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• Recognize Trauma-based attachment interruption as a foundation to 

substance use and emotional dysregulation

• Connect neurological responses to early attachment disruption, to inability to 

self-soothe or receive soothing, and SUD

• Review SAMSHA's 12 Step process for co-occurring disorders assessment 

• Aligning Integrated Assessment & Treatment Planning Tools with 

Transformational Care Planning 

• Cross-walk current diagnostic criteria for substance-related disorders (e.g., 

ASAM & DSM5 and ICD-10) and major mental health diagnostic categories that 

present in addiction treatment programs

• Determine high risk indicators for suicide and violence in persons with co-

occurring disorders



• Distinguish signs and symptoms of and appropriate responses to high-risk 

medical complications including withdrawal, medication toxicity, and 

overdose

• Identify Stage of Change impact on the interactions between co-existing 

mental health, substance use, and other health care issues on treatment 

planning and case conceptualization

• Describe barriers that may complicate a person's ability to access and 

remain in treatment, including stigma, resource access, stage of change, 

and criminal justice cycle

• Explore tools and techniques to educate clients and support system about 

self-advocacy and empowerment 

• Identify group facilitation modalities for co-occurring: handling being 

loaded, manually based modules (seeking safety) differences in 

populations

• Planning for co-occurring relapse prevention based on stage of recovery 



(302) What is joint needs assessment and care planning? 

(Integrated care) - YouTube (2:15)





The transformational care plan for the Integrated 

Behavioral Health client is created by the service 

provider, the client, and his or her natural support 

system to outline the steps for achieving specific desired 

results or outcomes. 

It is a key element that structures an ongoing 

partnership based on shared decision-making. 



(302) Shared decision making - YouTube
(3:46)

After completion of the initial plan, it should be 

revised on a regular basis based on their 

achievement of short-term goals. 
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The first priority in developing a plan is to determine 

whether there are basic health and safety concerns 

that need to be addressed. These concerns are critical 

and primary, and they may involve legal obligations and 

mandates. 



In situations where the service provider is initially 
focused on health and safety concerns, the most 

successful approach is to negotiate and 
collaborate with client and support system (if 

available) to develop mutual agreement. When 
basic safety issues are addressed and 

fundamental needs are met, the plan can begin to 
focus on achieving the desired results articulated 

by the client and support.



The plan is geared toward working through all the 
necessary small steps to reach larger desired 
results. As small steps are accomplished, the 

provider and client should take opportunities to 
acknowledge and celebrate their progress.



The plan requires a number of 

elements: 

1. Client and family’s (or support 

system’s) statement of desired results

2. Obstacles to accomplishing those 

results

3. Discharge or transition criteria 

4. Short-Term Goals—the smaller 

elements of a desired results 

statement that spells out steps that 

must be taken to achieve them 



5. Strengths of the client, family and natural support system 

that will aid them in accomplishing each of their short-term 

goals, as they work toward achieving their desired results

6. Types of action steps and interventions, identifying who 

will take necessary actions and what those actions will 

encompass 

7. Time frame for the accomplishment of interventions 

8. Signatures of the client and those providing services



In order for the agency to be reimbursed 
for services, the care plan must identify 

the medical necessity of the work 
provided. It must outline how the 

symptoms, behaviors, and functional 
impairments to achieving desired results 
will be reduced, improved or eliminated. 



Beyond MediCal requirements, however, are the requirements 

for person-centered, culturally sensitive plans. These include: 

•Collaboration and partnership between members of the family 

or natural support system and service providers in all aspects of 

the development of the plan 

•Articulation of results that are desired by the client and 

significant support people



•Focus on strengths, developmental assets, and 
protective factors of the client and his or her natural 
support system 
•Utilization of the expertise of that family / system about 
the client, and the client’s expertise about him or herself
•Incorporation of cultural elements that affect the plan
Foundation on the values of the client in his or her 
natural environment / system



What if I have a 30-Day 

Residential stay limitation
Intensive Assessment opportunity - with treatment goals 

connected to assessment and aftercare planning

Pre-contemplative: Orally assess using the following tools: 

DAST/AUDIT/Pocket Guide

Based on Pt response, Clinician will engage 

clt in discussion: How would I KNOW 

substances are affecting my life?

Pt unclear about role of substances 

in their life





What if I have a 30-Day 

Residential stay limitation
Intensive Assessment opportunity - with treatment goals 

connected to assessment and aftercare planning

Pre-contemplative: Clinician will administer the TIP 35 

Readiness to Change Questionnaire and 

explore areas identified by Pt for change.
Pt ambivalent about treatment 

need or applicability





What if I have a 30-Day 

Residential stay limitation
Intensive Assessment opportunity - with treatment goals 

connected to assessment

Pre-contemplative: Clinician will review TIP 42 Cooccurring 

Screening Form  and explore impact of 

substance use on mental health diagnosis
Pt unaware of interaction between 

substance use and mental health





What if I have a 30-Day 

Residential stay limitation
Intensive Assessment opportunity - with treatment goals 

connected to assessment

Contemplative Clinician will review Life Areas Assessment and 

explore impact of symptoms pt identifies and 

consider harm reduction options to deter 

increasing severity.

Pt unaware of definition of addiction 

and the impact substance use has 

on his/her current functioning





What if I have a 30-Day 

Residential stay limitation
Intensive Assessment opportunity - with treatment goals 

connected to assessment

Contemplative/Preparation 

Clinician will Substance use Motivational Ruler 

or Decisional Balance Worksheet and explore 

identified motivators to change.

Pt unclear about the impact of 

substance use on his/her 

functioning and importance of 

change.







What if I have a 30-Day 

Residential stay limitation
Intensive Assessment opportunity - with treatment goals 

connected to assessment

Preparation 

Clinician will administer the Resilience 

Assessment  or PCE Assessment and explore 

areas of strength and necessary growth

Pt doubts his/her capacity to 

achieve recovery





What if I have a 30-Day 

Residential stay limitation
Intensive Assessment opportunity - with treatment goals 

connected to assessment

Preparation 

Clinician will administer Attachment Styles 

assessment and review ways in which the pt's 

attachment strategies may interrupt successful 

recovery attempts.

Pt has not been successful in 

previous treatment episodes due to 

difficulty developing a support 

system 







A process of change through which 
individuals improve their health and 

wellness, live a self-directed life, and strive 
to reach their full potential. Through the 

Recovery Support Strategic Initiative, 
SAMHSA has delineated four major 

dimensions that support a life in recovery: 



A stable and safe place to live.

Overcoming or managing one’s disease(s) or 
symptoms—for example, abstaining from use 

of alcohol, illicit drugs, and non-prescribed 
medications if one has an addiction 

problem—and for everyone in recovery, 
making informed, healthy choices that 

support physical and emotional wellbeing.



Meaningful daily activities, such as a job,
school, volunteerism, family caretaking, or
creative endeavors, and the independence,
income, and resources to participate in
society.

Relationships and social networks that 
provide support, friendship, love, and 
hope.





Let’s return to our earlier discussion of attachment 
strategies in the face of interrupted attachment that 
then lays the groundwork for attachment to substances 
instead of people, which can make identifying a support 
system, and utilizing it, very difficult. 



We have spent considerable time in assessment of 
addiction and mental health, hyper and hyperarousal 

responses, and attachment styles. This can provide 
an overwhelming amount of data, and it is important 
to keep the information within the ASAM Dimensions 
outline to make sense to us and more importantly, 

the client. 



Keeping in mind that the heart of the ASAM 

is individualized treatment planning, there 

are some re-occurring issues that might be 

helpful to keep in mind.



Withdrawal symptoms will manifest based on 

whether the drugs themselves are stimulants or 

depressives. If the resident is addicted to opiates, 

(parasympathetic system) benzodiazepines, or 

alcohol then his withdrawal will be sympathetic in 

nature, which means elevation of heart rate, 

sweating, goosebumps, nausea, etc. 



If in alcohol or benzodiazepine 
withdrawal, these sympathetic 
symptoms could elevate into 
stroke or seizure and require 
immediate intervention.



Signs and symptoms of and appropriate 

responses to high-risk medical complications 

including withdrawal, medication toxicity, 

and overdose. 



Alcohol withdrawal is caused by the body and brain chemistry re-
adjusting to a lack of alcohol when a drinker quits. Chronic alcohol 
consumption changes brain chemistry in the following ways:
• Alcohol inhibits the functionality of GABA, a neurotransmitter that 

induces feelings of relaxation.
• Alcohol also inhibits the effect of glutamate, a neurotransmitter that 

induces feelings of excitability.

When a person stops drinking, these neurotransmitters react by working 
feverishly. They exhibit a rebound effect and go on overdrive.
There is also a dangerous phenomenon called “alcohol kindling effect." 
The withdrawal becomes more and more severe each time, even if the 
amount of alcohol consumed is the same or even reduced.



Mild symptoms of alcohol withdrawal include:

• Shaking

• Mild sweating

• Mild anxiety

• Fatigue

• Headaches

• Insomnia

• Nausea

• Vomiting

• Irritability



More severe symptoms include:
• High blood pressure

• Elevated body temperature

• Elevated heart rate

• Irregular heartbeat

• Seizures

• Tremors

• Alcohol withdrawal depression

• Altered consciousness

• Hallucinations

• Delirium tremens (DTs)

• In this context, it is worth noting that the condition of alcoholic hallucinosis differs 

from the hallucinations that a person with DTs experiences. In the former case, the 

person knows that he or she is “hallucinating.” A person experiencing DTs 

perceives the images to be real. Alcohol poisoning can also lead to alcohol 

induced dementia.





Seek immediate medical help if 

you observe one or more of the 

next alcohol poisoning signs in 

an individual who has been 

drinking:

• Slurred speech or 

incoherence

• Having difficulty walking or 

standing

• Being unable to make 

and/or maintain eye contact

• Vomiting



Opiate withdrawal usually come in two stages. The early signs of withdrawal from opiates are:

• Anxiety

• Insomnia

• “Increased tearing”

• Agitation

• Runny nose

• Yawning

• Sweating

• Muscle aches

This is usually the most difficult period of opiate withdrawal. It often feels like having the 

flu, and this is why many people who are dependent on the drug do not realize what is 

happening. They assume that they have the flu and try to medicate for the wrong issue. It is 

also the most painful stage, as the person will experience muscle, joint, and bone aches and 

pains because of the absence of the opiates, which are pain relievers. 

A person who is addicted to the drug will even feel phantom pain and also will crave the drug.



The late stage signs of withdrawal from opiates are:

• Nausea

• Vomiting

• Diarrhea

• Dilation of the pupils

• Goose bumps

• Abdominal cramping

This is also an uncomfortable time for someone going through opiate 

withdrawal. The person will need to stay home if possible and rest because 

the physical symptoms become very strong here. If the person is addicted 

to opiates, he or she will probably still be craving the drug.



How long opioid withdrawal lasts depends on the type of opioid you are 

taking. For a long-acting opioid, like methadone, withdrawal may last from 

7 to 14 days. For short-acting opioids like heroin or oxycodone, withdrawal 

may last 3 to 5 days. Opioid withdrawal is rarely life-threatening, but it can 

be very uncomfortable.

You may also have opioid withdrawal syndrome if you are on a high dose 

of opioid and the dose is suddenly and greatly reduced.

• For short-acting opioids, opioid withdrawal syndrome starts within 12 

hours of the last use.

• For long-acting opioids, opioid withdrawal starts within 30 hours.



The abuse of stimulants typically involves a binge pattern followed by 

withdrawal and intense cravings. According to the Diagnostic and Statistical 

Manual of Mental Disorders, Fifth Edition (DSM-5), stimulant withdrawal produces 

dysphoric mood along with 2 or more of the following symptoms:

• Fatigue.

• Psychomotor retardation or agitation.

• Unpleasant dreams.

• Inability to sleep or sleeping excessively.

• Increase in appetite.

In addition, you might experience withdrawal-related depression and 

accompanying suicidal ideation. This can be severe and may require 

management by medical professionals in a detox facility equipped to manage 

the full spectrum of withdrawal symptoms.



Other signs and symptoms that you might experience while withdrawing 

from stimulants include:

• Dehydration

• Weight loss

• Chills

• Cravings

• Anxiety

• Irritability

• Impaired memory

• Dulled senses

• Loss of interest in fun activities (anhedonia)

• Lack of interest in social interactions



Early stage (Days 1-3)
Anxiety

Agitation
Fatigue

Body Aches
Feelings of 

Unhappiness

Middle stage (Days 4-10)
Sleepiness

Severe Fatigue
Depression
Insomnia
Irritability

Late stage (Days 11+)
Poor sleep

Poor concentration
Anxiety

Depression
Mood Swings

The types of symptoms experienced during stimulant withdrawal vary from person to person 

and heavily depend on history of use. Symptoms typically begin within hours of last use but 

may take up to a day. The main bulk of withdrawal symptoms peak about a week after 

discontinuation of use. Post-acute withdrawal symptoms such as mood swings, poor sleep, 

depression and fatigue can last for weeks or months.



(312) Drug Withdrawal 
Symptoms and How to 
Manage It During Detox -
YouTube
3:49



Drug toxicity and drug overdose are often confused. 
One difference is that although drug toxicity 

generally occurs over time, drug overdose can 
happen when too much of a substance is 

consumed at once. Additionally, drug toxicity is 
typically accidental while drug overdose can be 

either accidental or intentional.



Drug toxicity can occur as a result of the over-ingestion of medication, 

causing too much of the drug to be in a person's system at once. This can 

happen if the dose taken exceeds the prescribed amount, or if the 

prescribed dosage is too high.

With certain medications, drug toxicity can also occur as an adverse drug 

reaction.

In this case, the normally given therapeutic dose of the drug can cause 

unintentional, harmful, and unwanted side effects.



In some cases, the threshold between an effective dose and a toxic dose 

is very narrow. A therapeutic dose for one person might be toxic to 

another person. Plus, drugs with a longer half-life can build up in a 

person's bloodstream and increase over time, resulting in drug toxicity.

Additionally, factors such as age, kidney function, and hydration can affect 

how quickly your body is able to clear a medication from your system. 

This is why medications such as lithium require frequent blood testing to 

keep track of the levels in your bloodstream.



Drug toxicity symptoms can differ depending on the medication you are taking. 

In the case of lithium, for instance, mild symptoms of acute lithium toxicity 

(which is drug toxicity after taking the drug one time) can include:

• Diarrhea

• Dizziness

• Nausea

• Stomach pains

• Vomiting

• Weakness



• Ataxia (poor muscle control, resulting in clumsy movements)

• Coma

• Hand tremors

• Heart problems (in rare cases)

• Muscle twitches

• Nystagmus (involuntary jerking of the eyeball)

• Seizures

• Slurred speech



(312) Emergency 
Medicine - Approach 
to Poisoning: By Stella 
Yiu M.D. - YouTube
2:45



Depending on complicating mental health or other medical 

conditions, the withdrawal phase may extend for several weeks, so the 

goal is increased functioning over time to enable the resident to 

participate in treatment, even if program structure needs to be 

modified to accommodate the resident’s withdrawal and stabilization 

process. 

Even attending one group a day begins the process of relationship 

engagement with the other residents.



A Peer Mentor assigned to the 
resident needs to enter the 
treatment episode from the 
beginning of the withdrawal 
process. It is helpful to pair the 
Peer relationship with 
increased physical wellness to 
enable attachment disrupted 
clients to begin to experience 
another person with healing. 



There are two stages of withdrawal.

The first stage is the acute stage, which usually lasts at most a 

few weeks. During this stage, you may experience physical 

withdrawal symptoms. But every drug is different, and every 

person is different. 

The second stage of withdrawal is called the Post Acute 

Withdrawal Syndrome (PAWS). During this stage you'll have fewer 

physical symptoms, but more emotional and psychological 

withdrawal symptoms.



Post-acute withdrawal occurs because your brain 

chemistry is gradually returning to normal. As 

your brain improves the levels of your brain 

chemicals fluctuate as they approach the new 

equilibrium causing post-acute withdrawal 

symptoms. 



Most people experience 

some post-acute withdrawal 

symptoms. Whereas in the 

acute stage of withdrawal 

every person is different, in 

post-acute withdrawal most 

people have the same 

symptoms. 



•Inability to Process & Organize Thoughts: Perhaps the most debilitating 

symptom of PAWS, recovering addicts are often unable to solve simple 

problems, maintain their focus on a specified task, or reason in the 

abstract. These issues can leave a person feeling helpless and unable to 

take action, which can exacerbate all other PAWS symptoms.

•Issues with Memory: As the body’s central nervous system recovers from 

drug use or alcoholism, temporary damage may become evident in the 

form of memory issues. This includes long term and short term memory.

•Emotional Incapacitation: PAWS can cause a person to overreact to 

benign stimuli or to not feel anything at all. This can then lead to 

depression because of an inability to find joy in daily life, or to a lowered 

sense of self esteem because of embarrassing, inappropriate behavior.



•Sleep Disorders: People suffering from Post Acute Withdrawal Syndrome can 

experience a host of sleeping problems. And while this can range from insomnia to 

narcolepsy to sleep apnea, the most commonly reported problem is the inability to 

maintain a regular sleeping cycle.

•Lack of Physical Coordination: The term “Dry Drunk” was actually derived from 

the physical symptoms of PAWS. This includes problems with balance, hand-to-eye 

coordination, fine motor skills, and impaired reflexes. Like the emotional 

overreactions, these symptoms can also lead to depression and damaged self 

esteem.

•Inability to Cope with Stress: Stress management abilities destabilize in a person 

suffering from PAWS, and the results are often completely unpredictable. A person 

might completely overreact to a situation that did not warrant it, or they might not 

react at all to a very grave situation. They might feel stressed all the time without 

being able to articulate why.



(313) Post Acute Withdrawl of 
Addiction - YouTube (10:34)



Addiction is a biochemical, biological disorder, and addressing the 

physical impact of years of substance use, trauma, and chronic 

stress has left its trace at the cellular level. Apart from the 

immediate withdrawal symptoms, we will need to provide the 

opportunity to identify other physical issues which need either 

attention. 



Attachment disrupted residents have a 
history of other hyperfocusing on their 

physical symptoms if anxiously attached, or 
being disengaged or minimizing of physical 

symptoms if avoidant or disorganized 
attached. Self-report of health condition 

status may not be reliable. 



This indicates a need for a full 
physical examination with a full 
blood panel, as well as prioritizing 
currently known medical 
conditions that need to be 
stabilized or evaluated (diabetes, 
hypertension, bone density 
changes, etc). It is not uncommon 
for prior physical therapy or 
medication regimens to have 
been abandoned or medical 
follow-up’s forgotten. 



If residents are entering with current 
medication for medical conditions, it is 

important to have the dosages assessed 
and adjusted if they have been evaluated 

for mental or physical conditions while 
abusing substances.



The presence of ongoing chronic stress of the addiction lifestyle, 

as well as likely early trauma, suggests that we recommend 

additional blood work that checks the immune system. 

Given the likely ongoing adrenal stress and calcium leeching from 

drug metabolism, it might be helpful to consider nutrition 

planning and even supplements to help support the residents to 

heal and shore up their depleted systems.



The ASAM will ask about prior mental health treatment, history with 

violence and suicide attempts, psychiatric interventions, and current 

mental health symptoms. In fact, this would be a good time to consider the 

use of the short form of the mental status exam if you are not already. 

People who consume a large amount of an intoxicating substance for a long 

time are more likely to develop Post Acute Withdrawal Symptoms which can last 

from 6 months to a year, which can mimic long-standing mental health 

conditions. These symptoms can include sudden mood swings, cognitive 

distortions, insomnia, irritability and reactivity, poor concentration, and fatigue. 



Given the potential for confusion and poor self-
observation, it will be important to locate outside 

records of prior treatment and to ascertain whether 
mental health conditions were identified when the 
client was actively using substances. This can take 

time to sort out, which is one of the reasons for 
extended stays for co-occurring disorders. 



You may consider adding 
the resident’s attachment 
style strategies, emotional 
regulation skills, and 
resiliency assessment. 
Because these are not 
traditionally included in 
substance use treatment 
plans, I have created some 
suggested treatment 
planning ideas.



•Problem: Resident distances from recovery support when feeling 

vulnerable which interferes with use of recovery support system.

•Goal: Identify attachment strategies that create distance when 

beginning to feel close to someone and practice tolerating small 

amounts of closeness.

•Action Plan: Resident will identify 3 individuals in treatment milieu 

with whom to practice emotional honesty, and practice use of 

developing attachment skills. Will report progress to primary 

counselor weekly.



•Problem: Resident demonstrates disruptive emotional 
escalation behaviors to demand attention when perceiving 
others as emotionally unavailable, which alienates recovery 
support and leads to isolation.
•Goal: Identify reactive attachment strategies used when s/he 
perceives the other person has become emotionally 
unavailable and decrease escalation behaviors.
•Action: Resident will keep a daily log tracking feelings of 
anxiety and desire to escalate, and identify perceived 
behaviors in others that are triggering. Resident will share log 
daily with their Peer Counselor.



•Problem: When resident perceives emotional threats he 
involuntarily dissociates and becomes unable to utilize 
recovery support or emotional regulation skills to remain 
available for sober relationships.
•Goal: Identify dissociative attachment strategies employed 
when triggered or over-stimulated and utilize mindfulness 
strategies.
•Action: Resident will utilize relaxation strategies 3 times a day 
to allow him/her to monitor rising internal distress, and keep a 
daily journal of triggers as they are identified. Resident will 
share journal will primary counselor once a week.



•Problem: Resident does not ask for help when needed in 

treatment milieu which interferes in his/her ability to fully 

participate in treatment groups and disconnects him/her from 

recovery support.

•Goal: Take opportunities to allow others to be of emotional or 

practical assistance by asking for help.

•Action: Resident will take one opportunity a day to ask one other 

person in milieu for either emotional or practical assistance, and 

keep a log in a journal to share with primary counselor once a 

week.



•Problem: Resident quickly disengages from tasks when 

encountering roadblocks which prevents him/her from completing 

important recovery tasks that will lead to ongoing sobriety.

•Goal: Increase sense of self-efficacy when encountering difficulties

•Action: Resident will complete “Cognitive Distortion” worksheet, 

and practice challenge statements that allow him/her to continue 

towards problem solving.



•Problem: Resident’s cognitive rigidity when encountering problems 

interferes with his/her ability to engage in effective problem solving 

strategies and disengages them from the treatment milieu.

•Goal: Resident will increase ability to view problems from at least 

two other perspectives which will allow him/her to more effective 

match solutions to problem viewpoint.

•Action: Resident will practice looking at a problem at least 3 

different ways and identify solutions and consequences that would 

match the view of the problem. Resident will keep a log of the three 

different views and share with his/her Peer counselor weekly.



•Problem: Resident is unable to verbalize or access thoughts and 

ideas without becoming overwhelmed by his/her arousal system 

and then shutting down ability to receive recovery support.

•Goal: Increase capacity for reflection of accurate verbal 

expression without getting overwhelmed by personal arousal 

system. 

•Action: Resident will increase ability to monitor elevating arousal 

responses by utilizing the biofeedback training 3 times a week 

with Peer counselor.



It would help to indicate the use of the Readiness Ruler, and I 

strongly encourage psychoeducation about the Stages of Change to 

encourage the residents to identify their stage of change as it shifts 

over time. If we remember that substances are a secure attachment 

source that has replaced unavailable caretakers, it makes sense that 

the stakes are even higher to the resident when they consider 

shifting this attachment.



The strength of the addictive craving combined with the early 
use of substances for self-soothing would indicate that we will 
need to re-evaluate readiness to change as they begin to 
attempt to form trusted attachments with the Peer Mentor, 
primary counselor, and other residents. The key idea in this 
dimension is to match the intensity of the intervention with the 
resident’s willingness to change and Stage of Change. 



It will be important to normalize 
their fear and resistance, and 
return to the question, “What 
did the substance DO for you? 
What purpose does it serve?” 
Remind them that ‘We’re 
talking about management, 
not elimination of pain. If the 
suggestions don’t work, we’ll 
think of others."



To assess for substance use readiness to change, you may want to 

add the Readiness to Change Questionnaire (Treatment Version) 

(RCQ-TV) (Revised) or the Stages of Change Readiness and 

Treatment Eagerness Scale (SOCRATES) found in the SAMHSA TIP 

35 manual as a treatment plan item:

Intervention: Explore readiness to change my substance use by 

completing the Readiness to Change Questionnaire and share the 

results with my counselor.



Readiness to Change can be vastly different between 
willingness to address mental health versus substance use, 
and ASAM Dimension 4 may need to be revisited multiple times 
throughout the treatment episode to match treatment plan 
goals and actions plans with stage of change for each issue.

Readiness to Change may also vary between 

willingness to shift attachment style and addiction.



(313) Motivational 

Interviewing (MI) for 

Addictions Video -

YouTube

(5:36)



It would help to indicate the use of the Readiness Ruler, and I 

strongly encourage psychoeducation about the Stages of change to 

encourage the residents to identify their stage of change as it shifts 

over time. If we remember that substances are a secure attachment 

source that has replaced unavailable caretakers, it makes sense that 

the stakes are even higher to the resident when they consider 

shifting this attachment.





A co-occurring assessment with a Transformational Change Plan 

model folds in social connections, which allows the opportunity to 

develop a social support map for ongoing recovery. The Social 

Network Mapping can be foundational for relapse prevention. It 

is a given that the residents may have been exposed to traditional 

relapse triggers and craving management psychoeducation in 

previous treatment episodes, and may have been able to use 

those skills for short periods of time after leaving treatment. 



However, inability to incorporate support 

and develop mutual relationships leads to 

decreased ability to manage emotional 

reality and a return to substances for self-

soothing.

We will learn a strategy for developing a 

social network map in a moment



We will need to examine the resident’s living and social 
support options as they prepare to leave treatment. To 

assist with this, the we could take our Social Network 
map and develop a Recovery Village, which includes 

specific people who will play specific roles in their lives at 
the next level of treatment. The support people will be 

listed with contact phone numbers on one sheet to easy 
portability.



The resident will need to identify an ongoing structure for their 

time, and clearly identify opportunities to practice the emotional 

regulation, reflexive, resilience, and attachment skills they have 

been practicing in the residential level of care. This includes time 

with the Peer mentor weekly, attendance at mutual support 

groups, and partial hospitalization or intensive outpatient levels of 

care.



We need to identify the attachment and support options in 

their immediate world at varying levels of intimacy. We need 

to assist the client to create a tangible reminder of the 

supports available to them when they become triggered after 

they transition to the next level of care. 

The goal is to increase their Recovery Capital: Recovery 

capital refers to the amount of internal and external assets a 

patient has to help them initiate and sustain recovery.



Although sometimes used interchangeably with terms 
such as social integration, social networks, or social 

relationships, a narrower definition of social support is 
also common.

In that narrower usage, social support refers to social 
interaction in which the actions of one party are 

intended to benefit another party. 



• The type of support provided
• The quantity, timing, and/or frequency of support provided
• Whether the support was actually received or simply is 

perceived as available
• The recipient’s satisfaction with the level of support 

provided or available
• The relationship between the parties involved
• Whether or not the support has been or will be reciprocated



Emotional support includes provision of love, 
caring, sympathy, and other positive feelings. 

Instrumental support refers to tangible 
items, such as financial assistance, goods, 

or services. For example, a recovering 
mom may receive rides to outpatient 

treatment. 



Informational support refers to helpful advice, 
information, and suggestions. For example, a 
senior may ask a friend’s opinion regarding 
which doctor to see. 

Appraisal support includes feedback given 
to individuals to assist them in self-

evaluation or in appraising a situation. 



Companionship support 
refers to the presence of 
others with whom to 
participate in meaningful or 
enjoyable activities. 
Companionship is 
considered to provide the 
individual with a sense of 
belonging to a group.



Differentiating among the intangible types of support (emotional,

appraisal, informational, and companionship) can be difficult, as

can quantifying the level of support provided.

Collection of information typically is limited to whether or not the 

specific type of support was provided during the specified time 

period and, perhaps, the frequency with which the support was 

provided.



Some researchers have suggested that the quantity 
of support received is less important to well-being 

than the individual’s perception that support is 
available if needed. This distinction between received 

and perceived support has proven valuable in 
clarifying how social relations influence well-being. 



Received support appears to be more important in the face of 

specific problems or stressors, whereas perceived support 

seems to be of ongoing benefit. 

Measures of perceived support include questions regarding 

whether or not the resident has someone in whom to confide, 

someone to provide emotional support, or someone to 

provide caregiving should the need arise.





1.2 APPLICATION EXAMPLE
Karen is a 36 year old Caucasian woman who is divorced, and referred to treatment due to her recent DUI on the way home 

from her 8-year-old son’s soccer practice with him in the car. Karen has is a child of an alcoholic father who died of his 

alcoholism, and this is her second treatment episode. She completed an Outpatient treatment program five years ago, did not 

follow-through with a referral to Alcoholics Anonymous, and started drinking again during her divorce two years ago. Karen 

scored a 4 on the ACEs assessment, and has been treated for clinical depression with a history of nerve pain in her legs. She is

in an Action Stage of Change due to custody fears, and indicates she is an 8 on the Readiness to Change Ruler. 

She is has Anxious Attachment strategies that she numbs with alcohol, acknowledging that she is easily triggered emotionally.

This has been particularly true since the divorce, where her depression and anxiety have exacerbated. She is beginning to see

that she has been sharing to much emotionally to her son, Alex, so has found the emotional regulation skills she is learning 

helpful. Karen has identified that she does not “read” people very well because she has always avoided feedback from others; 

she does not see herself and her impact on others accurately. In fact, the majority of her friends are other drinkers at the wine 

bar where she drinks regularly. 

In treatment Karen has learned that she has RBF, which she found hilarious, so it began to make sense for her that her 

husband always thought she was angry at him when she wasn’t feeling anything at all. In fact, she has felt “numb” most of the

time for most of her life.



The social network map collects information on the total 
size and composition of the network, the extent to which 
network members provide various types of support, and 
the nature of the relationships as perceived by the 
person completing the map. 



(1) household (people with whom you live);

(2) family/relatives;

(3) friends;

(4) people from work or school;

(5) people from recovery support groups (i.e. Twelve Steps), clubs,

or church;

(6) neighbors and;

(7) agencies and formal service providers.



Names and or initials of 
network members are 
visually displayed on the 
social network chart. After 
the composition of the 
network has been 
identified, a series of 
questions are asked 
regarding the nature of 
network relationships. 



These questions concern the types of support available 
(emotional, informational, concrete), the extent to which 
network members are critical of the individual, direction: 
is the direction of help reciprocal or in one direction?, the 
closeness of relationships, frequency of contacts (are 
they stable?), and length of relationships. Responses are 
recorded on the chart. 



Let’s take a look at who is in your social network by putting 

together a social network map. (show chart). We can use first 

names or initials because I am not that interested in knowing the 

particular people and I will not be contacting the people we talk 

about without your consent.



Think back to this past few months, especially since treatment 

began. What people have been important to you? They may have 

been people you saw, talked with, or wrote letters to. This includes 

people who made you feel good, people who made you feel bad, and 

others who just played a part in your life. They may be people who 

have an influence on the way you make decisions during this time. 



There is no right or wrong number of people identified on your 

map. Right now, just list as many people as you can think of to list 

on the sheet. Do you want me to write, or do you want to do the 

writing?



• First, think of the people in your household – who does that include? 

• Now, go around the map. What other family members would you 

include? 

• How about people from work or school? 

• How about people from recovery support groups (i.e. Twelve Steps), 

clubs, or church – whom should we include here? 

• What other friends haven’t been listed in these other categories? 

• Neighbors – local shopkeepers can be included here. 

• Finally, list professional people or people from agencies who are 

involved in your life. 

Look over this list. Are these people you would consider in your social 

network over the last few months? (Add or delete names as needed).



If more than 15 people are listed in the network, have 
them choose the “top” fifteen and then ask the questions 
about only those network members. Write their names on 
the chart.



Now I’d like to learn more about the people in your network. I’m 

going to write their names on the network grid in the right category, 

and then ask a few questions about the ways in which they help you. 

These are the questions I’ll be asking (show them the questions), and 

we’ll check off the names on the grid as we go through each 

question.



• Who would be available to help you out in concrete 

ways. For example, who would give you a ride if you 

needed one or store your things if you were in jail or 

in treatment? Those who you can hardly ever rely on 

for concrete help, those you can rely on sometimes, 

and those you would almost always rely on for this 

type of help. Give them a number in the column.



2. Now who would be available to offer you emotional 

support – for example to comfort you if you were upset, 

to be right there with you in a stressful situation, or talk 

about your feelings? Those who you can hardly ever rely 

on for emotional support, those you can rely on 

sometimes, and those you would almost always rely on 

for this type of help. Give them a number in the column.



3. Now, who would you rely on for advice – for example who 

would give you information on how to do something, help you 

make a big decision, or teach you something? hardly ever, 

sometimes, and almost always – for this type of support. Give 

them a number.

4.Look through your list and select those if any that you feel are 

critical (either critical of you, your parenting or your lifestyle). 

When I say critical, I mean something that makes you feel bad 

or inadequate. -those who are hardly ever critical of you, 

sometimes critical of you, and almost always critical of you.  

Give them a number.



6. Now look over the list at the direction of help. Those 

people with whom help goes both ways (you help them as 

much as they help you), those you help more, and those 

who help you more. Give them a number.

7.Now think about how close you are to the people in your 

network. - those you are not very close to, those you are 

sort of close to, and those you are very close to. Give them 

a number.



Finally, just a few questions about how often you see 

people and how long you have known people in your 

network. - people you just see a few times a year, 

people you see monthly, people you see weekly, and 

people you see daily. (If you see someone twice or 

more than twice a week put them as “daily”). Give 

them a time.



Now, look at your lists – those people you have 

known less than a year, between 1 to 5 years, and 

more than 5 years. Of the people in these categories 

– who are the people you are sure will support your 

recovery, who might support you, and those who 

either won’t support you or will feel uncomfortable 

with your recovery. Highlight the ones who are or 

might support you.







Karen has a lot to work with here, and in the discussion, it 

might be possible to create a pretty realist RECOVERY 

support “village” with the huts indicating who, from her 

social network, are the most available to healthy 

attachments going forward. 

Using colored pens, write the names or initials around the 

“hut.” Draw a line between the people in the network who 

talk to each other about you.



Next to each appropriate 
hut have the resident list the 
initials and phone number 
for the support person. 




