. To him, controlled use may mean
smoking marijuana only on weekends when he really wants to light up before he gets out of bed.
To him, controlled use may mean confining substance use to certain days and then counting the
minutes of each hour of each day until that long anticipated moment arrives when he can use—
not that he needs it, having abstained for two days, twenty-three hours, and seven minutes.
Not picking up the first drink or drug eliminates the need to switch from drug to drug, brand to
brand, and place to place. How many people eliminate their problem by switching from gin to
vodka, cocaine to speed, hash to marijuana, and so on because the “real” problem is a lowquality brand, the wrong bar, or a dishonest dealer: “He gave me some bad stuff—that’s the
problem”?

Food for Thought
Some clinicians balk at the suggestion of abstinence from alcohol and other drugs. Perhaps they
have personal issues with abstinence. If so, they are missing the point: for many consumers,
using any substances and avoiding psychiatric symptoms are mutually exclusive. Consumers
may have different issues than clinicians (psychotropic medications, more dire consequences, a
built-in reason to use alcohol and other drugs, and an existing CNS dysfunction). Some
consumers lack the judgment to decide how much is too much. Clinicians should not judge
consumers’ use of alcohol and other drugs by their own standards or values.
Don’t pick up the first drink or drug is the opposite of the “might as wells.” Teach people that a
“might as well” attitude leads to relapse. It is a mistaken assumption that relapse is just around
the corner and nothing can be done about it; it is a way for the consumer to excuse himself from
responsibility. Not picking up the first drink or drug guarantees that no damage will be caused by
that substance. It greatly improves the chances for serenity and sobriety by providing a rallying
point: “No matter what happens I’m not using!”
A consumer may believe he will lose his sobriety the first time he fights with his spouse or
attends a social function where alcohol is served. He may say, “I’m sober now, but what about
when the kids start acting up?” He is slipping into the “might as wells.” It is your job to help him
see that no matter what happens, he has the option of not picking up the first drink or other drug.
Don’t pick up the first drink or drug is the simplest part of Twelve Step recovery programs.
Consumers have no difficulty understanding this slogan, and nothing could be more concrete. In
reviewing why someone relapsed, trace the steps that led up to picking up the first drink or drug.
It does not matter how much was used or when the consumer ran into problems. The battle was
already lost the first time the consumer tried to control his use of substances.

One Day at a Time
One day at a time is a slogan rich in meaning. Here are some of them.
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•

The past is not now. Many people in treatment for mental illness and substance abuse
have horrific pasts. They have spent time in jails, in hospitals, and on the streets. No
matter how well things are going now, they may jump at the shadow of their not-sodistant past. It is as if they do not want to get too happy for fear the past will drag them
back. Teach people that being happy today builds a happier past. Enjoy today and they
can remember it gladly. (Borrow sorrow from yesterday and pay the interest on it
tomorrow.) Live one day at a time!

•

The future is not now. A consumer may fear the future and see no other choice but to start
worrying about it now. Remind her that unlike the past, she has some control over the
future. Having learned from past mistakes, she is better equipped to deal with the future.
She can face it sober. Chances are that without alcohol and other drugs she will be more
stable on medications and less likely to be hospitalized. New psychotropic medications
(Zoloft, Clozaril, and Risperdal) offer hope for a less symptomatic life. If she gets
involved in treatment, she stands a better chance of getting the support she needs.
Worrying about tomorrow is like paying interest on money not yet borrowed. Teach
consumers not to worry about the future, but to live and prepare for it one day at a time.

•

Only take a day’s worth. When someone who has not felt good in years finally
experiences stability and serenity, she may be gung ho to get her life back on track. A
consumer who has not picked up a book in ten years suddenly decides that eighteen
college credits, two NA meetings a day, a part-time job, and a battle to regain child
custody ought to just about fill her schedule. She is suddenly trying to squeeze ten years
of life into the next twenty-four hours. She is equally frustrated that she cannot get an
advance on tomorrow. Soon her frustration turns to horror as she realizes she is “failing”
again. Guess where she may turn for comfort?
Help her set realistic goals and decide how much closer she could reasonably expect to be
to that goal twenty-four hours from now. Help her forget the rest of the work needed for
that goal. She can work on her goals one day at a time, one day’s worth at a time.

•

It will pass. Sometimes today is no day at the beach. But like most things, today will
pass. Problems will pass, symptoms will pass, the urge to use alcohol and other drugs
will pass. The trick is to get through the next twenty-four hours (or next hour) without
picking up a drink or drug or doing something else that will make tomorrow worse.
Tough times pass one day at a time.

•

Postpone that use. Another AA and NA slogan points out that There is no problem so
bad a drink or drug will not make it worse. Teach consumers to put off using alcohol and
other drugs. If a consumer cannot postpone using for twenty-four hours, ask her to wait
one hour. At the end of an hour she can decide to wait another hour. She already knows
she can go an hour without using because she has just done so. Many recovering addicts
will tell how they got through tough times an hour or even five minutes at a time.

•

Serenity and sobriety are one day closer. Early recovery can be very difficult, but as time
passes it gets easier. There is no way of knowing how much time has to pass. It’s only
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known that things do get better one day at a time.
•

Savor today. Even on the worst of days something usually goes right. On good days it is
easier to overlook all the pleasant experiences contained in a day. Teach consumers to
savor each and every reward from sobriety. Clean clothes, somewhere to be, good coffee,
and a good meal are all examples of rewards that are too often overlooked. Ask the
consumers what is going well today. Even if it was the same thing that was going well
yesterday, try to get them to appreciate it again today. Help consumers relearn to enjoy
their lives one day at a time.

Hungry, Angry, Lonely, or Tired (HALT) and Other Slogans
Don’t let yourself get too Hungry, Angry, Lonely, or Tired. Advise the consumer not to become
too Hungry, Angry, Lonely, or Tired. Many consumers live on coffee, cigarettes, and junk food.
They isolate themselves and experience sleep reversal (staying up all night, sleeping all day).
Their lives have not gone the way they planned and they are understandably angry. The slogan
HALT can help with their first steps in unraveling some of their negative emotions. Just
improving nutrition and sleeping habits can make a world of difference.
Case Illustration: Easy Does It
Tina was a forty-five-year-old divorced mother of three. “Major depression” was listed
as her primary diagnosis along with a note that her recurrent cocaine abuse may have
been an attempt to self-medicate. All of her children were in foster care. She was
hospitalized after her second suicide attempt. In ten years she had experimented with
a variety of substances but preferred cocaine. After spending all of her inheritance on
cocaine, she began to prostitute herself to obtain money for drugs. It was common for
her to be hospitalized with severe depression after a cocaine binge. Prior to discharge
she began meeting with outpatient and residential staff. She was eager to “get back to
her life.”
In formulating discharge goals, Tina listed staying clean, regaining custody of her
children, obtaining a masters degree, finding a job, and buying a house. She attended
NA meetings at the hospital but after two weeks reported that she had done all the
Steps and felt no better. She could recite several of the slogans but did not see their
relevance to her life.
Since, in this case, residential staff would spend more time with Tina than any other
members of her treatment team, it was decided that the residential counselor would
help Tina become more connected with NA. The counselor arranged to have meeting
participation be part of Tina’s agreement to live at the community residential program.
On her first day of treatment the counselor presented Tina with a meeting list and a
quiz regarding slogans. When she could identify all the slogans on the sheet by their
initials, he agreed to provide a gift certificate from a local store. They agreed that for
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the first thirty days her main goal was to wake up clean and go to bed clean. In that
time she agreed to keep all appoint-ments at the community mental health center and to
attend one NA meeting per day. He agreed to either accompany her or provide
transportation to each meeting if it was the first time she was attending.
By the third week she could identify all of the slogans. After the initial thirty days she
was able to reevaluate her goals in light of what she had learned. Tina decided that
getting a masters degree was not as important to her as getting her children back. She
felt this fell under the slogan Easy does it. Still, school was important to her and she
decided to take at least one class each semester: But do it. She also decided that she
would not reach any of her goals if she returned to cocaine abuse: First things first.
Unfortunately, she would become depressed thinking about how long it might take to
get her kids back and buy her own home. She and the residential counselor would
discuss taking things One day at a time.
By three months slogans had become part of her automatic thinking. As she was
discussing a problem she would talk about the slogan that applied. Sometimes her
frustration would mount; still she stayed with the program.
Tina relapsed eighty-five days after she was released to the community residential
rehab and ended up back in the hospital. Then she began attending NA again and
remarked that she was starting over One day at a time. She put together one year of
clean time.

The Point Is . . .
•

The slogans apply to many situations. They can help the consumer stay on track in
recovery.

•

When consumers relapse, a knowledge of the slogans can help them to start over and set
realistic goals for themselves.
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Chapter 9
Timelines and Denial
Denial is an unconscious defense mechanism that may prevent the consumer from seeing and
accepting the severity of his substance use disorder. It can be the biggest stumbling block in
working with the consumer. Reviewing the details of the consumer’s history, sharing this with
peers in group, completing checklists of symptoms of addiction are a few practical ways of
trying to help the consumer work through denial.
While there is no easy way to address denial, a timeline can be very helpful. An example is
provided later in this book. Use the information from the ongoing assessment to write a history
of the consumer’s involvement with institutions. In the far left column, list the dates when the
consumer was hospitalized, jailed, involved with a child protective agency, left school, or was
involved with some other institution. List the institution next to the dates and whenever possible,
the location of those records.
Next to the institution, write a brief summary of what was going on when the consumer was
involved with the institution. Print the letters PPT across the top to remind him of the slogan
People, places, and things. Keep this summary as objective as possible. If the records show that
the consumer had a blood alcohol level (BAL) of 0.15, list that empirical fact rather than writing
that he was intoxicated. You do not know he was intoxicated, but you do know that his BAL was
0.15.
Sometimes the most objective data you have is fairly subjective—list it anyway. For example, if
you have a police report that says the officer believed the consumer was drunk but that no tests
were given, write “Police believed you were intoxicated.” Do not list the consumer as having
been drunk since you do not know that; you only know what the officer believed.
Being objective eliminates much of the arguing that can bog down an interview. Most consumers
who abuse alcohol and other drugs are adept at derailing discussions about their substance use by
dwelling on minute details. Whether or not a consumer was intoxicated on a given day in a
twenty-year history of substance abuse can become a weeklong argument.
Next, list the substance used. Here again, write only what you know. If the use of cocaine was
suspected, write “Cocaine, suspected” and a brief summary of why cocaine use was suspected.
Finally, list the consequences of the incident. This part of the timeline may change as the
consumer’s level of denial changes. He may later attribute consequences to drug use that he
initially blamed on people or institutions. As his thinking clears, he may remember more about
an incident.
When the timeline is completed, sit down with the consumer and review the role of substance
abuse in his mental illness and other aspects of his life. If he still loves his substance, the
105

consumer may fight you every step of the way. He might attribute five straight hospitalizations,
all of which occurred while using his favorite substance, to coincidence: “Cocaine had nothing
to do with it; it just happened that way.” Often he will blame the hospitalizations on forces
beyond his control: “It wasn’t the booze; the hospital had a quota to meet.” He may blame it on
the people around him: “It’s my mother’s fault. She heard that people with schizophrenia
shouldn’t drink so she puts me away every time I do.” He will miss the obvious. Having sold his
couch and TV to buy crack he believes his problems stem from a lack of furniture: “You’d be
depressed, too, if you had to sit on the floor and listen to the radio.”
Do not expect the consumer in denial to say, “I see it all clearly now. Your insightful and
detailed presentation has opened my eyes; I shall never use again. God bless you and the
wonderful work you do.”
More likely, the consumer will justify each event. Your job is to plow ahead, presenting the
timeline as the reason you believe the consumer needs treatment, medications, and/or abstinence
from all substances. Even if he dismisses all of the incidents, often a seed of doubt is planted and
he may begin to see how substance abuse causes problems.
Some consumers know they have a problem. For them the timeline is a way of focusing on just
how much damage they have done. It helps clear up fuzzy thinking and drive home the point
that alcohol and other drugs are not helping them.
Review the timeline periodically. Add new information before the consumer has the opportunity
to rationalize his substance abuse. For example, update the timeline the day after he is
hospitalized. It is best to catch him while he is still hungover and clear that he was trying to kill
himself. A week later he may write on his timeline that he “had a few beers and scratched my
wrists to get attention.”
A consumer may remember things differently as his thinking clears. Updating the timeline gives
him a chance to reconsider some of the ways alcohol and other drugs have hurt him. He may
decide that his first marriage never would have ended if he had taken his medications rather than
smoked marijuana. Or he may decide he never would have married a drug dealer if he had not
been abusing alcohol and other drugs. Both are a far cry from his initial belief that his marriage
ended because of meddling from the police, child protection agencies, and the mental health
system.
Reuniting an event with the original emotion is a primary reason for doing the timeline. When an
event is tied to its original emotion, it becomes part of one’s personal history, the realistic recall
of life events. When divorced from the emotion, it becomes part of one’s personal mythology.
The subtle dishonesty of mythology enables a person to ignore the pain caused by substance use.
If a consumer laughs as he describes being trapped upside down in a car on a snowy highway (“I
was so scared I almost wet myself. But two weeks later I was partying in my car again. It will
take more than a little snow to kill me!”), he is not remembering emotionally what it was like.
Divorced from the memory of the original emotion, the event becomes mythology.
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If the same consumer had lost someone he loved, he could probably recall with great accuracy
how he felt when he first heard of the death. Some of the old sadness would be reflected in the
recall. The emotion is still tied to the event. Years later he can laugh about a moment he shared
with his deceased friend, but some of the original sadness lingers on in remembering the death.
For him the death is a real part of his personal history.
Your job is to help reunite a given event with its original emotions and to demythologize them.
Ask the consumer how he felt at the time. Probe a little: What does he remember thinking?
What did he say to himself immediately afterwards? Ask him to describe exactly what happened
in as much detail as possible. Try to make the memory and the original emotion as vivid as
possible. However, be careful not to use this technique with people who are decompensating,
whether distraught or psychotic.
Remember, updating the timeline should be an ongoing process that records new events and new
insights. Catch up with the consumer as soon as possible after a negative event and update the
timeline then. Get it down on paper while it is still fresh in his mind.

Case Illustration: Using a Timeline
Suzanne is thirty-four years old and single. She has two children. Her son, Jamie, is
seventeen and lives with foster parents. Suzanne has not seen him in several years. Her
daughter, Alyssa, is five and lives with her father. Although Suzanne can visit Alyssa
as often as she likes, she does not do so unless she is “really together”—she sees
Alyssa about five times a year. Suzanne’s assessment revealed that she has several
goals that are incompatible with the use of alcohol and other drugs. Although she does
not want custody of her children, Suzanne does want more contact. She is afraid,
however, that her children will “misunderstand” her alcohol and other drug use. “There
is a lot of government propaganda out there about booze and pills,” she says. “My kids’
respect is very important to me and I would not want them to get the wrong idea about
me.”
She would also like to go back to school. She has taken classes for her graduate
equivalency degree but has dropped out twice because “the medications make me
stupid.” The first time she dropped out she was on Elavil; the second time, Prozac and
Buspar.
Suzanne wants desperately to be free of her recurrent bouts of depression and anxiety.
To her the term normal means “altogether free of depression.” Unfortunately, she also
considers using alcohol and other drugs part of being normal.
Following is part of her timeline and two excerpts from meetings with her counselor
from the residential program where she lives. The first excerpt exemplifies the initial
review of a timeline. Notice how the counselor does not argue with Suzanne, but
merely presents the facts as she knows them.
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NAME ___Suzanne________
Date
2/1995
2/1996

5/99

10/2001
11/1991

Incident or
Institution
Expelled
from high
school
Admitted to
County
Memorial
Hospital
County
Memorial
Hospital
County
Memorial
Hospital
County
Memorial
Hospital

3/1996

County jail

7/2000

City jail,
County
Memorial
Hospital

TIMELINE
Circumstances
Used
(People, Places,
(Alcohol and Other
Things)
Drugs)
Vomited at school
You reported being
assembly program—
“wasted”
drinking with friends
Took more Valium
Toxicology report
than prescribed
showed dangerous
following the breakup
levels of Valium
of a relationship
Arrested for being
Arresting officer
drunk and disorderly.
reported you were
Transferred from jail to intoxicated
hospital
Took 10 times
Toxic for Benadryl
recommended dose of
B.A.L.=0.19
Benadryl
Toxic levels of Elavil
Six pack of beer/all
and alcohol in your
pills by your report
bloodstream
Possession of a
controlled substance
Picked up by police
after making
threatening statements
to kill yourself and
your children

?????????
B.A.L.=0.27
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Other
Consequences
Forced out of school and
into workforce uneducated
30-day inpatient stay;
mother called child welfare
when pregnancy
discovered
Arrest record; 26-day
hospital stay; lost your job
35-day inpatient stay; not
allowed to return to
parents’ home
3 days on intensive care
unit; 25 days in psychiatric
hospital followed by 91
days at State Hospital
Probation; nobody willing
to post your bail
Jamie heard of the
incident; husband got a
restraining order; 7 days in
jail; inpatient stay in
psychiatric hospital

(Excerpts from Suzanne’s meetings with her counselor)
Counselor: The first time you were hospitalized was in ’96. You had Valium and
Alcohol in your bloodstream. Because of your pregnancy the hospital
alerted child welfare.
Suzanne: See what I mean? The baby wasn’t even born yet and already they’re
saying I’m a bad mother. No one ever gives me a chance.
Counselor: Hospital staff thought you had attempted suicide. They were also
concerned about damage to the fetus.
Suzanne: I got confused. I had a little wine and I forgot how many pills I had taken.
It was an honest mistake. You ever make a mistake? You ever have a glass of
wine?
Counselor: That was right after Jamie’s father took off. So there you are, seventeen, pregnant,
out of school, and depressed. This was one of those times you told me about when
you want to have a few just to get away, right?
Suzanne: I was scared to death. I needed a break.
Counselor: A few beers may have seemed like the answer, but what were the results?
Suzanne: As always, my mother freaked, which freaked the doctors, and instead of
letting me sleep it off they locked me in County in Memorium.
Counselor: According to the records you had a seizure. You were hospitalized for thirty days
and, as you said, child welfare was involved before the baby was even born. Going
into the hospital you were still depressed—you didn’t really get a break. Jamie’s
father was still gone.
Suzanne: You really get a kick out of rubbing this in don’t you?
Counselor: Not at all. I was just thinking out loud how terrible your life must have felt
before you took that first drink. Then as you’re trying to find some peace,
the sky falls in. It’s like that slogan, There is no problem so bad a drink or
a drug won’t make it worse.
Suzanne:
Lots of people drink when they’re down, but you don’t see them getting
thrown in the hospital.
Counselor: That may be true. All I know for sure is that when you drink, bad things
happen to you. I’m betting that if you don’t drink, your life will get a
whole lot better.
Notice that the counselor presents the facts without confusing what was known with what was
believed. She never says Suzanne was drunk or suicidal. She quotes records and sticks to the
recorded facts. The counselor states that the hospital staff believed she had made a suicide
attempt. It is a fact that staff believed this. Whether or not she really tried to kill herself is not
known.
The counselor allows that Suzanne’s life may have looked bleak at the time, but things only got
worse with alcohol. Suzanne treats the whole episode as an error in judgment, thinking a drink
would make the situation more bearable. Instead, it made the situation much worse. The
counselor uses the information to point out the error in judgment and its consequences.
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Never does the counselor imply that Suzanne is a bad person. There is no moral judgment in
anything she says to Suzanne. For example, she never comments on whether child welfare
should have been called. She simply points out that they were called and that alcohol played
some role in their intervention.
Here is the rest of the conversation:
Counselor:
Suzanne:
Counselor:
Suzanne:

Counselor:

Suzanne:
Counselor:
Suzanne:
Counselor:
Suzanne:
Counselor:

So in ’2000 you had a blood alcohol level of 0.27. You were picked up by the
police in front of your ex-husband’s house.
It’s not enough for him that he has Alyssa—he has to put me in jail to feel like a
man.
The police report said you threatened to set his house on fire.
What bullshit. I was just trying to scare him. He knew it too. But once you are
labeled as crazy, they lock you up every chance they get. You know he smokes in
bed? I make one threat that I would never carry out and off I go to the hospital.
He drinks beer and falls asleep with a cigarette in his mouth, and he’s allowed to
have custody. He’s the one who’s a threat to Alyssa’s welfare.
You were taken to the hospital. Your husband got a restraining order and told
Alyssa what had happened. He also got in touch with child welfare who warned
Jamie’s foster parents. When I visited you in the hospital, you were crying
because you did not think Alyssa and Jamie would understand.
They line up to kick you when you’re down. Now my kids think I’m a lunatic,
thanks to that bastard.
When the police picked you up you had a BAL of 0.27.
I never should have been picked up in the first place.
The people you believe are “out to get you” always seem to “get you” when
you’re drinking. I wonder how much trouble you could avoid if you didn’t drink.
I never drink in front of my kids. None of this would have happened if he hadn’t
called the police. It’s not the booze; it’s that idiot I married. Everybody drinks
but you don’t see their ex’s throwing them into the hospital.
Still your children did hear about the episode even if you don’t drink in front of
them. That may work against your goal of spending more time with them and
gaining their respect. That must be hard on you. I wish they could see you on the
days you’re sober, when things are going well.

Again, the counselor does not argue with Suzanne about whether she deserved to be hospitalized.
She merely states what happened and how it hinders Suzanne’s efforts to reach her goals. The
counselor points out that alcohol played a role in her difficulties.
The counselor does not wait for Suzanne to say, “Aha! Your insightful presentation has opened
my eyes. I shall never use again!” She accepts that Suzanne, in denial, will rationalize her use of
substances. She simply continues presenting the facts, planting the seeds of recovery, hoping
that in an enlightened moment Suzanne will see that alcohol is a big part of her problem.
Someone coping with a mental illness may have numerous events to list on the timeline. List
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them anyway. Sometimes a timeline’s sheer length impresses upon a consumer how much has
been lost as a result of alcohol and other drug use, and how many years have passed since the
first loss.
It is common for a consumer to dwell not on what happened, but on whether or not he was
treated fairly by friends, family, and the authorities. After being hospitalized he may want to
argue about the grounds used to commit him. He may believe that the people around him harbor
ulterior motives for hospitalizing him.
Your first reaction may be to argue with him. You may find yourself in the position of defending
other people’s actions—of saying whether or not the consumer deserved to be arrested,
hospitalized, expelled, denied custody, divorced, or sued. However, this can bog down the
review, and in the consumer’s eyes it can put you firmly in the enemy camp: “I can’t believe
you’re siding with them!”
Stressing vulnerability may be more effective. Show the consumer that most of his problems
occur when he is using alcohol and other drugs. For some reason he seems to be most vulnerable
then. If possible use statistics, such as citing the percentage of people in jail who were arrested
while using alcohol and other drugs. Emphasize that people with a mental illness who use
alcohol and other drugs are far more likely to be hospitalized than those who do not use.
The consumer may realize that people with a mental illness are more vulnerable to the effects of
alcohol and other drugs and then decide to quit using. Alternatively, he may decide that it is
easier for the authorities to persecute the mentally ill when they are using alcohol and other
drugs. In the end, however, it does not matter if he stops using because he has seen the light or
because he wants to avoid run-ins with the authorities.
Suzanne’s case illustrates how to use the timeline for a consumer who is not doing well. But the
timeline can also be used for someone who is working on recovery. Every positive event or any
progress toward the consumer’s goals can be documented on the timeline. The steps are the same
whether the event is negative or positive. The difference is that the focus is on how recovery
made the event possible.
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Chapter 10
Contingency Cards
Contingency cards are action plans written on index cards to help the consumer “in case of an
emergency.” They can be created for a single event, a day, a week, or for long-term problems.
The cards allow the counselor and the consumer to plan for difficult situations, for example:
•
•
•
•
•
•
•
•
•
•

Friends offering the consumer substances
AA or NA members questioning the consumer’s need for medications
Waiting for public transportation near a bar or where drugs are sold
Flare-up of psychiatric symptoms
Check day
Painful anniversaries
Feeling angry
Feeling bored
Feeling depressed
Feeling lonely

On one side of the card, help the consumer list all the people that she can call if she encounters
any of the problems on the list, for example:
•

Clinician’s phone number: This should include paging instructions and the phone numbers
of other staff who can be called in case the clinician is unavailable. The consumer may be
standing at a pay phone in front of a bar—it is vital that she be able to reach someone.

•

Sponsor’s phone number: Sometimes consumers are hesitant to call their sponsors. It’s a
good idea for the consumer to arrange times in advance when it is okay to call the sponsor.

•

Other recovering people: As consumers attend more Twelve Step meetings, they should be
encouraged to get as many phone numbers as possible. Many recovering people will not
hesitate in giving out their number because they view it as part of Twelfth Step work.

•

Clergy

•

Family members

•

Friends

Warning
Before adding anyone’s number to the list, be certain that the person is supportive of the
consumer being abstinent from substances and compliant with medications! Also, the consumer
should keep regular contact with support people because if he does not, he is not likely to contact
them when he is in a crisis or needs help from them.
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On the other side of the card, help the consumer develop a plan of action that spells out how she
will handle threatening situations. A general plan includes situations the consumer faces
frequently. A more specific plan might include an hour-by-hour description of how the
consumer will get through a particularly stressful situation or day. Examples of both follow, and
treatment recommendations are discussed throughout the book. It helps to tailor the plan to the
consumer.
Complete a contingency card as part of a planning session. Make sure the card is a collaborative
effort. The consumer must agree to call the people listed or the card is meaningless.
Here is a sample daily card for Ralph, someone who has relapsed several times.
(Front of sample card)
Staff member:
555-4397
Her back-up or on-call:
555-1414 or 555-8210
Another addiction clinician: 555-2211
Alcoholics Anonymous:
555-3744
Narcotics Anonymous:
555-2990
Dial-a-sober thought:
555-1615
Dad:
555-7021
I agree to call at least three of these numbers
if I feel like using or going off meds.
On the front of his card, Ralph lists people he can call. Make sure he is able to reach someone.
You do not want him being put on hold and getting frustrated. He may know all too well how he
wants to deal with frustration.
(Back of sample card)
1. Downtown waiting for the bus craving alcohol
a. I will call my clinician
b. I will go get a cup of coffee
c. I will go to the recovery center
2. People at Mom’s are drinking
a. I will leave and go to an AA meeting
b. I will call Dad to see if I can visit him
On the back of the card are two situations that Ralph fears. He decided ahead of time what to do
if he is in a situation that might contribute to a relapse. One weakness in Ralph’s card is item 2a
because he may not know where a meeting is being held (but he knows where a bar is open). A
thoroughly prepared card might list meetings being held that day, including times and locations.
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Chapter 11
Twelve Step Programs
Not Getting Lost on the Road to Recovery
As a clinician, one of the worst things you can do for the person coping with mental illness and
substance abuse is to give him an Alcoholics Anonymous or Narcotics Anonymous meeting list
and send him on his way. Many negative things can occur.
He may get lost on his way to the meeting and return to familiar haunts. He may go to the wrong
church basement. (One man went to the wrong church while looking for an AA meeting and
stumbled into an Octoberfest celebration, complete with kegs of beer.) If he does get lost in a
strange neighborhood, is he more likely to stumble across the local library or an open bar?
Once at the meeting, he may feel overwhelmed. One consumer fled in terror when “one of those
NA guys came at me with his arms out like some kinda zombie.” No one had told him that many
NA meetings have greeters who hug people arriving for the meeting.
Depending on symptoms, he may feel uncomfortable in large groups, small groups, discussion
meetings, speaker meetings, or rooms with few exits. He may not know what is appropriate
behavior at Twelve Step meetings. What should he say if he does not want to speak? Is it okay
to leave early? What about mentioning being on medications? If unprepared, he may feel
awkward and therefore be less likely to return.

Observing Twelve Step Meetings
Consumers are not the only ones who may not know what is appropriate at AA and NA
meetings. Many addiction courses require students to observe one or more Twelve Step meeting.
Get a meeting list by calling the local AA, NA, or other group office. Some meetings will be
listed as open. “Open” Twelve Step meetings can be observed. Go to meetings, and when you
get there grab a cup of coffee, sit back, and relax. What you hear is so simple, yet has such great
impact that you will not be able to forget it.
What about after the meeting? He may get through the meeting but find himself sorely tempted
as he waits at the next bus stop across from a rowdy bar. Many people have lost their sobriety by
stopping at a bar for a soda when they were trying to get out of the rain or snow.
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The Point Is . . .
•

Merely handing a consumer a list of local Twelve Step meetings
is not sufficient.

A Better Way
There are several offshoots of the Twelve Step program for people with mental illness and
substance use disorders. Several of these groups have revised the Twelve Steps to include
addiction, medications, and self-help. You can also adapt these steps to your clinical population
and run an in-house meeting based on your adaptation.
Adapt and teach the traditions of Alcoholics Anonymous and Narcotics Anonymous. Knowing
the traditions makes it easier for consumers to fit in at Twelve Step meetings in the community.
There are several ways to expose consumers to self-help programs. Here are some methods listed
according to descending staff involvement:
•

In-house, on-site, “practice” meeting, based loosely on a Twelve Step program, run by
staff. Using your adaptation of the Steps, hold an on-site meeting in your facility just for
consumers in your program (in-house). It helps to use the Alcoholics Anonymous and
Narcotics Anonymous format, but be flexible. Stop the meeting to allow for questions
about how things are done at community-based AA and NA meetings. When someone
behaves inappropriately, talking out of turn for example, ask the group how the situation
might be handled in a “real” AA or NA meeting. Better yet, ask the group how they want to
handle the situation. The idea is to provide a group within the safety of the clinic that
teaches consumers how to use the Twelve Step programs. Consumers can use this meeting
to practice for outside meetings, as an alternative to outside meetings, or to discuss
experiences at community meetings.

•

In-house, on-site meetings, run by members of the Twelve Step recovery community. This
meeting is held in your facility by members of AA, NA, and other recovery groups. Many
of these groups consider outreach part of their recovery and will be willing to volunteer.
AA and NA have hospital and institution committees as well as written guidelines for
volunteering at treatment facilities. Familiarize yourself with these guidelines and discuss
any other expectations you have with the volunteers. The advantage of having Twelve Step
members run the meeting is that it gives consumers contact with recovering individuals
without having to go out to meetings in the community.

•

On-site meetings open to the public. Members of Twelve Step groups hold meetings that
are “open” to the community at your facility. This arrangement allows consumers to
experience a community-based Twelve Step meeting on “home turf.” Holding the meeting
when consumers are in the building increases the chances that a group can attend the
meeting together.

•

AA and NA meetings in the community. This allows consumers to get away from your
facility and provides an opportunity to apply what they have learned in the in-house groups.
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By this time, you have probably followed the suggestion in chapter 4 to attend a Twelve Step
meeting. But if not, be sure to attend an AA or NA meeting before holding an in-house meeting.
Many Twelve Step meetings are ”open” to the public. All they ask is that anything heard at the
meeting is not repeated. It is a small price for all that may be gained.
If you feel compelled to tell every third person at a Twelve Step meeting that you are only there
to observe, you are probably feeling the stigma. Look closely and you will notice most of the
members are not embarrassed. They have gotten past the stigma. Keep this in mind when a
consumer initially resists going to meetings.
Try to learn how leaderless groups of recovering addicted people can be such powerful forces for
recovery. The more you know about recovery, the easier it will be to design a program that
addresses mental illness and addiction. At the very least, know the Twelve Steps, the Twelve
Traditions, the types of meetings, and how the meetings are conducted. In this way, you will
know how to answer questions like “Is NA a cult?” or “Won’t I get addicted to AA meetings?”
Consumers who decide to attend community meetings need to consider several issues:
•

Where is the meeting? How does she get there and how does she get home? Will there be
any time before or after the meeting when the consumer will be stuck somewhere with
nothing to do? (The two biggest calamities to strike a newly sober consumer are time on
her hands and money in her pocket.)

•

What type of meeting is it? Some people are more comfortable at speaker meetings. Others
prefer discussion meetings or Step meetings (in which one of the Twelve Steps is
discussed).

•

How accepting is this meeting? How do group members treat people who are different,
such as those with mental illness?

•

Where are the exits? How easy is it for the anxious consumer to leave? People who are
anxious about community meetings can go to speaker meetings and sit by an exit. If they
feel uncomfortable, they can leave without causing a commotion.

Warning
Alcohol and other drug abuse mimics mental illness. Many people in AA and NA have been
misdiagnosed and placed on psychotropic medication. Once clean and sober, they found they no
longer needed the medication. When the consumer tells such individuals that she has been
diagnosed as suffering from depression and takes Zoloft, it is not surprising that the AA or NA
member tells her to get off the medication: “That’s what they said about me, but I’ve been off the
meds and the sauce for ten years!” You can help consumers feel comfortable about taking
medications by explaining their diagnosis and the rationale for medications and by rehearsing
how to deal with pressure to stop taking medications. If someone at a meeting is persistent about
stopping psychotropic medications, we ask the consumer to give that person a copy of The A.A.
Member: Medications and Other Drugs. This pamphlet explains that no AA member is to play
doctor and that some people require medications.
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The Recovery Network
The recovery network is the group of people the consumer knows who are also in recovery. At
most Twelve Step meetings new members are encouraged to get the phone numbers of people
willing to talk to them when they are in distress or have questions about recovery. The recovery
network replaces the social group that the consumer abused alcohol and other drugs with. The
more people involved in the consumer’s recovery network, the better (provided that these people
understand the need for the consumer to be on psychotropic medication).
Counselors should do everything possible to help the consumer develop the list of recovering
people he knows. Realistically evaluate his efforts to expand his recovery network. Do not, for
example, expect a very paranoid consumer to approach many strangers about his recovery. Help
him evaluate his list of contacts. If every person in his recovery network is a woman he is
attracted to, help him reassess his reasons for contacting these women.
Ask the consumer to test the recovery network before he feels he needs to. Some consumers are
skeptical that anyone would be willing to talk with them about their problems with mental illness
and substance abuse. Calling before a crisis arises reassures the consumer that somebody will be
there when he needs help.
Some consumers may be prone to abuse the system by calling continuously and asking for
inappropriate help. It is best to set limits early, defining when to call and what is appropriate to
expect from a member of a recovery network.
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Chapter 12
Group Treatment Approaches
A variety of group treatment approaches can be used to help consumers with dual disorders
recover.1-7 Groups provide a number of advantages to consumers, such as opportunities to:
•

Learn more about their illnesses, treatment options, and the recovery process

•

Share problems, concerns and struggles

•

Share hope, strength and success

•

Give and receive support with other consumers

•

Develop skills to recover from their illnesses

When combined with individual and family sessions, medications, and mutual support programs,
group treatment provides consumers with a comprehensive program. Clinicians who conduct
groups should receive clinical training in group treatment, and have access to supervision and
consultation. Just because a clinician understands mental illness, substance use disorders, or
both, does not mean he is qualified to conduct treatment groups. We are aware of many
clinicians involved in providing groups who feel they did not have sufficient training. In some
instances, they report limited access to supervision or consultation. Since group programs are an
important part of many clinical programs, training, consultation and supervision need to be
considered in order to insure clinicians are competent and have a mechanism to discuss groups.

Interventions of Group Leaders
Group leaders use a variety of interventions, depending on the type of group conducted and the
level of consumer participation. Both the content of discussion and the process of group
interaction are important parts of recovery groups. In general, the leaders need to maintain
balance among three elements: the individual members, the group as a whole, and the topic or
problem being discussed.
•

Provide information about mental illness, addiction, treatment, and the recovery process.
You may be amazed at how little “street smart” consumers know about these topics. Make
sure the information relates to their life. Do not tell them about the neurotransmitter system.
Tell them about stability and serenity. Show them how they can make their lives better.

•

Keep the group discussion moving and make sure you cover the material in
psychoeducational groups. Some group members will want to talk about everything but
recovery. Others will want to discuss a personal issue each week, every week, until every
group member who is not court-committed to attend will drop out. Keep the group on task.
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It helps to agree at the start of group what you will cover that day. Anything off the topic
should not be ignored; rather it should be referred to another group or to an individual
session.
•

Involve as many consumers in the group discussions as possible by discussing episodes of
substance use or “close calls.” The quiet consumer can at least report on her progress. She
may not want to discuss that day’s topic, but she can report any major changes in psychiatric
symptoms and her attendance at self-help programs for addiction, mental illness, or both.

•

Heap encouragement on the consumer who attends self-help programs. Everyone likes a
pat on the back. You have no way of knowing if anyone else in the consumer’s life cheers
her efforts. Praise from you and the group members may help keep her going to Twelve
Step programs.

•

Model healthy interpersonal behaviors but challenge inappropriate behaviors and negative
attitudes. Set a positive example by the way you interact with people. Show the consumer
how to express herself appropriately. If you explode every time someone is late for group,
consumers may learn an unproductive way of dealing with anger. Ignoring the latecomer’s
tardiness teaches the consumer that you do not value the group enough to insist on punctual
attendance. Addressing lateness openly and rationally models appropriate behavior.
Hopefully the consumer will apply your example to her own interactions.

•

Help group members challenge inappropriate behavior and negative attitudes. Group
members always outnumber group leaders. Collectively, group members hold more clout—
it is, after all, their group. With your guidance, let group members decide what will and will
not be tolerated in their group.

•

Help group members talk directly to each other to give feedback, share support, and solve
problems. Group members are the ones who have the most in common with each other. Let
them help each other as much as possible. If a group member talks to you each time she
speaks, other group members will feel excluded. Picture yourself sitting in someone’s office
while she takes five calls over the speakerphone before talking to you. You hear five
personal conversations but have no input, no chance to help the person on the other end of
the phone. If the five conversations last long enough, you may lose interest or feel that the
person you are sitting with is too busy to help you.
Now picture yourself sitting in a conference room with five animated people. Each of the
five people has had similar experiences and struggles with recovery as you do. They all talk
to each other and to you, offering advice, comfort, and appropriate confrontation. Similarly,
the group where consumers interact is usually much more appealing than the group where
everyone talks only to the staff member.

•

Encourage everyone to share ideas and experiences. Members who talk too much and
dominate will have to be controlled so that quieter members have an opportunity to share.
Quiet members often have to be gently drawn into the discussion by being directly asked
what they think about or how they relate to a specific issue being discussed.
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•

Develop “rituals” for conducting groups. For example, prior to starting a group discussion,
ask each member to introduce herself, and then ask if any member has used alcohol or other
drugs since the last meeting or has had any “close calls” or strong cravings. Or, prior to
ending the group, ask the members to briefly state one point from the meeting that was most
meaningful to them and to state their plan for recovery for the next week.

Psychoeducational Groups
Psychoeducational groups are based on the assumption that providing information about mental
illness and substance use disorders helps consumers begin recovery. Consumers may also learn
coping skills to deal with common problems in recovery from both illnesses. They learn enough
to make informed decisions about their recovery, treatment, and addiction.
Using a discussion format, the groups focus on a specific recovery topic with objectives and
specific points to cover. Usually, a specific group session has three to five objectives for the
topic. The amount of content related to the objectives will vary depending on the topic. For
example, some topics can be covered in a single session. Others may need multiple sessions
(e.g., managing emotions; dealing with depression; building a support network).
The main methods of conducting psychoeducational group sessions include brief lectures,
discussions, videotapes, readings of recovery literature, role plays, and reviewing questions or
completed assignments in recovery workbooks. Sessions typically last from forty-five to ninety
minutes depending on who attends group; for example, restless consumers benefit from briefer
sessions. Information is provided to consumers by the group leaders, but there is also much
interaction among consumers who share personal experiences and ask questions about the topic.
Although psychoeducational groups provide plenty of opportunities for consumers to share
personal problems, it is important to cover the planned material and avoid long, open-ended
discussions. There will always be important issues or problems that consumers wish to discuss,
but failing to cover the group’s curriculum defeats the group’s purpose. If you believe a group
member is in great distress or decompensating, see this member after the group or encourage him
to contact a member of his treatment team for an individual crisis session.

Structure of Group Sessions
A specific format helps group members know what to expect and what is expected of them.
What follows is an outline of a typical psychoeducational group session.
•

Introduction. Each group member states her name and why she is in the group. Some
groups have members say how long they have been clean. For example, “My name is
Susan. I’m here to learn about cocaine, which was my drug of choice. Hold on to your
seats ’cause I haven’t used any for three straight weeks now!”
This part of the group is a good time to check on group members’ progress. It is a time to
applaud consumers for efforts made and hurdles jumped. The introductory phase helps
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bring the group members closer together.
•

Agenda. Set goals for the group. What do you, as a leader, and the group want to
accomplish in the next forty-five to ninety minutes? Collaborate with the consumers to
pick the most relevant aspects of a topic. For example, if the topic for the day is
“cocaine,” you might decide to discuss just the biological effects of cocaine for the first
half of the group. Be as specific as discussing how it affects the heart, lungs, and brain,
leaving other organs for next week. Or discuss cocaine more generally, using one group
session to cover cocaine’s social and psychological effects. But whatever is agreed to,
make every effort to cover that material in group.
Having an agenda makes it easier to redirect consumers who want to discuss issues other
than that day’s topic. Recognize the importance of the consumer’s issue, but find another
more appropriate place for her to discuss it.

•

Presentation. This is the core of the discussion. The group leader presents material for the
group’s consideration. It helps to introduce the topic with a question. You might ask any
of the following questions: a) “Why do they put that label on your medications ‘do not
mix with alcohol’?” b) “What is the first thing you should do when you start to crave
alcohol and other drugs?”; c) “Why do we call some substances ‘medications’ and others
‘drugs’?” or d) “Why shouldn’t people who are depressed drink?”
The idea is to have consumers provide as much information as they know and for you to
correct misperceptions and fill in the gaps. If you ask a group how HIV is spread, expect
a variety of responses. Many of the group members will know that sharing needles and
unprotected sex can spread HIV. Some group members may believe that HIV is spread
by contact with public toilet seats and drinking fountains. Still others will not know what
is meant by “safe sex.”

•

Summary. During the last ten to fifteen minutes review what was covered in group. It
helps to have group members state three to five key points. Then you can ask group
members to agree to return for the next group. It may help to assign homework for the
next session.

Following is a list of potential group topics.8 The specific topics you cover should include
“core” sessions (all consumers in a program receive these) as well as “elective” sessions (these
are based on the disorders, problems and needs of a specific cohort of consumers). The number
of group topics you cover will depend on how long you have consumers in treatment and how
many sessions they can attend. Some groups (e.g., depression) can be covered in multiple
sessions. If you have a limited number of group sessions, you can combine several topics in one
session. You just won’t have the same amount of time to explore each of these in detail.
Groups about Alcohol, Drugs, Substance Use Disorders and Addiction
• Substance use disorders and addiction
• Addiction and the brain
• Overview of substances (alcohol and drugs)
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•
•
•
•

Specific substances: alcohol and sedatives; cocaine, methamphetamine and other
stimulants; heroin and other opioids; cannabis; nicotine
Effects of alcohol, drugs and addiction
How alcohol, illicit drugs and non-prescribed drugs affect medications for psychiatric
illness
Other topics

Groups about Treatment
• Integrated treatment of co-occurring disorders
• Medications for psychiatric illness
• Medications for alcohol, sedative, opioid, and nicotine dependence
• How to get the most out of treatment
• Creating a problem list and treatment plan
• Other topics
Groups about Recovery from Dual Disorders
• The process and domains of recovery
• Stages of change
• Advantages of recovery
• People, places, things, events and holidays
• Cravings and triggers (internal and external)
• Barriers to recovery
• Recovery tools
• Other topics
Groups about Health and Medical Issues in Recovery
• Physical recovery
• How alcohol and drugs affect health and medical problems
• Pain and addiction
• Withdrawal from addictive substances
• HIV/AIDS
• Viral Hepatitis
• Good health care habit
• Sex and recovery
• Other topics
Groups about Psychological Issues and Co-Occurring Psychiatric Disorders
• Overview of psychological or emotional issues in recovery
• How alcohol and drug use can affect psychiatric illness
• Managing feelings or emotions
• Anger
• Anxiety
• Boredom
• Depression
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•
•
•
•
•
•
•
•
•
•
•
•
•
•

Forgiveness
Grief
Guilt and shame
Sharing positive feelings in recovery
Trauma
Gratitude
Changing thinking
Self-defeating behaviors and character defects
Stress management
Understanding psychiatric disorders (general)
Understanding a specific psychiatric disorder (psychotic, mood, anxiety, personality,
eating, etc).
Overview of co-occurring disorders
Suicidality
Other topics

Groups about Relationships, Family and Social Issues in Recovery
• Social issues in recovery
• Impact of disorders on the family
• Impact of disorders on children
• Refusing alcohol and drug use offers
• Relationships in recovery (new friends; damaged relates; sexuality)
• Communication
• Repairing damaged relationships
• Making sober friends
• Asking for help and support
• Other topics
Groups about Mutual Support Programs
• How 12-Step programs can aid recovery
• The 12-Steps
• Specific steps (any of the 12-Steps; or some Steps can be broken into multiple topics
such as breaking Step 1 into discussion of powerlessness and unmanageability
• Using a sponsor to aid recovery
• Establishing a recovery support system
• Mental health support programs
• Groups on specific readings (e.g., “Big Book” of AA; “Basic Text” of NA; etc)
• Other topics
Groups about Relapse Prevention
• Identifying and managing psychiatric relapse warning signs
• Identifying and managing addiction relapse warning signs
• Relapse risk factors for psychiatric illness
• Relapse risk factors for addiction
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•
•
•
•

Maintaining recovery by using tools in daily recovery
Setbacks: managing a lapse or relapse to substance use
Setbacks: managing a recurrence of psychiatric illness
Other topics

Groups about Lifestyle and Personal Growth Issues
• Spirituality in recovery
• Financial issues in recovery
• Coping with check day and pressures from others to give away money
• Other compulsive or addictive behaviors (gambling, sex, internet use, etc)
• Learning new hobbies
• Creating structure in daily life
• Lifestyle balance (family, work, play, recovery), work related issues (e.g., preparing
for interviews, dealing with questions about gaps in employment history
• Holidays and recovery
• Other topics
Group sessions can be developed on other topics relevant to the problems and needs of the
clients a program serves. Examples include, but are not limited to:

Problem-Solving or Therapy Groups
Problem-solving or therapy groups are open-ended discussion groups in which members share
mutual problems and explore coping strategies. Tailor the discussion in these groups to the needs
and issues of the particular group. Topics include anything related to substance use disorders,
mental illness, treatment, recovery or other important areas of the consumer’s life (health,
relationships, feelings, goals, etc). Consumers may raise issues that relate to any of the specific
examples of group topics provided earlier. The difference is that therapy groups discuss these
issues in depth as they issues relate to the lives of group members.
The main goal of a problem-solving group is to provide mechanisms for consumers to help each
other identify and explore problems and potential solutions. Consumers give each other feedback
during group sessions and provide additional strategies to cope with specific problems. These
groups are best suited for consumers who have established several months of sobriety, although
lapses and relapses do occur and need to be discussed in group sessions.
Following is a brief review of typical pitfalls encountered in problem-solving groups and ways
you can deal with them.
•

Inconsistent attendance of a group member. Adherence problems with group sessions
can be processed with the entire group. Comment on a member’s attendance “Lara, it’s
good to see you today, but I’m concerned you missed the last two sessions and didn’t call
us. Tell us what’s been going on that you missed these groups. We want to help you
stick with treatment because you do better when you attned the program.” Or, build in to
the check-in procedure an item dealing with adherence in which any group member who
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missed a session or two must report to the group during check-in why she missed these
sessions. Failure to address adherence problems conveys the message that this is not an
important issue. And, it indirectly reinforces behavior that is not in the best interest of
consumers in treatment.
•

Too much time spent on discussing the problem and not enough time spent on discussing
coping strategies. This pitfall can be avoided by asking group members to be brief and
succinct in presenting specific problems and to avoid long-winded “war stories” of drug
or alcohol use. Also encourage members to discuss alternative ways of coping with the
problems presented in group. Spend as much time on problem solving and coping
strategies as problem presentation.

•

A group member is needy and always seems to have a pressing problem to discuss. This
pitfall can be dealt with by commenting on what is observed in the group process, such as
“I’ve noticed that during the past two group sessions we have focused only on Paul’s
problems. Other group members seemed hesitant to bring up their problems. What does
the group think about this?” You may also want to help members prioritize who will
present problems during a given group meeting or suggest a specific group member take
time during a group meeting to discuss a problem.

•

A group member never seems to have any problems to discuss in the group. This pitfall
can be addressed by asking this member to identify something he wants to change in
himself or his life. Have the consumer complete a problem list if needed. He can then
share some items from this list in group and work on one of these.

•

Members may come late for the group session or want to leave early. It helps to have the
group establish its own policy on lateness and staying for the entire session. For example,
a group may decide that no one will be admitted after a certain time for any reason.
When someone arrives late, it is usually the group members who remind him of the
group’s policy. Similarly, members cannot leave the session unless for an unusual
circumstance (e.g., perhaps the clinic doctor has limited hours and can only see
consumers during one of the group days).

•

A group member is disruptive. This can show in failure to listen, having side
conversations during group discussions, or interrupting members during their sharing of
personal problems. Any disruptive behavior can be addressed by pointing it out and
asking the group members to respond. How do they see this behavior? How do they feel
about the person being disruptive? How is the group affected by this behavior? What do
they think the disruptive member should do.

•

A member attempts to get individual therapy from the group leader. This can be dealt
with by engaging other members in the discussion. “What do you think about what Beth
said?” “Can you relate to what John is sharing?” “How do the others in group deal with
the situation that Bill described?”

•

The group flounders and isn’t going anywhere.
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All sessions will be not equally

productive or interesting to members. If the group is stuck or not doing much work, you
can engage the members in a discussion of the process. Point out what you see. For
example, “I think the group is not focused today, what do you think this is about” Or, “it
seems like you are jumping all over the place and not focusing on a problem or two.
What can we do to be more focused today?”
•

Many other issues can arise. Simply use the group process by sharing your observations
and asking group members to comment on the process as well as what they can do to
address the specific issue(s) being discussed.

You can periodically engage the group in a discussion of the experience of being in a group.
You can state “I am interested in how everyone is finding group so far. Let’s take time and talk
about what you like and find helpful. I also want to hear about any problems or concerns you
have about our group. We want to make sure you are getting your needs satisfied. This usually
leads to a productive discussion of some of the common issues presented earlier. It gives the
group a chance to work together to change how the group works.
You can also build in a brief written questionnaire in which you periodically ask group members
to answer a few questions (and/or rate a few items about the group). If you use interactive
recovery materials like recovery workbooks, you can also build in some questions about how
they find these materials. They can rate items related to information and coping skills learned.
They can also answer open ended questions so they tell you what they like or do not like about
recovery materials.
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Chapter 13
Working With the Consumer’s Family
Mental illness and substance use disorders affect families in a variety of ways.1-4 Family
members of consumers commonly experience fear, anxiety, anger, worry, and disappointment.
The emotional and financial burden for families varies from mild to extreme.
The specific effects on a given family depend on the nature of the consumer’s illnesses, her
behavior, and the family’s coping abilities and support systems. For example, despite her
problems with depression and alcoholism, Belinda always managed to hold a good job and take
care of her children. She tried hard to meet her children’s needs, even when depression sapped
her energy. Although affected in some ways by her disorders, her kids did relatively well in
school and in the community.
Frank, on the other hand, has created havoc with his family. He has been in and out of
psychiatric hospitals, detoxification centers, and jails too many times to count. When he takes his
medications and complies with treatment, he usually does fairly well. But he often stops
medications and treatment to go on alcohol and cocaine binges. Frank’s family is burned out and
tired. It breaks his mother’s heart to see him decompensate and end up in an institution time after
time. His father believes that Frank will never get better if he doesn’t stop using drugs.
Involving the family in assessment and treatment often helps. But sometimes, unfortunately, the
consumer is totally alienated from her family or the family simply wants to be left alone. And
there may be times in which other serious family problems make it difficult or impossible for
them to engage in treatment. Be realistic about what you can and cannot do to help a family.
There will, however, be many cases in which you can work with the family.

Practical Family-Related Interventions
The following brief descriptions are some ways you can help the consumer improve his
relationship with his family and some ways to work directly with him and his family together.
Remember, you do not have to be a family therapist to help the family of a consumer.
•

Help the consumer understand how addiction and mental illness, alone or in combination,
commonly affect the family or individual members. General information on the effects of
illness on the family makes it easier for the consumer to take a more personal look at how his
family may have been affected. You can provide this information through group treatment
sessions and through literature on mental illness, substance abuse, and the family.

•

Help the consumer take a personal look at the specific effects of his behavior and illnesses on
his family. Help the consumer identify how his family was affected by either or both of his
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illnesses. He may feel guilty and shameful—these are normal reactions when examining
oneself and one’s impact on others. Be prepared for him to deny or minimize his impact on
the family or to avoid discussing this issue. Be prepared to help him understand and work
through these feelings.
•

Encourage the consumer to involve his family in assessment and treatment sessions. Unless
there is some legitimate reason to exclude the family from treatment, set the expectation
early that working with the family is an important part of the treatment process. Families can
provide helpful information during the initial assessment process and during the course of
treatment. Seeing the consumer and family together also gives you a better understanding of
how they interact. If you believe family therapy is needed in addition to education and
support, and you are not trained to conduct family therapy yourself, help the consumer and
his family find a family therapist, preferably in your own agency or clinic. Typically, when
treatment is splintered, the consumer can more easily play one professional against the other.

•

If the consumer is unsure what to say or how to approach his family, discuss how he can feel
more comfortable and confident engaging his family in sessions. If necessary, use role plays
to teach the consumer skills to use in asking his family to participate. If this does not work,
you can ask the consumer’s permission to talk directly to his family and then invite them for
a family meeting. Do this with the consumer in your office.

•

Offer family psychoeducational programs. Educational programs can be offered on a regular
or periodic basis to provide families with information and to teach them strategies to cope
with dual disorders. A variety of formats can be used, such as a half-day or full-day
workshop with several families or ongoing programs (weekly, biweekly, or monthly). In
addition to acquiring information and learning coping skills, families can offer each other
support by sharing their strength and hope. Educating families about illness and recovery
empowers them; teaching them practical coping strategies reduces their burden and enables
them to learn new ways of dealing with their loved one. The end of this chapter offers a
sample family psychoeducational workshop format.

•

Encourage families to share their feelings and concerns; ask them questions about mental
illness and substance use disorders. Families need to be given a chance to share their
questions and concerns about their loved one and his disorders. The most common concerns
and questions of families of consumers include:
What are the diagnoses and what caused the disorders in the first place?
How does one type of disorder affect the other type?
How can treatment help, how long will it last, and what can we expect from it?
How long will my loved one have to take medications?
What might happen if he mixes alcohol or street drugs with his psychiatric
medications?
o Should he go to mutual support meetings like AA, NA or DRA?
o What can we do to help support his recovery without always worrying, “walking on
eggshells,” or feeling responsible for him?
o How should we deal with intoxication, severe symptoms such as mood swings,
o
o
o
o
o
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o
o
o
o
o
o
o

psychotic symptoms, threats of suicide or actual attempts, threats of violence or actual
violent episodes?
What should we do when he abruptly stops treatment or stops taking his psychotropic
medications?
In what circumstances should we contact the doctor or therapist to discuss concerns
over changes in his behavior?
How can we deal with our feelings of responsibility, anger, guilt, desperation, or
disappointment?
Are other family members vulnerable to developing an alcohol or drug problem, or
mental health disorder?
Should we drink alcohol in front of our loved one? Will this tempt him to drink?
What can we do if he relapses to alcohol or drug use?
What should we do if his psychiatric condition worsens?

Hearing these concerns expressed by his own or others’ families often makes the consumer
more aware of the experience of his family and what it feels like for them. He learns that his
actions affect everyone, not just himself. He learns that others care about him but are often
bewildered about what to do.
•

Encourage the consumer and family to attend mutual support programs. Attending these
with the consumer can help the family better understand illness and recovery. Families also
benefit from attending their own specific meetings such as Al-Anon or Naranon for
addiction, or family-focused mental health support groups. Providing information on mutual
support group meetings, answering questions, and encouraging attendance are very valuable
services for families. It also helps to have literature on these programs programs in your
clinic waiting area. You can also provide literature related to the family and dual disorders.

•

Encourage the consumer and family to talk directly to each other about the mental illness,
substance use disorder, and their effects on the family. This is best accomplished after the
consumer and family have had an opportunity to gain information and attend family
psychoeducational programs and mutual support meetings. The consumer should be prepared
to hear some things he may find unpleasant. The purpose is not to make the consumer feel
bad, although this may result from such a discussion, but to initiate an ongoing dialogue
between the consumer and his family so that issues and feelings are shared and discussed
openly.

•

Encourage the consumer to use the “making amends” Steps of the Twelve Step program
(Steps 8 and 9). Practicing these Steps is an excellent way for the consumer to begin undoing
damage caused by the illnesses. Be careful, however, not to rush him into this too quickly, as
it can be overwhelming. Some period of sobriety and psychiatric stability is needed before
he should make amends. However, inviting family members to treatment sessions or support
group meetings, followed by a discussion of recovery issues, is an indirect way to start the
amends process. The consumer can talk this issue over with a Sponsor experienced in such
matters. This allows the consumer to benefit from the wisdom and experience of a member
who has been in recovery for a substantial period of time.
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•

Encourage the family to stop “enabling.” Enabling behaviors reduce the likelihood that the
consumer will see how his behavior leads to problems. Enabling gives him the message that
someone else will cover up or pick up the pieces if he gets in trouble due to drinking,
drugging, or acting irresponsibly. Examples of enabling are (1) shielding him from the
consequences of his alcohol or other drug use by bailing him out of trouble; (2) not holding
him accountable for his actionsj; or (3)taking over his responsibilities. For example, Dave
experienced schizophrenia and substance abuse. His parents paid many fines and often paid
his rent and bought him food, even though he spent most of his money on alcohol and other
drugs. Although they had good intentions, Dave’s parents gave him the message “Don’t
worry if you get in trouble with the law or get in a financial mess; Mom and Dad will make
things better for you.” Until his parents stopped enabling, Dave had little incentive to take a
serious look at his addiction and how it led to trouble with the law and with meeting his
financial responsibilities.

Guidelines for Working with Families
Although there is much more to learn about working with families, the following guidelines
provide a basic list of “do’s” and “don’t’s.” You do not have to be a family therapist or social
worker to help a family as long as you are sensitive to their needs, spend time with them, and
provide support and education. You do not have to provide therapy to them, but you can refer
them if they want or need family therapy. In the early phases of recovery it is helpful for
families to get education and support
•

Avoid labeling the family. See the family as your ally and avoid labeling them as “sick,”
“dysfunctional,” or “codependent.” The family is not the client and despite their problems
and limitations, they know the consumer much better than you do. This is not to say there is
no dysfunction in families. But labeling the dysfunction often leads to making judgments that
may influence your work with the family. For example, if you believe a family is hopeless
because of its chronic problems, you are likely to give up quickly and assume you cannot do
much to help them.

•

Engage the family early. The sooner contact is made with the family, the greater the
likelihood they will engage in treatment. An excellent strategy is to invite the family to the
initial assessment. When contacting the family, tell them their help is needed to better
understand and work with their family member. Emphasize that their input is important to the
treatment team. It helps to view the engagement process as being equally important as the
treatment process because if you can’t engage families, they won’t benefit from the services
you have to offer. Be persistent and remember it may take more than one attempt to get a
family involved. Get written permission from the consumer to talk with the family.

•

Be accessible to families. Offer evening or weekend appointments if needed, especially for
working family members. Also, return the family’s phone calls promptly and make sure they
can reach you easily—whether to ask a question or tell you of a significant change in the
functioning of their loved one.
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•

Offer direct advice. If family members ask you how to cope with a particular situation, help
them identify options. Give them direct advice on handling difficult situations. For example,
if a consumer suddenly stops attending treatment and self-help meetings, advise the family to
sit down and openly discuss their concerns and insist the consumer resume treatment. If she
gets drunk or high and tries to antagonize a family member by arguing, advise the family to
avoid arguments while she is intoxicated and then to confront her when she is sober.

•

Focus on family strengths. Remember, many families have coped with difficult situations for
years and have developed good survival strategies. Don’t focus solely on family problems
and forget their strengths. If a family or individual member does something well, give them
positive reinforcement by acknowledging their behavior.

•

Provide a realistic view of treatment and recovery. It is important to give the message that
everyone can get better in some ways, even people who have been chronically ill. In some
instances, however, providing a realistic view of treatment may mean helping the family
accept that their family member will always have to live with some symptoms and limitations
imposed by the illnesses, especially in cases of persistent psychiatric illness. In cases
involving frequent psychiatric or addiction relapses, it may help to teach the family to think
differently about progress. For instance, progress can be seen as longer periods of improved
functioning, fewer hospitalizations or days in the hospital, and less severe substance use
binges.

•

Provide a sense of hope. You can do this by discussing the potential benefits of treatment and
mutual support programs. Reinforce your own willingness to stick with the consumer and her
family during rough times. Give the impression that things can improve in the future no
matter how bad they are now.

•

Help the family prepare for setbacks and relapses. Discuss steps the family can take early in
the relapse process before the consumer deteriorates too much. Emphasize that the earlier
action is taken, the greater the likelihood that a full-blown relapse can be averted. However,
families of people with histories of multiple relapses should prepare how they want to handle
serious relapses, including situations in which the consumer refuses all efforts of help. In
cases that involve risk of suicide, violence, or severe decompensation, the family needs to
know how to initiate an involuntary commitment to a psychiatric hospital so that the
consumer gets the help she needs.

•

Help the family focus on itself and its members. While providing education to families so
they can understand and support their loved one with dual disorders is helpful, so is moving
them to focus on the family and its members. It is human nature to focus on the impaired
family member. However, families who do best are the ones who give time and attention to
their own emotional needs. Therefore, help and support for the family can facilitate healing
and growth. They can benefit from therapy and/or participation in mutual support programs
for families (Al-Anon, Nar-Anon, and programs for Families with a Mentally Ill Member).
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Case Illustration: Working with Families
Joe is thirty-three years old and single. He lives with his mother and father. Joe went to college
on an athletic and academic scholarship. During his sophomore year he became very depressed
and drifted into alcohol and other drug abuse. He did not return to school for his junior year.
Joe spends most of his time in his room drinking alcohol and listening to music on head-phones.
Neither his mother nor his father drink alcohol. His mother’s religion forbids the use of alcohol.
His father’s brother and father both died of alcoholism. Joe’s father has not had a drink in twenty
years. Joe’s oldest brother was killed by a drunk driver. His older sister is married to an USAF
airman and they live on base in Germany. In the initial family session it was obvious that Joe’s
father, Hiram, was very angry and frustrated. He had “seen so much destruction from booze” that
his son’s use of alcohol terrified him. Hiram could not understand why Joe would not “just give
it up” like he had.
Joe held tightly to the notion that depression was a disease. He argued that since he had this
disease and since antidepressants did not seem to help, he might as well drink. (Joe never took
his medications for more than a few days in a row.) Hiram expressed extreme disgust over the
notion of depression and alcoholism being called “diseases.”
Hiram had led a hard life. Despite all he had been through, he rarely missed a day of work. “Sick
is sick,” he said. “Lying in bed drunk is not being sick; it’s just being lazy. If I laid in bed all day,
I’d feel bad about myself too.”
Joe’s mother, Nancy, tended to play the peacemaker between Joe and Hiram. She spent much of
her energy encouraging Joe to do more and trying to convince Hiram that Joe was “sick.”
Unfortunately, she also spent much of her time enabling. She washed Joe’s clothes, made his
meals, paid his bills, and occasionally bought him liquor.
The first thing the therapist did was listen. She listened respectfully and asked questions. She
gathered information and tried to imagine what it would be like to live in Joe’s household.
The therapist then started to teach the family about mental illness, alcohol abuse, and recovery.
She quickly discarded the notion that Joe was “hopelessly ill.” She agreed that while Joe might
have two definite illnesses, both were highly treatable. Joe was not responsible for having them,
but he was responsible for doing something about them. It was the family’s responsibility to
make it tough for Joe to wallow in his illnesses.
The therapist agreed to provide the family with whatever information they needed. They agreed
to do the same for the therapist. They agreed to a series of meetings to assess Joe’s progress,
problem solve, and discuss mental illness, alcohol abuse, medications, self-help groups, and
other aspects of treatment.
Initially, Joe continued to drink and refused to take antidepressants. The therapist convinced
Hiram and Nancy that while they could not “make” him take the medications, they did have
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options. After much coaxing, Hiram and the therapist convinced Nancy not to do anything for
Joe that a man his age could do for himself. Although neither one of them would agree to attend
support groups for families of the mentally ill or alcohol and other drug abusers, they did read
many books about addiction and depression. On days when Joe refused to come to the clinic,
they came without him. Together they learned not to enable him.
One evening Joe was arrested for being drunk and disorderly. Nancy called the clinician and
asked if the clinic could intervene to get Joe out of jail. After much discussion, they agreed that
Joe would have to face the consequences of his actions. Joe was released two days later, furious
that no one had come to his aid. His mood did not improve when he discovered at his court
hearing that his parents refused to pay his fine and, therefore, he would have to perform one
hundred hours of community service. The judge also ruled that Joe would have to attend
treatment or return to jail.
Reluctantly, Joe started seeing his clinician again, both with and without his parents. After
several months Joe began to reveal his frustration with himself. He could remember nothing but
success before he became ill and nothing but failure after. Listening to his father get ready for
work each morning, he would think about how disappointed his father must be in him.
Eventually he and his father were able to discuss this. They agreed that while the last several
years had been painful, the only thing worse would be Joe not changing his lifestyle. An
agreement was hammered out in which all parties agreed to attend self-help meetings and
counseling. It was made clear to Joe that he would be responsible for his actions and that all
enabling would stop.

The Point Is . . .
•
•

•

•

Even if the consumer resists treatment, it pays to involve the family. Helping them can
only benefit the loved one.
Families need support to break old habits and make tough choices. Sometimes they will
feel as if they are abandoning a sick child. Some consumers will play this role perfectly:
“How could you leave me in jail, knowing I have depression? What kind of parent are
you?” The professional needs to reassure the families that they are doing “the right
thing.” The professional needs to point out that enabling only makes the situation worse.
At times consumers will need help to tell their families how they feel. Hiram had no idea
that Joe understood his frustration. Joe was too overwhelmed with guilt to tell him. It is
up to the staff member to try to open the lines of communication.
Don’t paddle away. Teach the family to row.
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Sample Family Psychoeducational Workshop
A family psychoeducational workshop is an excellent mechanism for families to learn about
mental illness and substance use disorders, learn new coping skills, and share support with other
families. A variety of formats (half day, full day, two day) can be used. Such workshops can
include professionals from various disciplines (psychiatrists, nurses, social workers, counselors,
and so on). It helps to have a psychiatrist present for part of the workshop, as clients and families
really like the idea of the “doctor” being present, even if other team members do the majority of
the work in setting up, recruiting, and conducting the workshop.
Here is one format for setting up and providing a workshop for families of consumers:
•

Involve consumers. Ask consumers what topics they want to have covered during the
workshop. If possible, let them help to prepare the meeting room, make coffee, or provide
snacks. Encourage them to invite family members or significant others to participate.

•

Invite families directly. Even if the consumers invite their families, you can also invite them
to attend with letters or phone calls. A telephone call offers the additional advantage of
answering questions and helping families overcome any reluctance they have about attending
a family psycho-educational workshop.

•

Write a one-page flyer describing the program. Post the flyer throughout your unit or clinic
and have copies available for consumers and families. Make sure it is attractive and gives a
brief overview of the program, including why it is being held, who will conduct it, and what
topics will be covered.

•

Involve different team members. Other team members can help develop the program, present
information, and lead discussions. All team members should help recruit consumers and
families for the workshop. If the family psychoeducational workshop is not seen as an
important service offered by the unit, program, or clinic, its chances of succeeding are
reduced. In short, the attitudes and perceptions of staff members are important to the success
of the workshop.

•

Offer food and beverages. If possible make coffee, tea, soft drinks, and snacks available.

•

Offer families the chance to return for a follow-up session. Follow-up could include
additional workshops or individual family sessions to discuss specific concerns or issues.

•

Provide written information about substance use disorders, mental illness, dual disorders,
and mutual support programs. Pamphlets and booklets on illness, recovery, and support
groups are invaluable. The workshop will whet the appetite of many to learn more about their
issues. Suggested readings for families are listed in the recommended reading.

•

Use a variety of methods in the workshop. These include a combination of brief lectures,
discussions, question-and-answer sessions, educational videotapes, and comments from other
family members in recovery (e.g., members of family support groups such as the Alliance for
the Mentally Ill, Al-Anon, or Naranon).
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•

Cover several topics during the family psychoeducational workshop. The topics you cover
depend on whether this is a first session or part of an ongoing family program. In general, if
families are new to recovery, the following topics should be covered:
Causes and symptoms of psychiatric disorders
Causes and symptoms of substance use disorders
The relationship between mental illness and substance use disorders
Effects of disorders on the consumer and family
The role of psychosocial treatments, medications, and mutual support programs
for consumers in recovery
o How families can help their loved one
o How families can help themselves
o Ongoing recovery resources for families (professional and self-help)
o
o
o
o
o

If you have time, you cover other issues to meet the needs of a given group of families.
Specifics depend on the needs and questions of the group of family members you are working
with.
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Chapter 14
Summary: What To Do
So what are you supposed to do with the consumer who smokes crack and experiences antisocial
personality disorder and bipolar disorder and who cannot understand why the world will not
change to accommodate him? Let us summarize.
Listen respectfully and you will do more than most people. Listen with two ears. Use one ear to
hear the consumer. Why does he believe he cannot get out of bed? What happened to his job?
How does the medication make him feel? What is it like to live his life today?
Listen critically with the other ear. Has he not been taking his medications—is that part of the
reason he cannot get out of bed? Was he drinking when he lost his job? What does he want that
he cannot have because of his mental illness, substance abuse, or both?
Sell him on the idea that he can have some of the things he wants by abstaining from addictive
substances and complying with medications. Present the message over and over again no matter
what the response. It is vital not to give up too easily.
Circumstances often provide windows of opportunity when consumers are willing to accept ideas
they have rejected time and time again. Half the battle is being there when people are willing to
consider alternatives—usually after their lives have taken a turn for the worse.
Document those turns. Keep the timeline up-to-date. Talk about each negative event and how it
could be avoided. You may want to write down things you disagree on. Focus on factors at the
root of the consumer’s problem. You may agree on a solution even if you do not agree on a
cause.
Confront any use of alcohol and other drugs. Do it gently and matter-of-factly. When someone is
intoxicated, do not argue. State your concerns so that you acknowledge an awareness of the
problem. The trick is to address the substance use without provoking an argument: “You are
unsteady on your feet and slurring your speech. I can smell beer on your breath. I am worried
about you. The last time you drank, you ended up in the hospital with a high blood alcohol
level.” Always use factual statements that show concern. If at all possible, remove any consumer
under the influence from your facility.
At the very first chance you get to confront the person while he is not under the influence, update
the timeline. Review what happened, why it happened, and what the consequences are. If you do
not confront the consumer, you may lose a window of opportunity.
Help consumers use the Twelve Step programs. That may mean discussing the program, having a
Case Manager or someone in recovery take them to a meeting, or providing in-house
alternatives. Sometimes it requires nothing more than encouraging a consumer to continue
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working at recovery. Your facility should put up a sign with big bold letters that reads, “IT
GETS BETTER.” Post a list of the AA and NA promises. Display a short paragraph about a
consumer who is successfully dealing with his illnesses.
Plan the day. Help a consumer complete a contingency card. Keep track of what works and
what does not. Teach him to have realistic expectations. He may believe eating two meals that
someone else prepares is a full day. Or he may want to stuff the rest of his life into the next
twenty-four hours.
Celebrate small victories. Too often others will measure the consumer’s accomplishments solely
on the basis of what was done. Look at the situation on the basis of what it takes to achieve the
goals. If a depressed consumer drags himself out of bed and gets dressed in time to go to a
support group meeting but does not go, celebrate anyway. Consider the effort he has made and
highlight that.
Involve families whenever possible. Hold workshops and meet with families individually.
Consider families to be a part of the treatment team.
Teach the slogans. The first time a depressed consumer makes it out of bed and downstairs to the
kitchen, talk about how he felt. If he is unhappy that he did not make it to the meeting, you can
apply some of the slogans:
•

First things first—He completed several of the steps necessary to get to a meeting. He got
up, got dressed, made it downstairs. He put his recovery ahead of his desire to stay in bed.

•

One day at a time—How far will he make it tomorrow? Ask him how much effort was
involved. Point out that two weeks ago he could not have gotten out of bed without help.
He is one day closer to feeling better. How does it feel to accomplish at least part of the
task? Help him apply the slogans to his life.

Case Illustration: Don’t Paddle Away
Tom is a recent graduate of a local university with a bachelor’s degree in sociology. He works as
a counselor at a drop-in center for the mentally ill. He has read several therapy books but feels
that he knows a lot more about theory than practice. He has attended twenty-five AA and NA
meetings in the last three months and has started reading the Basic Text of NA. He has a good
relationship with Steve, a frequent visitor to the center.
Steve is a thirty-eight-year-old father of two. Until two years ago he worked as a house painter.
He was on a scaffold when he had his first panic attack. He immediately got off the scaffold and
went to the emergency room. Steve was prescribed Ativan and told that he was suffering from
anxiety. When he returned to work the next day, he felt as if he were on the verge of another
panic attack. Steve quickly learned that drinking a few beers with his Ativan enabled him to
ignore his fears. Six months later he fell off a scaffold and went on disability. His panic spread to
several areas of his life, and he found it difficult to leave the house without swallowing a mixture
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of muscle relaxants, Ativan, and alcohol. He was hospitalized following an apparent suicide
attempt. Upon discharge he was referred to the mental health system.
Steve arrived at the drop-in center complaining of back pain. He said he was depressed, that his
children were not going to respect him when they grew up and realized he was a “loser.” Tom
noticed that Steve’s eyes were glassy and his speech was slurred. He confronted Steve about this
and asked him if he wanted to go to the emergency room or a detoxification center. Steve refused
to do either saying he just wanted to watch TV at the center. Tom informed him that he had the
option of going to the emergency room or detoxification center but he did not have the option of
staying at the center. Steve left angrily saying he knew a bar where he was always welcome.
The next day Steve arrived at the center at noon. He was somewhat disheveled, but his speech
was clear and he was steady on his feet. He came in to complain that Tom was “a two-faced
college brat” who didn’t know what he was doing. Steve implied that he could have died and
that all he had asked for was a place to sit until he felt better. He complained that Tom had no
idea what it was like to be in pain and permanently disabled. He predicted that if Tom ever found
himself in his shoes, he would be depressed and drunk too.
Tom did not interrupt Steve. Steve was not threatening and there was no reason to believe he had
been using substances. Tom listened respectfully for some time.
From their conversation Tom learned of three things Steve wants that are incompatible with his
continued alcohol and other drug abuse. Steve wants the respect of his children, not to be
depressed, and gainful employment.
Tom needs to do several things. He has to let Steve know that he is welcome at the center as long
as he is sober. He may want to congratulate Steve for arriving at the center sober. He may need
to remind Steve why he was asked to leave in the first place. Steve may try to draw Tom into a
lengthy discussion about what really happened. If he is smart, Tom will remind him of the rules
and move on to discuss other issues.
Next, Tom will want to spend some time discussing what Steve wants and what stands in his
way. The cold, hard fact is that drinking is not going to solve any of Steve’s problems. In fact,
drinking will only worsen the three problems Tom has targeted.
Tom may want to include yesterday’s incident on the timeline. Under “consequences,” Tom will
want to focus on Steve’s three issues. He may want to find out if Steve’s children saw him drunk
and how he feels about that. Was Steve more depressed when he woke up this morning? Did he
do anything detrimental to his finding a new career or training?
Tom should try to nudge Steve into applying the slogans to his situation. Steve is sober today; he
should begin his recovery again One day at a time. If Steve ignores his addiction he will never
solve the other three problems, First things first. Steve may be able to identify several other
slogans that apply.
If Steve is willing to, he and Tom should plan the rest of the day so that Steve does not pick up
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the first drink. They may want to complete a contingency card. If at all possible, part of the plan
should be for Steve to go to a Twelve Step meeting or an in-house group. Steve should inform
his psychiatrist that he has been drinking.
It is Tom’s job to confront alcohol and other drug use, instill hope, and provide an alternative.
Since Tom understands Twelve Step programs and works closely with the community mental
health center, he has all the resources he needs to deal with substance abuse and mental illness.

The Point Is . . .
•

Don’t Paddle Away!

Thank You!
We appreciate all of our colleagues who use their clinical knowledge and experience to help
consumers with dual disorders and their families (and significant others). We know this work is
not easy, but it is important. You do make a difference in the lives of consumers. As a result of
your work, consumers will get better and live more meaningful and satisfying lives. Never lose
track of this because for every consumer who still struggles, there is someone who gets it
together and engages in recovery.
We hope you found this book informative and helpful in your work. Please feel free to email
either of us with your comments about what you liked or didn’t like. Include any ideas on topics
or issues to include in future editions of this book to make it even better.
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Appendix I
Self-Help Programs for Persons
with Dual Disorders
Double Trouble Intergroup, P.O. Box 2287, Philadelphia, PA 19103. Some AA chapters have
special meetings for recovering individuals who have combined alcohol and mental health
problems. These groups have a variety of names, according to the area of the country.
Dual Recovery Anonymous, Central Service Office, P.O. Box 8170, Prairie Village, KS 66208,
(913) 991-2703 (draws@draonline.org). A self-help organization for those with dual disorders
(Twelve Step format).
Emotional Health Anonymous, 2420 Gabriel Boulevard, Rosemead, CA 91880, (818) 573-5482.
A Twelve Step program for people with psychiatric problems.
Grow, Inc., 2403West Springfield, Champaign, IL 61821, (217) 352-6989. A self-help program
for people with psychiatric problems.
Mentally Ill Recovering Alcoholics (MIRA), P.O. Box 8335, Rolling Meadows, IL 60008.
STEMSS, (Support together for emotional and mental serenity and sobriety), Michael G. Bricker,
MS, NCADC, c/o STEMSS Institute and Bricker Clinic, 140 E. Dekora Street, Saukville, WI
53080, (414) 268-0899.
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Appendix II
The Steps and Traditions of Recovery
The Twelve Steps of Alcoholics Anonymous*
1. We admitted we were powerless over alcohol—that our lives had become unmanageable.
2. Came to believe that a Power greater than ourselves could restore us to sanity.
3. Made a decision to turn our will and our lives over to the care of God as we understood Him.
4. Made a searching and fearless moral inventory of ourselves.
5. Admitted to God, to ourselves, and to another human being the exact nature of our wrongs.
6. Were entirely ready to have God remove all these defects of character.
7. Humbly asked Him to remove our shortcomings.
8. Made a list of all persons we had harmed, and became willing to make amends to them all.
9. Made direct amends to such people wherever possible, except when to do so would injure
them or others.
10. Continued to take personal inventory and when we were wrong promptly admitted it.
11. Sought through prayer and meditation to improve our conscious contact with God as we
understood Him, praying only for knowledge of His will for us and the power to carry that
out.
12. Having had a spiritual awakening as the result of these steps, we tried to carry this message
to alcoholics, and to practice these principles in all our affairs.

*The Twelve Steps of AA are taken from Alcoholics Anonymous, 3d ed., published by AA World Services, Inc.,
New York, N.Y., 59-60. Reprinted with permission of AA World Services, Inc. (See editor’s note on copyright
page.)
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The Twelve Traditions of Alcoholics Anonymous*
1. Our common welfare should come first; personal recovery depends upon A.A. unity.
2. For our group purpose there is but one ultimate authority—a loving God as He may express
Himself in our group conscience. Our leaders are but trusted servants; they do not govern.
3. The only requirement for A.A. membership is a desire to stop drinking.
4. Each group should be autonomous except in matters affecting other groups or A.A. as a
whole.
5. Each group has but one primary purpose—to carry its message to the alcoholic who still
suffers.
6. An A.A. group ought never endorse, finance or lend the A.A. name to any related facility or
outside enterprise, lest problems of money, property and prestige divert us from our primary
purpose.
7. Every A.A. group ought to be fully self-supporting, declining outside contributions.
8. Alcoholics Anonymous should remain forever nonprofessional, but our service centers may
employ special workers.
9. A.A., as such, ought never be organized; but we may create service boards or committees
directly responsible to those they serve.
10. Alcoholics Anonymous has no opinion on outside issues; hence the A.A. name ought never
be drawn into public controversy.
11. Our public relations policy is based on attraction rather than promotion; we need always
maintain personal anonymity at the level of press, radio and films.
12. Anonymity is the spiritual foundation of all our Traditions, ever reminding us to place
principles before personalities.

*The Twelve Traditions of AA are taken from Alcoholics Anonymous, 3d ed., published by AA World Services,
Inc., New York, N.Y., 564. Reprinted with permission of AA World Services, Inc. (See editor’s note on copyright
page.)
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The Twelve Steps of Dual Recovery Anonymous*
1. We admitted we were powerless over our dual illness of substance dependency and
emotional or psychiatric illness—that our lives had become unmanageable.
2. Came to believe that a Higher Power of our understanding could restore us to sanity.
3. Made a decision to turn our will and our lives over to the care of our Higher Power, to help
us to rebuild our lives in a positive and caring way.
4. Made a searching and fearless personal inventory of ourselves.
5. Admitted to our Higher Power, to ourselves, and to another human being, the exact nature of
our liabilities and our assets.
6. Were entirely ready to have our Higher Power remove all our liabilities.
7. Humbly asked our Higher Power to remove these liabilities and to help us to strengthen our
assets for recovery.
8. Made a list of all persons we had harmed and became willing to make amends to them all.
9. Made direct amends to such people wherever possible, except when to do so would injure
them or others.
10. Continued to take personal inventory and when wrong promptly admitted it, while continuing
to recognize our progress in dual recovery.
11. Sought through prayer and meditation to improve our conscious contact with our Higher
Power, praying only for knowledge of our Higher Power’s will for us and the power to carry
that out.
12. Having had a spiritual awakening as a result of these Steps, we tried to carry this message to
others who experience dual disorders and to practice these principles in all our affairs.

*Adapted from the Twelve Steps of Alcoholics Anonymous. The Twelve Steps of Dual Recovery Anonymous are
used with the permission of the Dual Recovery Anonymous Central Service Office, P.O. Box 8107, Prairie Village,
KS 66208. The Twelve Steps are reprinted and adapted with permission of Alcoholics Anonymous World Services,
Inc. Permission to reprint and adapt this material does not mean that AA has reviewed or approved the contents of
this publication, nor that AA agrees with the views expressed herein. AA is a program of recovery from
alcoholism—use of the Twelve Steps in connection with programs and activities which are patterned after AA, but
which address other problems, does not imply otherwise.
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STEMSS: Support Together for Emotional and Mental Serenity
and Sobriety Self-Help Model*
1.

I admit and accept my mental illness is separate from my substance dependency and that I
have a dual illness.

2.

As a result of this acceptance I am willing to accept help for my illnesses.

3.

As a result of this willingness, I came to believe that with help and understanding, recovery
is possible.

4.

As a result of this belief, I accept the fact that medical management must play a large part
in my recovery program.

5.

As part of this recovery program, I accept the fact that I must maintain an alcohol and drug
free** lifestyle.

6.

In following these steps throughout my life, I will reach my goals and help others to begin
the recovery process.

*STEMMS: Support Together for Emotional and Mental Serenity and Sobriety Self-Help Model is used with the
permission of the STEMMS Institute and Bricker Clinic, 140 E. Dekora St., Saukville, WI 53080. The institute also
gives blanket permission to copy, distribute, and/or use their materials for the purpose of starting a STEMSS Group,
as long as proper attribution is given. The STEMMS Steps are reprinted and adapted with permission of Alcoholics
Anonymous World Services, Inc. Permission to reprint and adapt this material does not mean that AA has reviewed
or approved the contents of this publication, nor that AA agrees with the views expressed herein. AA is a program of
recovery from alcoholism—use of the Twelve Steps in connection with programs and activities which are patterned
after AA, but which address other problems, does not imply otherwise.
**“Drug” refers to recreational substances, not prescribed medications.
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Schizophrenics Anonymous Steps for Recovery*
1. SURRENDER . . . I admit I need help. I can’t do it alone.
2. CHOOSE . . . I choose to be well. I take full responsibility for my choices and realize the
choices I make directly influence the quality of my days.
3. BELIEVE . . . I now come to believe that I have been provided with great inner resources
and I will try to use these resources to help myself and others.
4. FORGIVE . . . I forgive myself for all the mistakes I have made. I also forgive and release
everyone who has injured or harmed me in any way.
5. UNDERSTAND . . . I now understand that erroneous, self-defeating thinking contributes to
my problems, failures, unhappiness and fears. I am ready to have my belief system altered so
my life can be transformed.
6. DECIDE . . . I made a decision to turn my life over to the care of GOD, AS I
UNDERSTAND HIM, surrendering my will and false beliefs. I ask to be changed in depth.

*Adapted from the Twelve Steps of Alcoholics Anonymous. The Schizophrenics Anonymous Steps for Recovery
are used with permission of the Mental Health Association in Michigan, 319W. Lenawee, Lansing, MI 48933. The
Schizophrenics Anonymous Steps for Recovery are reprinted and adapted with permission of Alcoholics
Anonymous World Services, Inc. Permission to reprint and adapt this material does not mean that AA has reviewed
or approved the contents of this publication, nor that AA agrees with the views expressed herein. AA is a program of
recovery from alcoholism—use of the Twelve Steps in connection with programs and activities which are patterned
after AA, but which address other problems, does not imply otherwise.
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Excerpt from
The A.A. Member – Medications and Other
Drugs*
Give the following excerpt (from The A.A. Member—Medications and Other Drugs: A Report
from a Group of Physicians in A.A.) to consumers to explain A.A.’s official policy on
medications. Consumers can then pass it along to people who tell them to stop taking their
prescribed psychotropic medication.
At the same time that we recognize this dangerous tendency to readdiction, we also
recognize that alcoholics are not immune to other diseases. Some of us have had to
cope with depressions that can be suicidal; schizophrenia that sometimes requires
hospitalization; manic depression; and other mental and biological illnesses. Also
among us are epileptics, members with heart trouble, cancer, allergies, hypertension,
and many other serious physical conditions.
Because of the difficulties that many alcoholics have with drugs, some members have
taken the position that no one in A.A. should take any medication. While this position
has undoubtedly prevented relapses for some, it has meant disaster for others.
A.A. members and many of their physicians have described situations in which
depressed patients have been told by A.A.’s to throw away the pills, only to have
depression return with all its difficulties, sometimes resulting in suicide. We have
heard, too, from schizophrenics, manic depressives, epileptics, and others requiring
medication that well-meaning A.A. friends often discourage them from taking
prescribed medication. Unfortunately, by following a layman’s advice, the sufferers
find that their conditions can return with all their previous intensity. On top of that,
they feel guilty because they are convinced that “A.A. is against pills.”
It becomes clear that just as it is wrong to enable or support any alcoholic to become
readdicted to any drug, it’s equally wrong to deprive any alcoholic of medication
which can alleviate or control other disabling physical and/or emotional problems.

*Taken from The A.A. Member—Medications and Other Drugs, published by AA World Services, Inc., New York,
N.Y., 9. Reprinted with permission of AA World Services, Inc. (See editor’s note on copyright page.)
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Appendix A: Treating Chronic Mental Illness &
Substance Use Disorders: Individual and Group
Counseling Strategies
Directions: To receive credits for this course, you are required to take a post test
and receive a passing score. We have set a minimum standard of 80% as the
passing score to assure the highest standard of knowledge retention and
understanding. The test is comprised of multiple choice and/or true/false questions
that will investigate your knowledge and understanding of the materials found in this
CEU Matrix – The Institute for Addiction and Criminal Justice distance learning
course.
After you complete your reading and review of this material, you will need to answer
each of the test questions. Then, submit your test to us for processing. This can be
done in any one of the following manners:
1. Submit your test via the Internet. All of our tests are posted electronically,
allowing immediate test results and quicker processing. First, you may want
to answer your post test questions using the answer sheet found at the end of
this appendix. Then, return to your browser and go to the Student Center
located at:
http://www.ceumatrix.com/studentcenter
Once there, log in as a Returning Customer using your Email Address and
Password. Then click on ‘Take Exam’ and you will be presented with the
electronic exam.
To take the exam, simply select from the choices of "a" through "e" for each
multiple choice question. For true/false questions, select either "a" for true, or
"b" for false. Once you are done, simply click on the submit button at the
bottom of the page. Your exam will be graded and you will receive your
results immediately. If your score is 80% or greater, you will receive a link to
the course evaluation, which is the final step in the process. Once you submit
the evaluation, you will receive a link to the Certificate of Completion. This is
the final step in the process, and you may save and/or print your Certificate of
Completion.
If, however, you do not achieve a passing score of at least 80%, you will need
to review the course material and return to the Student Center to resubmit
your answers.
OR

Treating Chronic Mental Illness & Substance Use Disorders: Individual and Group
Counseling Strategies

2. Submit your test by mail using the answer sheet found at the end of this
package. First, complete the cover page that will identify the course and
provide us with the information that will be included in your Certificate of
Completion. Then, answer each of the questions by selecting the best
response available and marking your answers on the sheet. The final step is
to complete the course evaluation (most certifying bodies require a course
evaluation before certificates of completion can be issued). Once completed,
mail the information, answer and evaluation sheets to this address:
CEU Matrix - The Institute for Addiction and Criminal Justice Studies
P.O. Box 2000
Georgetown, TX 78627
Once we receive your exam and evaluation sheets, we will grade your test
and notify you of the results.
If successful, you will be able to access your Certificate of Completion and
print it. Access your browser and go to the Student Center located at:
http://www.ceumatrix.com/studentcenter
Once there, log in as a Returning Customer using your Email Address and
Password. Then click on ‘Certificate’ and you will be presented with a
downloadable copy of your Certificate of Completion that you may save /
and/or print. If you would rather have your Certificate of Completion mailed to
you, please let us know when you mail your exam and evaluation sheets; or
contact us at ceumatrix@ceumatrix.com or 800.421.4609.
If you do not obtain the required 80% score, we will provide you with feedback
and instructions for retesting.
OR
3. Submit your test by fax. Simply follow the instructions above, but rather than
mailing your sheets, fax them to us at (512) 863-2231.
If you have any difficulty with this process, or need assistance, please e-mail us at
ceumatrix@ceumatrix.com and ask for help.
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Answer the following questions by selecting the most appropriate response.
1. Historically, treatment of clients with dual disorders has tended to focus on either
the substance use disorder or the mental illness.
a) True
b) False
2. Treatment professionals often face this problem when dealing with clients with
dual disorders.
a) the mental illness and substance use disorder are more detrimental in
combination
b) recovery from both can be more difficult than recovery from either one alone
c) the mental illness diagnosis is often unclear
d) all of the above
e) none of the above
3. ______ are characterized by worry, dread, and a number of physical symptoms.
a) Mood disorders
b) Psychotic disorders
c) Anxiety disorders
d) Phobias
e) Panic disorders
4. ______ can alter the perception of reality and cause the boundaries of time to
fade away.
a) Depressants
b) Stimulants
c) Nicotine
d) Downers
e) Hallucinogens
5. Among the general public, people often feel that ______ is somehow different
from other drugs.
a) cocaine
b) alcohol
c) marijuana
d) heroin
e) methamphetamine
6. A hurdle that treatment professionals often face is making the client understand
the differences between street drugs and prescribed medications.
a) True
b) False
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7. It is more important for an abuser to cooperate with staff than to agree to a drug
screen and attend meetings on their own.
a) True
b) False
8. All but ______ are part of a team that may be utilized in treatment.
a) physicians
b) residential care workers
c) clinicians
d) financial consultants
e) social rehabilitation experts
9. According to this manual, the treatment team must agree on two key issues,
______ and ______.
a) compensation for their efforts, references used
b) religious taboos, family history
c) historical treatment methods, client economic status
d) family stability, facility compliance
e) an ongoing dialogue, that abstinence and medication compliance are two primary
goals
10. One of the most difficult aspects of treating mental illness and substance use
disorders combined is arriving at a/n ______.
a) budget
b) location
c) diagnosis
d) emotional stability
e) potential
11. Once initial diagnoses are made it is unnecessary to add or change strategies.
a) True
b) False
12. Limited information on the first interview, or even if the client is slightly less
suspicious, should be considered a success.
a) True
b) False
13. ______ is a defense that saves the client from realizing he has a problem with
substances and that he may have to abstain from them.
a) Agreement
b) Anger
c) Admission
d) Denial
e) Corroboration
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14. Delusions are simply another form of lying.
a) True
b) False
15. Treating the client requires the ability to sell the client on ______.
a) your credentials
b) quick fixes
c) long-term solutions
d) financial reward
e) other drugs of choice
16. Once mental illness is in remission or improved the counselor then knows how
much the client might gain from programs or support groups.
a) True
b) False
17. Basically, enabling involves trading ______ for ______.
a) the drug of choice, a less disabling alternative
b) your services, a promise from the client that he will quit
c) money, drugs
d) long-term relief, short-term problems
e) short-term relief, long-term problems
18. Shielding the client from the consequences of continued substance use is a
common mistake counselors make.
a) True
b) False
19. Initially treating both mental illness and substance use disorders is more a
question of ______ than technique.
a) professionalism
b) tact
c) likeability
d) common sense
e) education
20. Repeated efforts to help the client usually backfire and therefore a counselor
should never "lead the horse to water" more than once.
a) True
b) False
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21. Biopsychosocial illnesses, which include mental illnes and substance use
disorder, have ______ components.
a) social
b) psychological
c) biological
d) only (b) and (c)
e) all of the above
22. A treatment professional should never allow a client to use his/her ______ as a
reason for substance abuse.
a) appearance
b) physical disabilities
c) situation
d) monetary status
e) parents
23. When a client responds fully to multiple treatments counselors refer to this
condition as refractory.
a) True
b) False
24. The use of alcohol and other drugs is often a cover for psychiatric symptoms.
a) True
b) False
25. Therapy should work towards a balance of the ______ and ______ of treatment.
a) skills, methods
b) overtones, methods
c) science, flexibility
d) science, art
e) versatility, completeness
26. Psychiatric illness raises the odds of developing a substance use disorder, and a
substance use disorder lowers the odds of developing a psychiatric illness.
a) True
b) False
27. Clients with dual disorders tend to have higher rates of all of the following except
______.
a) financial problems
b) relapse to either disorder
c) cognitive stability
d) depression
e) family problems
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28. Monetary or other rewards should not be used to motivate clients in their
recovery as this may lead to another type of dependency.
a) True
b) False
29. Self-disclosure is important in ______.
a) solving problems
b) developing relationships
c) overcoming roadblocks in recovery
d) all of the above
e) none of the above
30. Helping the client identify ______ provides a focus for treatment and gets
him/her involved actively in treatment.
a) other group members
b) excuses
c) counselors
d) appropriate terminology
e) goals
31. Medications for mental disorders should be used in conjunction with therapy or
counseling.
a) True
b) False
32. Mood stabilizers are used for ______.
a) depression
b) schizophrenia
c) anxiety disorders
d) bipolar disorders
e) ADHD
33. The only addictions with FDA approved medications are opioids, alcohol,
nicotine, and cocaine.
a) True
b) False
34. Progress is seen when the client accepts that he/she ______.
a) has dual disorders
b) feels hopeful about recovery
c) becomes drug and alcohol free
d) stabilizes from acute psychiatric symptoms
e) all of the above
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35. MI and MotInc are two effective evidence-based approaches that rely on
______.
a) miracles
b) motor skills
c) motivation
d) monopolization
e) mood drives
36. A client with a substance use disorder may require ______ to safely withdraw
from the substance.
a) detoxification
b) reclassification
c) questioning
d) group therapy
e) individual therapy
37. Delirium Tremens (the DTs) includes:
a) seizures
b) fever
c) profuse sweating
d) hallucinations
e) all of the above
38. It is best to try and reason with someone who is likely to be under the influence.
a) True
b) False
39. Clinical experience shows that ______ is/are the most common relapse risk
factor among clients with substance use disorders.
a) peer pressure
b) societal expectations
c) money problems
d) inability to manage feelings or moods
e) availability of drugs
40. A relapse seldom comes out of the blue, they ______.
a) usually occur in threes
b) rarely occur
c) are always predictable
d) make recovery nearly impossible
e) are often preceded by warning signs
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41. The slogan "One day at a time" usually has the same meaning to client as it
does to counselor.
a) True
b) False
42. A common slogan advises clients to avoid getting all but ______.
a) too angry
b) too lonely
c) too confident
d) too tired
e) too hungry
43. Contingency cards are ______ written on index cards to help the client in case of
an emergency.
a) payment plans
b) treatment plans
c) relapse plans
d) action plans
e) medication listings
44. Offshoot groups of the Twelve Step program are often revised to include
______.
a) medications
b) addictions
c) self-help
d) none of the above
e) all of the above
45. ______ groups are based on the assumption that providing information about
mental illness and substance use disorders helps consumers begin recovery.
a) Psychoeducational
b) Cognitive
c) Behavioral
d) Medicinal
e) Same-sex
46. The main goal of a problem-solving group is to provide mechanisms for clients to
help each other identify and explore problems and potential solutions.
a) True
b) False
47. The family of the substance abuser is also considered to be the client.
a) True
b) False
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48. Family psychoeducational workshops may include all of the following except
______.
a) discussions
b) educational videotapes
c) brief lectures
d) question and answer sessions
e) enabling
49. Do not push the notion that the client can have some of the things he wants by
abstaining from addictive substances and complying with medications.
a) True
b) False
50. Only confront use of alcohol and drugs when you are certain the client is
prepared.
a) True
b) False
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