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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 





(305) Trauma and Addiction: How PTSD and 

Substance Abuse are Connected - YouTube

2:23



The symptoms of PTSD can be divided into three general categories: 

1) re-experiencing the traumatic incident, 

2) avoiding experiences that evoke memories of the incident, and 

3) symptoms of hyperarousal, such as irritability, anger or extreme 

anxiety. 

People who experience these symptoms for at least one month may 

be diagnosed with PTSD. Alcoholism and drug abuse fall into the 

category of avoidance symptoms, as the individual may use these 

chemicals to avoid memories or to numb fear.



When alcohol or drugs are used to 
manage PTSD symptoms, the 
symptoms of the disorder only 
become more severe. As a central 
nervous system depressant, alcohol 
can worsen depression and anxiety 
and interfere with normal sleep 
patterns. Under the influence of 
alcohol, someone with PTSD is more 
likely to engage in risk-taking 
behavior, such as driving under the 
influence, or to engage in an 
altercation with someone else.



The symptoms or PTSD can be 
extremely distressing. Because 
they place such a great amount 
of stress on the individual, many 
with PTSD will be unable to cope 
and turn to drugs or alcohol as a 
means of escape. This self-
medication has led to very high 
percentages of PTSD suffers with 
alcohol dependence (over 50 
percent) and drug dependence 
(over 30 percent).



Endorphin withdrawal plays a part in the use of alcohol or 

drugs to control PTSD. When an individual experiences a 

traumatic event, his or her brain produces endorphins —

neurotransmitters that reduce pain and create a sense of 

well-being — as a way of coping with the stress of the 

moment.



When the event is over, the body experiences an endorphin withdrawal, 

which has some of the same symptoms as withdrawal from drugs or 

alcohol:

• Anxiety

• Depression

• Emotional distress

• Physical pain

• Increased cravings for alcohol or drugs

According to Alcohol Research & Health, many of those with PTSD will 

turn to alcohol as a means of replacing the feelings brought on by the 

brain’s naturally produced endorphins. But the positive effects of alcohol 

are only temporary.



With increased use of alcohol, the individual can become 

chemically dependent on the drug. He or she will need 

more alcohol or drugs to produce those numbing effects. 

Eventually, dependence can turn into addiction, which is 

characterized by compulsive use of the substance, 

tolerance to the drug, and an insistence on abusing the 

drug in spite of its devastating effects. The use of alcohol 

to numb PTSD symptoms leads to a vicious cycle. Drinking 

alcohol worsens the fear and anxiety of PTSD, which leads 

to a release of endorphins. 



As the effects of the endorphins subside, the individual needs 

more alcohol to escape the nightmares and flashbacks of 

PTSD. Anti-addiction medications like naltrexone, an opioid 

antagonist, can block the positive effects of alcohol, breaking 

this destructive cycle. Naltrexone, buprenorphine, 

acamprosat, and other anti-addiction drugs can be used 

in the treatment of PTSD and substance abuse to reduce 

the overwhelming cravings that lead to relapse.



Psychologically we need to be aware of all the positive 

aspects of the culture of addiction: for example, how the 

effects of psychoactive drugs on memory are dose-related 

and selective so that our recall of a bad drug experience may 

be more impaired than our recall of the positive feelings we 

had leading up to it. 



Or the “bad” aspects of the 
substance abuse may seem 
cognitively separate from 
the actual drinking and 
drugging as if there is no 
connection (this is a 
common occurrence when 
the negative consequences 
are related to “coming 
down," to a DUI, or to getting 
into trouble at work for 
coming late or being 
absent). 



We need to be aware of the 
sense of support or 
unconditional acceptance we 
experienced in the company of 
our drinking and drugging 
friends, the sense of being 
attractive or powerful, the funny 
things that happened, the 
euphoria. We need to be curious 
as we explore our drug history for 
information about the role of the 
addiction in our survival in order 
to develop self-compassion. 



What was the timing of our early attraction to drugs in terms 

of its role as a “solution” to traumatic material impacting our 

experience: did we begin to misuse drugs at puberty? Or after 

we were raped in college? Or when our first child was born? 

Or after we discovered that our husband was having an affair? 



How did our drug use help us to cope at that earlier 

time? How did we respond to changing needs to cope 

more or to cope differently by changing the pattern of 

our drug use? Did we have to “use” more often? Or 

change our substances of choice? Did we begin to act 

out addictively when chemically disinhibited? (For 

example, by cutting or engaging in compulsive sexual 

behavior). When did our addictions begin to negatively 

affect our ability to cope? What did we do then? 



At each step of the way, it is important to validate that our 

choices of behavior were attempts to stay in control of these 

powerful forces within us, even if those attempts were not 

entirely successful—even if the end result was not a “pretty 

sight.”



(305) A Conversation with Dr. Jamie Marich on Trauma & Addiction 

- YouTube (8:01)



• “knowledge is power”: using information and education to facilitate 

mindful, nonjudgmental attention to symptoms and behavior

• “boring ourselves into health” by minute and mindful attention to any 

breaks in safety and self-care

• re-framing symptoms and behavior, no matter how impulsive and self 

destructive, in such a way that we can own them and thus integrate 

them with constructive, wise and thoughtful states of mind

• “remembering is not recovering”: keep in mind that the goal of “trauma 

work” is not to remember what happened, but to be able to live today 

and to tolerate the ups and downs of a normal life in spite of what has 

happened



• Individual psychotherapy to teach the client how to handle the 

triggers that lead to substance abuse

• Counseling sessions with other clients who also suffer from PTSD 

and an addictive disorder

• Couples therapy or family counseling to strengthen relationships 

and educate family members about the disorder

• Membership in a support group to strengthen the client’s support 

network

• Medication therapy with MAT or psychotherapeutic medications 

(antidepressants or anti-anxiety medications)



To determine whether trauma screening is warranted, counselors can ask clients about 

past traumatizing events directly or use a structured tool, like the Adverse Childhood 

Experiences. In screening for a history of trauma or obtaining a preliminary diagnosis of PTSD, 

asking clients to describe traumatic events in detail can be traumatizing. Limit questioning to 

very brief and general questions, such as “Have you ever experienced childhood physical 

abuse? Sexual abuse? A serious accident? Violence or the threat of it? Have there been 

experiences in your life that were so traumatic they left you unable to cope with day-to-day life?”

To screen for PTSD, assuming the client has a positive trauma history, consider using these 

scales:

• The Primary Care PTSD Screen for DSM-5 (Prins et al., 2015) and administration and scoring 

information are available online (www.ptsd.va.gov/professionaI/assessment/documents/pc-

ptsd5-screen.pdf).

• The PTSD Checklist for DSM-5 (Weathers et al., 2013) and administration and scoring 

information are available online (https://www.ptsd.va.gov/professional/assessment/adult-

sr/ptsd-checklist.asp).





Bipolar disorders are described by the American Psychiatric Association’s 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5) as a group of 

brain disorders that cause extreme fluctuation in a person’s mood, energy, 

and ability to function.

Bipolar disorder is a category that includes three different conditions–bipolar 

I, bipolar II, and cyclothymic disorder.

• Bipolar I disorder is a manic-depressive disorder that can exist both with 

and without psychotic episodes

• Bipolar II disorder consists of depressive and manic episodes which 

alternate and are typically less severe and do not inhibit function

• Cyclothymic disorder is a cyclic disorder that causes brief episodes of 

hypomania and depression



To be diagnosed with bipolar disorder, a person must have experienced at least one episode of 

mania or hypomania.

To be considered mania, the elevated, expansive, or irritable mood must last for at least one 

week and be present most of the day, nearly every day. To be considered hypomania, the mood 

must last at least four consecutive days and be present most of the day, almost every day.

During this period, three or more of the following symptoms must be present and represent a 

significant change from usual behavior:

• Inflated self-esteem or grandiosity

• Decreased need for sleep

• Increased talkativeness

• Racing thoughts

• Distracted easily

• Increase in goal-directed activity or psychomotor agitation

• Engaging in activities that hold the potential for painful consequences, e.g., unrestrained 

buying sprees



The depressive side of bipolar disorder is characterized by a major depressive episode 

resulting in depressed mood or loss of interest or pleasure in life. The DSM-5 states that a 

person must experience five or more of the following symptoms in two weeks to be 

diagnosed with a major depressive episode:

• Depressed mood most of the day, nearly every day

• Loss of interest or pleasure in all, or almost all, activities

• Significant weight loss, decrease or increase in appetite

• Engaging in purposeless movements, such as pacing the room

• Fatigue or loss of energy

• Feelings of worthlessness or guilt

• Diminished ability to think or concentrate, or indecisiveness

• Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a 

suicide attempt



(305) What It's Actually Like To Live With Bipolar 

Disorder - YouTube (7:54)



There is no easy explanation for the high rate of substance abuse and 
chemical dependence among bipolar individuals. One reason for this 
phenomenon is that a large percentage of individuals attempt to self-

medicate with drugs and alcohol in an effort to numb the painful 
symptoms of their bipolar disorder. Symptoms of bipolar disorder such 

as anxiety, pain, depression and sleeplessness are so alarming, that 
many individuals will turn to drugs and alcohol as a means for offsetting 

the discomfort, if only for a little while. On the other hand, the National 
Institute of Mental Health notes that drinking and using drugs may 

trigger depressed or manic moods in someone with bipolar disorder.



It’s also not uncommon for a bipolar disorder patient to 

seek to achieve these feelings of mania through artificial 

means, taking stimulant drugs like cocaine, crack and 

crystal meth that provide similar feelings, like:

• Extra energy

• Increased sociability

• Intense focus

• Feelings of empowerment



Unfortunately, the result is usually a dependence upon the 
stimulant as well as a change to the drugs’ effects. After taking 
the drug chronically, rather than feeling happy while under the 
influence, patients report that they instead feel angry, irritable 

and paranoid while high.

Additionally, when the depressive periods inevitably strike, 
they are stronger and longer lasting. Many patients even 
report feeling suicidal due to the combination of crashing 

after a cocaine or prescription stimulant binge and the 
bipolar disorder.



The cravings for drugs and alcohol are often deeply 

connected to the bipolar symptoms. That is, when a patient 

begins to shift into a depressed mood, they start to crave 

cocaine or stimulant prescription drugs like Adderall. 

If the addiction is not treated simultaneously, then when 

the patient begins to experience a depressive episode, she 

will find it almost impossible to avoid getting high. The 

continued use of drugs and alcohol will demolish any ability 

to progress in bipolar disorder treatment.



Obsessive-compulsive disorder, or OCD, is an anxiety disorder in 
which an individual experiences recurring thoughts that cause 

irrational fears and anxiety. Individuals with OCD engage in 
repeated, compulsive rituals, such as counting items, hand washing 

and organizing. Executing these rituals provides temporary relief 
while they are being performed, but the anxiety returns soon after 

they stop. OCD is a highly destructive disorder that can overtake the 
life of an individual and keep him from enjoying many life’s most 

rewarding activities.



The Journal of Anxiety Disorders

estimates that over 25 percent of 

those who seek treatment for OCD 

also meet the criteria for a substance 

use disorder. Individuals who 

experience OCD symptoms for the 

first time in childhood or adolescence 

are more likely to develop a drug or 

alcohol problem, often as a way to 

cope with overwhelming anxiety and 

fear. Treating an addictive disorder 

without addressing the emotional 

symptoms of OCD is unlikely to be 

effective.



(305) What It's Actually Like Living With OCD - YouTube
(9:55)



The individual experiences recurrent unexpected panic attacks, which are abrupt feelings of intense fear or 

discomfort that reach great heights within minutes, during a time in which at least four of the following symptoms 

occur:

⚬ Palpitations or quickened heartbeat

⚬ Abnormal sweating

⚬ Trembling or shaking

⚬ Instances of shortness of breath or feeling smothered

⚬ Feelings of choking

⚬ Chest pain or discomfort

⚬ Nausea or abdominal pain

⚬ Dizziness or faintness

⚬ Chills or hot flashes

⚬ Numbness or tingling sensations

⚬ Derealization (feelings of unreality) or depersonalization (feeling detached from his or herself)

⚬ Fear of losing control or “going crazy”

⚬ Fear of death

One or more of the attacks were followed by a month (or longer) of one or both of the following:

• Persistent worry about having more panic attacks and/or their consequences (e.g., having a heart attack)

• A significant abnormal change in behavior in response to the attacks, such as ones intended to avoid unfamiliar 

situations.



Those with panic disorder often turn to drugs or alcohol as a 
means of calming themselves down or numbing their fear 

of an impending attack. Substance abuse becomes an 
escape of sorts for these individuals, who may develop an 
addictive disorder as a result of frequent drug or alcohol 

use. Unfortunately, because alcohol and drugs can trigger 
panic attacks, this attempt at self-medication often makes 

the disorder worse. 



• Recognize the Attack – You are not dying, it is a PANIC attack!

• Breathe and Count Breathe In 1..2..3..4..  Breathe Out 

1..2..3..4.. Increases your oxygen so you calm down

• Process what’s going on with someone



Psychosis is a combination of symptoms resulting in an impaired relationship with reality. It can 

be a symptom of serious mental health disorders. People who are experiencing psychosis may 

have either hallucinations or delusions.

Hallucinations are sensory experiences that occur within the absence of an actual stimulus. For 

example, a person having an auditory hallucination may hear their mother yelling at them when 

their mother isn’t around. Or someone having a visual hallucination may see something, like a 

person in front of them, who isn’t actually there. Hallucinations are primarily visual, and their 

effects can be elevated with the use of certain psychedelic drugs. 

The person experiencing psychosis may also have thoughts that are contrary to actual evidence. 

These thoughts are known as delusions. Some people with psychosis may also experience loss 

of motivation and social withdrawal.

These experiences can be frightening. They may also cause people who are experiencing 

psychosis to hurt themselves or others.



Drugs like cocaine, cannabis, and hallucinogens can cause 
mental health problems and, when paired with a pre-

existing mental illness, can exacerbate the symptoms of 
such illnesses. Some drugs, when taken frequently for long 

periods of time, can actually manifest as psychotic 
symptoms indicative of schizophrenia and bipolar disorder.



Early symptoms of psychosis are gradual and progress as the 

individual ages and/or drug use continues. Aside from 

delusions and hallucinations, here are some things to look for:

• Changes in emotion: no emotional response, difficulty 

expressing feelings, flat affect (appearance or no 

emotional expression)

• Lethargy; lack of motivation

• Socially withdrawn

• Incoherence in thought and actions; disorganized speech

• Violent behavior; erratic, sometimes dangerous, actions



When a drug user has a mental illness prior to drug use, it may be 

hard to identify symptoms that are exclusively due to the drug use 

itself. Most symptoms, if the condition is unrelated to drugs, will 

continue after abstinence from the drug. The opposite is true for 

drug-induced psychosis; the schizophrenic-like effects will more or 

less subside after the drug wears off. However, this is not true for all 

drug users as frequent and prolonged use can cause side effects that 

last up to years after use discontinues.



Because drugs cause interruptions in the absorption and 

release of brain chemicals like serotonin or dopamine, 

the internal structure and function of the brain changes 

as use continues.

With heavy, long-term use, nearly any drug can cause 

symptoms of psychosis in the user. A few, however, tend 

to be more closely correlated with drug-induced 

psychosis than others.



Cocaine and amphetamines. These 

stimulants can contribute to psychotic 

symptoms that can last days, months, 

and years after the drug use stops. Long-

term use is attributed to loss of memory 

and problems with concentration. In a 

study noted in the Journal of Psychiatric 

Practice, about one-half of cocaine users 

showed psychotic symptoms after use. 

When freebased or used with a needle 

(intravenously), the risk for these 

experiences increases.
Intervention - Christina - Hallucinations of Bugs 
On Your Skin (3:12) 
https://www.youtube.com/watch?v=dJcolHaSF8w



Alcohol. Delusions attributed to alcohol can cause disorientation, 

disorganized speech and mental confusion. In most cases, these 

effects go into remission when sobriety occurs. In comorbid patients 

with schizophrenia, alcohol is also one of the most widely abused 

substances, along with marijuana and cocaine.

Hallucinogens. Psychedelic drugs like phencyclidine (PCP) and 

lysergic acid diethylamide (LSD) affect the user in a way that mimics 

actual psychosis, according to the U.S. National Library of Medicine. 

These drugs, however, are not shown to induce psychosis with the 

first use. The symptoms are more prevalent after repeated use of the 

drug over a period of time.



Cannabis. Adolescents and young adults who smoke marijuana have an 

increased risk for experiencing psychotic symptoms, according to a new 

study. Researchers assessed marijuana use during a 10-year study of 1,923 

participants aged 14 to 24 in Germany.

Those participants who had no psychotic symptoms and had never tried 

marijuana when the study began and then started using marijuana had 

nearly double the risk of experiencing psychotic symptoms in the future.

And those who used marijuana before start of the study and who continued 

use over the study period had an increased risk of persistent psychotic 

symptoms, the study shows.

Cannabis study links drug to quarter of psychosis cases (1:51)

https://www.youtube.com/watch?v=xgLUeXRDhCo&list=PLbPf0jnK47YufAcvRMZ8vCkiv

2DzU_szX



Mental disorders like schizophrenia and schizoaffective disorder are 

strongly linked with substance abuse. While most researchers believe 

that substance abuse does not cause thought disorders, people with 

psychosis are much more likely to suffer from drug abuse.

About half of those with a thought disorders may abuse drugs and 

alcohol



Not only is substance abuse inherently problematic in the psychotic 

person’s life but substance abuse can also negatively affect how 

prescription drugs for psychosis work. It has also been shown that 

people with thought disorders who abuse drugs are also much less 

likely to stick to a treatment plan. Many street drugs like cocaine and 

meth are known to worsen psychotic symptoms. And while scientists 

believe there is drug-induced psychosis, it’s unlikely that there is drug-

induced schizophrenia.

Schizophrenia & Substance Abuse | Schizophrenia (4:51)

§https://www.youtube.com/watch?v=umhaFmMCgRE



Thought Disorders, like schizophrenia, and drug abuse are common. 

Alcohol is the drug most commonly abused, aside from nicotine, with 

possibly more than one-in-three people with a psychotic disorders 

being an alcoholic at some time in their life.

People with psychosis likely use alcohol for the same reasons 

everyone else does, but they have additional biological, psychological 

and environmental factors weighing on them making psychosis and 

alcoholism more prevalent.



Additional factors that may affect thought disorders and 
alcohol abuse include:

• Self-medication of the symptoms of psychosis and 
related life factors with alcohol

• Encouragement of alcohol use and abuse due to 
abnormalities in the psychotic brain

• Easier development of the behaviors that lead to 
substance abuse due to cognitive impairment typical of 
thought disorders

• Use of alcohol to create a social circle



Alcohol-induced dementia is the third or fourth most common 

type of intellectual loss in older persons. Alcoholic dementia is 

produced by long term heavy drinking that directly damages 

brain cells or causes health problems that produce brain 

damage. Alcohol abuse is common in older persons. Eight 

percent of elders have a serious drinking problem. 



Sixty percent of elders drink and 
some elders (5-10%) are binge 
drinkers. Medicare spends more 
money on alcohol related 
problems than the treatment of 
heart attacks, i.e., myocardial 
infarctions. Alcohol related 
dementia is under-diagnosed 
because primary care doctors fail 
to recognize alcoholism in 
majority, (i.e., 60%) of older 
patients. Families adopt the “let 
granny have her drinks” attitude 
that prolongs heavy drinking 
amongst older persons. 



The diagnosis of alcohol related dementia requires a 

careful clinical history and physical examination.  

Patients with alcoholic induced dementia must have 

sufficient cognitive deficits to meet criteria for 

dementia and a history of substance abuse based on 

clinical history, physical examination, or laboratory 

studies. 



The clinical manifestations of alcohol 
induced dementia resemble those of 
other types of dementia and this 
diagnosis can not be confirmed with 
a simple clinical history. Patients 
develop memory problems, language 
impairment, and inability to perform 
complex motor tasks, like dressing. 
Patients cannot be diagnosed with 
dementia while they are in 
withdrawal or experiencing serious 
medical complications resulting from 
the substance abused, e.g., liver 
failure, GI bleeds. 



Psychiatric problems are common in patients with 

alcohol induce dementia. These patients develop apathy, 

irritability, and resistiveness that result from damage to 

the frontal lobes. 



Wernicke's encephalopathy is a degenerative brain disorder caused by 

the lack of thiamine (vitamin B1). It may result from alcohol abuse, 

dietary deficiencies, prolonged vomiting, eating disorders, or the 

effects of chemotherapy. B1 deficiency causes damage to the brain's 

thalamus and hypothalamus. Symptoms include mental confusion, 

vision problems, coma, hypothermia, low blood pressure, and lack of 

muscle coordination (ataxia). Korsakoff syndrome (also called 

Korsakoff's amnesic syndrome) is a memory disorder that results from 

vitamin B1 deficiency and is associated with alcoholism. 



Korsakoff's syndrome damages nerve cells and 

supporting cells in the brain and spinal cord, as well as 

the part of the brain involved with memory. Symptoms 

include amnesia, tremor, coma, disorientation, and 

vision problems, The disorder's main features are 

problems in acquiring new information or establishing 

new memories, and in retrieving previous memories. 



Although Wernicke's and Korsakoff's are related disorders, 
some scientists believe them to be different stages of the 
same disorder, which is called Wernicke-Korsakoff 
syndrome. Wernicke's encephalopathy represents the 
"acute" phase of the disorder and Korsakoff's amnesic 
syndrome represents the disorder progressing to a "chronic" 
or long-lasting stage.



Psychiatric manifestations may proceed intellectual loss in some 

patients. Alcohol induced dementia can produce any type of psychiatric 

problem associated with dementia to include psychosis, depression 

anxiety, and personality changes. 

Patients with alcoholic dementia often develop apathy related to 

frontal lobe damage that may mimic depression. These individuals 

become irritable or resistive when caregivers attempt to assist with 

basic care. These individuals also demonstrate impulsive hostile 

behavior that requires medication. 



The brain changes 
associated with alcohol are 
very non-specific. The lack of 
specific brain pathology has 
caused alcohol-induced 
dementia to be under-
recognized as a cause of 
intellectual loss. Alcohol 
damages neurons, i.e., brain 
cells, throughout the brain; 
however, the frontal lobes 
and cerebellum are 
particularly prone to injury. 



Treatment of alcoholic dementia requires sobriety, vitamin 

replacement, correction of medical problems, and management of 

behavior problems. The brain damage produced by alcohol may be 

arrested by cessation of drinking. Prolonged periods of sobriety for 

patients with alcohol induced dementia may result in slow small 

improvements of intellectual function. 



Unlike Alzheimer’s disease 
where patients lose two or 
three points on their mini 
mental per year, alcoholic 
dementia patients may regain 
0.5 points per year with 
prolonged sobriety. Many 
patients have nutritional 
deficiencies that produce 
thiamin or folic acid deficiency 
state. Patients with alcoholic 
related medical problems need 
careful medical attention to 
assure that heart or liver 
disease does not contribute to 
confusion. 



Patients with alcohol induced dementia are at high risk for falls 

because of damage to nerves and cerebellum. Alcoholic patients are at 

high risks for subdural hematomas, i.e., collections of blood between 

the brain tissue and outer covering produced by trauma. 

Anytime an alcoholic patient sustains a fall and subsequent alteration 

of function or consciousness the patient should be examined for new 

neurological findings and the treatment team should consider the 

performance of a CAT scan to exclude a subdural hematoma. New 

drugs for Alzheimer’s disease are not shown beneficial for patients 

with alcohol induced dementia. 



Psychiatric problems produced by alcohol induced dementia 
are treated with appropriate psychotropic medications. 
Antidepressants or antipsychotics are more effective for 
alcohol-induced psychiatric problems. Apathy rarely responds 
to antidepressants or other psychotropic medications.
Impulsive or hostile behavior can be managed with anti-
convulsants, anti-psychotics, or Lithium. Benzodiazepines can 
sometimes be used to manage irritability or anxiety. 



The DSM-5 outlines the following criterion to make a diagnosis of depression. The individual must be 

experiencing five or more symptoms during the same 2-week period and at least one of the symptoms 

should be either (1) depressed mood or (2) loss of interest or pleasure.

• Depressed mood most of the day, nearly every day.

• Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day.

• Significant weight loss when not dieting or weight gain, or decrease or increase in appetite nearly every 

day.

• A slowing down of thought and a reduction of physical movement (observable by others, not merely 

subjective feelings of restlessness or being slowed down).

• Fatigue or loss of energy nearly every day.

• Feelings of worthlessness or excessive or inappropriate guilt nearly every day.

• Diminished ability to think or concentrate, or indecisiveness, nearly every day.

• Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a suicide attempt or a 

specific plan for committing suicide.

To receive a diagnosis of depression, these symptoms must cause the individual clinically significant distress 

or impairment in social, occupational, or other important areas of functioning. The symptoms must also not 

be a result of substance abuse or another medical condition.



Substance abuse is common among people who are battling a 

depressive disorder. Because alcohol is a central nervous 

system depressant, the use of this drug tends to trigger 

depression symptoms like lethargy, sadness and 

hopelessness. However, many depressed individuals reach for 

drugs or alcohol as a way to lift their spirits or to numb painful 

thoughts. As a result, depression and substance abuse feed 

into each other, and one condition will often make the other 

worse. 

Depression and Substance Abuse (1:41)

https://www.youtube.com/watch?v=sRn1-dOgUPE



Co-occurring Diagnosis that include depressive disorders are among the 

most common forms of the problem; in fact, the Journal of Clinical 

Psychiatry reports that one in three adults who struggle with alcohol or 

drug abuse also suffers from depression. 

Clinical depression poses a high risk of accidental injury, self-harm and 

suicide. Depression can also suppress the immune system and weaken 

the body, making you more susceptible to physical ailments and chronic 

illness. When you add drugs or alcohol to the mix, the risks to your 

physical and emotional health HUGELY increase. 



For some individuals who 
have depression and a 
substance use disorder, 
giving up drugs or alcohol 
can actually make 
depression worse. 

Black women and depression 
(4:51)
https://www.youtube.com/wat
ch?v=OF1t47D8MXE



In his classic book, Asylums, Erving Goffman described 

prisons as total institutions.

An institutional setting in which persons sharing 

some characteristics are cut off from the wider 

society and expected to live according to 

institutional rules and procedures.



Criminals and Gangmembers Anonymous
https://www.youtube.com/watch?v=kZzTNuY
wLX4
13:17

Central to the inmate society of traditional 
men’s prisons is the convict code. 

A constellation of values, norms, and roles 
that regulate the way inmates interact 
with one another and with prison staff.



•Inmates should mind their own affairs.

•Inmates should not inform the staff about the 

illicit activities of other prisoners.

•Inmates should be indifferent to staff.

•Conning and manipulation skills are valued.



The process by which an 
inmate becomes socialized 
into the customs and 
principles of the inmate 
society.



Life in prison is different from living in the free 

community. Prison life includes:

•Pronounced deprivation of personal freedom and 

material goods

•Loss of privacy

•Competition for scarce resources

•Greater insecurity, stress, unpredictability



• Hierarchy of power among prisoners

• Stronger prisoners prey on weaker ones

• People who have money, get visits, and packages are preyed upon

• Prisoners with mental illnesses “J Cats” are not worth as much to the 

group, no status

• Jailhouse language

• Jailhouse code of dress

• Camaraderie against a common enemy

• The nature of the person’s criminal offense means a lot in the power 

structure

• Certain crimes are frowned upon (children and sex crimes) 

• People who have access to money and “stuff” have status 

• Fear is part of the power structure



Dependence on Institutional Structure & 
Contingencies

Prison requires muting of self-initiative and independence resulting in 

increasing dependence on institutional contingencies 

Removal of external structure for those who are severely 

institutionalized may result in no longer knowing how to do things on 

their own, or how to refrain from doing those things that are 

ultimately harmful or self-destructive



Prison life also encourages qualities counter to those 

required for functioning effectively in the free 

community, by:

•Discouraging personal responsibility and 

independence

•Creating excessive dependency on authority

•Diminishing personal control over life events



Because many prisons are dangerous places prisoners learn
quickly to become hypervigilant and ever-alert for signs of
threat or personal risk
Interpersonal distrust and suspicion often result
Some prisoners learn to project a tough convict veneer that
keeps all others at a distance

•Admissions of vulnerability to persons in prison 
environment are potentially dangerous because they 
invite exploitation 
•Prisoners develop a prison mask that is unrevealing 
and impenetrable 



This alienation and social distancing from others is a defense not only 

against exploitation but also against 

the lack of interpersonal control in prison that makes emotional 

investments in relationships risky and unpredictable

Alienation and emotional flatness become chronic and debilitating in 

social interactions and relationships



An expression that comes to be 
worn by anyone in prison for a 
prolonged period

The meanest stare one can muster 
to look “mad & bad” to avoid a fight 
simply by appearing willing to fight

Male prisoners reinforce this image 
by lifting weights and keeping their 
fears, pain, and other emotions 
hidden



•Some prisoners learn to find safety in social invisibility by becoming 

as inconspicuous and unobtrusively disconnected from others as 

possible 

•Trust virtually no one

•Adjust to prison stress by leading isolated lives of quiet desperation 

•Presents like clinical depression when combined with apathy and loss 

of capacity to self-initiate behavior



•Obeying the formal rules of the institution

•Informal rules and norms that are part of the unwritten 

institutional and inmate culture and code

•Defending against dangerousness and deprivations of the 

environment by embracing all its informal norms, including some of 

the most exploitative and extreme values

•These are often as much a part of the process of prisonization as 

adapting to the formal rules that are imposed in the institution, and 

are as difficult to relinquish upon release



Can create barriers to meaningful interpersonal contact in the 

community, preclude seeking appropriate help for problems, and a 

generalized unwillingness to trust others out of fear of exploitation 

Can also lead to what appears to be impulsive overreaction, striking 

out at people in response to minimal provocation that occurs 

particularly with persons who have not been socialized into the norms 

of inmate culture in which the maintenance of interpersonal respect 

and personal space are obligatory 



• Rigid, illogical, inconsistent rules lead to the belief “I have got to do 

what I have got to do to get my needs met”

• Ultimately becomes the person’s rule not to follow rules 

• Like other behaviors learned in prison this practice is not 

necessarily abandoned upon release

William White refers to Prison as “the Ph.D. program of the drug culture.” 

Addicts of all varieties are brought together to enhance the knowledge 

and skills and identity required to enhance their addict “career." Even 

when drugs are unavailable the addict lived in a daily environment that 

carries values and rituals from the culture of addiction.



Many addicts have found 
it easier to break their 
physiological relationship 
with their drug than to 
break their relationship 
with the culture in which 
the drug was used, and 
which has alienated them 
from the larger society. 
The failure to break the 
cultural relationship often 
precedes relapse. 



• For some incarceration is so stark and psychologically painful that 

it represents a form of traumatic stress severe enough to produce 

post-traumatic stress reactions after release 

• A high % have experienced childhood trauma 

• The harsh, punitive, and uncaring nature of prison life can cause 

re-traumatization



Prison also exposes people to rigid and unyielding 

discipline, unwanted proximity to violent encounters, the 

possibility or reality of being victimized by physical 

and/or sexual assaults, the need to negotiate the 

dominating intentions of others, absence of genuine 

respect and regard for their well-being in the 

surrounding environment

Time spent in prison may rekindle not only the 

memories but the disabling psychological reactions and 

consequences of earlier harmful experiences



• A set of symptoms caused by being subjected to prolonged 

incarceration in environments of punishment with few 

opportunities for education, job training, or rehabilitation 

• Most severe in prisoners subjected to prolonged solitary 

confinement and severe institutional abuse



• Institutionalized Personality Traits resulting from the common deprivations 

of incarceration, chronic state of learned helplessness and antisocial defenses 

in dealing with a predatory milieu

• PTSD from both pre-incarceration trauma and trauma experienced within the 

institution

• Antisocial Personality Traits (ASPT) developed as a coping response to 

institutional abuse and a predatory prisoner milieu

• Social-Sensory Deprivation Syndrome caused by prolonged exposure to 

solitary confinement that restricts social contact and sensory stimulation 

• SUDs caused by use of alcohol and other drugs to manage or escape PICS 

symptoms



–

• Interferes with successful re-integration into a social network and 

employment setting

• Compromises the ability to resume roles with family/children, 

employee, etc.

• Role disruptions upon prison release

• Parents who return from periods of incarceration still dependent on 

institutional structures and routines cannot be expected to 

effectively organize their own lives & their children’s, or exercise the 

initiative and autonomous decision-making that adult roles required



–

• Those who still suffer the negative effects of a distrusting and 

hypervigilant adaptation to prison life will find it difficult to trust & 

promote trust and authenticity within their children 

• Those who remain emotionally over-controlled and alienated from 

others will experience problems being psychologically available and 

nurturing 

• Tendencies to socially withdraw, remain aloof, or seek social invisibility 

dysfunctional in interpersonal & family settings where closeness and 

interdependency is needed 



–

• Severity related to level of coping skills prior to incarceration, length of 

incarceration, restrictiveness of incarceration environment, number and 

severity of institutional episodes of abuse, number and duration of 

episodes of solitary confinement, and degree of involvement in 

educational, vocational, and rehabilitation programs.



"Thinking that says that it’s alright to violate others or the 

property of others”                          

Samuel Yochelson and Stanton Samenow

Review the Criminal Thinking Handout



• Eating disorders are serious conditions related to persistent eating 

behaviors that negatively impact your health, your emotions and your 

ability to function in important areas of life. The most common eating 

disorders are anorexia nervosa, bulimia nervosa, avoidant/restrictive 

food intake disorder, and binge-eating disorder.

• Most eating disorders involve focusing too much on your weight, body 

shape and food, leading to dangerous eating behaviors. These behaviors 

can significantly impact your body's ability to get appropriate nutrition. 

Eating disorders can harm the heart, digestive system, bones, and teeth 

and mouth, and lead to other diseases.



• Skipping meals or making excuses for not eating

• Adopting an overly restrictive vegetarian diet

• Excessive focus on healthy eating

• Making own meals rather than eating what the family eats

• Withdrawing from normal social activities

• Persistent worry or complaining about being fat and talk of losing 

weight

• Frequent checking in the mirror for perceived flaws

• Repeatedly eating large amounts of sweets or high-fat foods



• Use of dietary supplements, laxatives or herbal products for weight 

loss

• Excessive exercise

• Calluses on the knuckles from inducing vomiting

• Problems with loss of tooth enamel that may be a sign of repeated 

vomiting

• Leaving during meals to use the toilet

• Eating much more food in a meal or snack than is considered normal

• Expressing depression, disgust, shame or guilt about eating habits

• Eating in secret



(308) Eating Disorders And Substance Abuse | Dr. Alison Tarlow -

YouTube (4:44)



Compulsive, disordered eating behaviors have been associated 
with a high risk of substance abuse. People who have a distorted 
body image and a low self-esteem often turn to binge drinking, 
illicit drug use, or prescription drugs as a way to cope with painful 
feelings. Stimulants like cocaine or meth are frequently used to 
promote weight loss or to purge unwanted calories after an eating 
binge.



•Both share common risk factors, such as family history, imbalances

in brain chemistry, stress and childhood abuse.

•Both tend to appear or to intensify during stressful life transitions,

like the loss of a parent, a divorce, or the transition into puberty.

•Both often arise from low self-esteem, depression and anxiety.

•Both involve a pattern of compulsive behaviors (binge eating,

excessive exercise, drug use, drinking, etc.).



•Both involve a preoccupation 
with a substance or activity 
(food, alcohol, drugs, dieting, 
exercising, etc.).
•Both eating disorders and 
substance abuse are chronic 
conditions that can produce 
severe, potentially fatal side 
effects.





On a more hopeful, positive note, people with eating disorders and 
substance abuse may benefit from an addiction treatment plan 
that integrates care for both conditions. Some of the same 
therapeutic strategies that are used to treat eating disorders may 
also be applied to substance abuse to promote a complete 
recovery:



•Individual psychotherapy emphasizing esteem-building and 

behavioral modification

•Family counseling to educate parents, spouses and partners

•Group therapy sessions with others who have a Dual Diagnosis of an 

eating disorder and substance abuse

•Pharmacological therapy with antidepressants or anti-anxiety 

medications to reduce the symptoms of an eating disorder

•Holistic therapies like acupuncture, yoga or massage to round out the 

healing process

•Nutritional counseling to replace destructive habits with healthy new 

eating behaviors



(308) Addiction and ADHD (What if you have both?!?!) - YouTube

12:23



•For people with ADD/ADHD, the responsibilities of adulthood -- bills, jobs, and children, to name a 

few -- can make problems with organization more obvious and more problematic than in childhood.

•ADD/ADHD makes it hard to keep your attention on a task, so spending time behind the wheel of a 

car can be hard. ADHD symptoms can make some people more likely to speed, have traffic 

accidents, and lose their driver’s licenses.

•Many people without ADD/ADHD have marital problems, so a troubled marriage shouldn’t 

necessarily be seen as a red flag for adult ADD/ADHD. But there are some marriage problems that 

are likely to affect the relationships of those with ADD/ADHD. 

•Often, the partners of people with undiagnosed ADD/ADHD take poor listening skills and an 

inability to honor commitments as a sign that their partner doesn’t care. If you’re the person with 

ADD/ADHD, you may not understand why your partner is upset, and you may feel you’re being 

nagged or blamed for something that’s not your fault.



•ADD/ADHD is a problem with attention, so adult ADD/ADHD can make it hard to succeed in 

today’s fast-paced, hustle-bustle world. Many people find that distractibility can lead to a history 

of career under-performance, especially in noisy or busy offices. If you have adult ADD/ADHD, 

you might find that phone calls or email derail your attention, making it hard for you to finish 

tasks.

•Do you zone out when you are supposed to pay attention during meetings? Did your husband 

forget to pick up your child at baseball practice, even though you called to remind him on his 

way home? Problems with attention result in poor listening skills in many adults with 

ADD/ADHD, leading to a lot of missed appointments and misunderstandings.

•While many children with ADHD are “hyperactive,” this ADHD symptom often appears differently in 

adults. Rather than bouncing off the walls, adults with ADHD are more likely to be restless or find they 

can’t relax. If you have adult ADHD, others might describe you as edgy or tense.



•Just as children with ADD/ADHD often put off doing homework, adults with ADHD often drag 

their feet when starting tasks that require a lot of attention. This procrasinationoften adds to 

existing problems, including marital disagreements, workplace issues, IRS problems, paying bills, 

and problems with friends.

•There are many reasons for this. First, adults with ADD/ADHD are often distracted on the way to 

an event, maybe realizing the car needs to be washed and then noticing they’re low on gas, and 

before they know it an hour has gone by. People with adult ADD/ADHD also tend to 

underestimate how much time it takes to finish a task, whether it’s a major assignment at work 

or a simple home repair.



•ADHD often leads to problems with controlling emotions. Many people with adult ADHD are 

quick to explode over minor problems. Often, they feel as if they have no control over their 

emotions. Many times, their anger fades as quickly as it flared, long before the people who dealt 

with the outburst have gotten over the incident.

•

•Often, people with adult ADD/ADHD misprioritize, failing to meet big obligations, like a deadline 

at work, while spending countless hours on something insignificant.

In addition, the following conditions must be met:

• Several inattentive or hyperactive-impulsive symptoms were present before age 12 years.

• Several symptoms are present in two or more settings, (such as at home, school or work; 

with friends or relatives; in other activities).

• There is clear evidence that the symptoms interfere with, or reduce the quality of, social, 

school, or work functioning.



Attention Deficit Disorder, with or without hyperactivity, may last into 
adulthood about a third to half the time, and some studies have 
shown that children with ADD/ADHD may be more likely than the 
general population to develop alcohol and substance abuse 
problems when they get older.



A lot of the time it’s not hard to spot 
ADHD in kids, but adults can have 
more subtle symptoms. This means 
many adults struggle with ADD/ADHD 
and may not know they have it. 
However, to be diagnosed symptoms 
must be present in childhood because 
it is a neurological disorder. Some 
people even pull out old childhood 
report cards as part of diagnosis as an 
adult! They may not realize that many 
of the problems they face, including 
staying organized or being on time, 
relate back to ADD/ADHD.



Several studies have shown a strong connection between 
ADD/ADHD, drug abuse, and alcoholism. ADD/ADHD is five to 10 times 
more common among adult alcoholics than it is in people without 

the condition. Among adults being treated for alcohol and 
substance abuse, the rate of ADD/ADHD is about 25%.

What's more, people with ADD/ADHD typically start having problems 
with drugs and alcohol at an earlier age than people without the 

condition.



People with ADD/ADHD tend to be more impulsive and likely to 

have behavior problems, both of which can contribute to drug 

and alcohol abuse, researchers say. Also, both ADD/ADHD and 

alcoholism tend to run in families. A child with ADD/ADHD who 

has a parent with alcoholism is more likely to also develop an 

alcohol abuse problem. Researchers have pointed to common 

genes shared between ADD/ADHD and alcoholism.



Adult ADHD Treatment Benefits: Patient Success Story (3:44)

https://www.youtube.com/watch?v=q7njQ5CV_u0



A learning disability is typically defined as the gap between your 

intelligence (which can be normal or above normal) and your achievement. 

As a result, learning disabilities can lead to a variety of problems with 

functioning in everyday life. LD is a neurological disorder that impacts 

nearly 5% of students in public schools. Although this disorder is usually 

diagnosed in childhood, it could also be diagnosed in adulthood or 

continue to impact the learning process of an adult. Some of the most 

common signs of a learning disability in adults include an inability to 

concentrate, poor memory, difficulty reading and/or writing, and difficulty 

in relationships.



Shame

•People growing up with a learning disability often feel a sense of 

shame. for some, it is a great relief to receive the diagnosis while for 

others the label only serves to further stigmatize them. 

•For many adults, especially older adults, an accurate diagnosis was 

unavailable. These individuals were frequently labeled as mentally 

retarded, written off as being unable to learn, and most passed 

through the school system without acquiring basic academic skills. 



Sadly, these feelings of shame often cause the individual to hide 

their difficulties. Rather than risk being labeled as stupid or 

accused of being lazy, some adults deny their learning disability as 

a defense mechanism. 

Internalized negative labels of stupidity and incompetence usually 

result in a poor self-concept and lack of confidence (Gerber, 

Ginsberg, & Reiff, 1992)

(308) How Does Addiction Affect Learning | Can Drugs Cause Learning 

Disabilities? - YouTube (6:36)



This emotion is often masked by anger or anxiety. Tapping into the fear 

behind the anger and/or the anxiety response is often the key for 

adults to cope with the emotional fallout of learning disabilities. 

Feelings of fear may be related one or more of the following issues: 

•fear of being found out 

•fear of failure

•fear of judgment or criticism

•fear of rejection 



Many adults with learning disabilities live with fear of being found 

out. they develop coping strategies to hide their disability. for 

example, an adult who can hardly read might pretend to read a 

newspaper. other adults may develop gregarious personalities to 

hide their difficulties or focus on other abilities that do not present 

learning barriers. Unfortunately some adults will have developed 

negative strategies such as quitting their job rather than risking the 

humiliation of being terminated because their learning disability 

makes it difficult for them to keep up with work demands. 



Difficulties with regulating emotions are common for 
highly sensitive adults with learning disabilities. Dr. Kay 
Walker, describes the connection between learning 
disabilities and self-regulation problems in her paper 
"Self regulation and sensory processing for learning, 
attention and attachment." She asserts that self-
regulation problems frequently occur in those with 
learning disabilitie (Walker, 2000). In its most extreme 
form, the individual may easily shift from one emotion to 
the next. 

LD adults are often overwhelmed by too much 
environmental stimuli (e.g. background noise, more 

than one person talking at a time, side conversations, 
reading and listening at the same time). Many 

people with LD and ADD have specific sensitivities to 
their environment such as certain fabrics they 

cannot wear, foods they cannot tolerate, etc.



Change is scary for everyone, but for people with learning
disabilities and other neurological disabilities, change may be
particularly difficult. Adults with learning disabilities may
experience difficulty adjusting to change in more subtle ways .
for example, some adults will have trouble moving from one
work task to another without completely finishing the first task
before moving on to the next one. Adults with learning
disabilities are frequently described as inflexible when it comes
to considering another person's view point or a different way of
doing something.

Adjustment to change is difficult for adults with LD because 
change brings the unexpected. In general, people with learning 
disabilities are less prepared for the unexpected. The 
unexpected may bring new learning hurdles, new job demands, 
or new social challenges. Since all these areas can be affected 
by learning disabilities, it is no wonder why change can produce 
so much anxiety for adults with learning disabilities.



Aptitude tests, such as intelligence tests, measure a person’s innate ability to 

learn academic information, pinpoint strengths, and identify deficits. It is 

important to remember that no aptitude test is capable of measuring all 

aspects of intelligence. However, most aptitude tests have shown to be valid 

and reliable measures for predicting an ability to learn academic material. 

These are offered through Disability Services at most Community Colleges or 

through Private educational psychologists.

Once identified, there are strategies you can learn to help you be more 

successful in learning situations. 



TBI is a disruption of normal brain function that occurs 

when the skull is struck, penetrated, suddenly thrust out of 

position, or struck by blast pressure waves. Some of the 

common causes of TBI include the following:



• Crashes of motor vehicles — these may include the head colliding 

against the vehicle’s windshield or steering wheel or whiplash, which is 

the brain striking the skull, twisting or scraping against its base

• Falls — either from a height or a fall on the same level

• Assaults — causing either penetrating or blunt force trauma

• Explosions — during which an intense pressure wave passes through 

the skull (especially common during wartime)

• Head collisions — smashing into an object (such as a wall), or with 

another person (as in some form of contact sport, like rugby or 

football)

• Hitting and falling objects — examples include bullets and flying 

debris



Several links have been documented between addiction 

and traumatic brain injuries. Epidemiological surveys have 

established that substance use disorder (SUD) or acute 

intoxication both substantially increases the risk of TBI and 

makes recovery from it more prolonged.



When patients with TBI are admitted to the 
hospital, approximately three-quarters have 
measurable amounts of alcohol in their 
blood — and one-third to one-half are 
intoxicated at the time of injury (that 
resulted in TBI).

Between one-third and four-fifth of patients 
hospitalized for TBI have histories of misusing 

substances. The most commonly reported 
substance of abuse is alcohol.

.



Neuropsychological testing and brain imaging studies have 
indicated that substance abuse and TBI compound the 
negative effects each has on brain function and structure. A 
person with a history of substance abuse is likely to have a 
worse outcome for TBI including a greater likelihood of 
death, ongoing complications, poorer discharge status 
from the hospital or emergency department, and ongoing 
disability and non-productivity for a year or more following 
brain injury.

Reviews of five studies of people in substance abuse 
treatment showed estimates of prior TBI ranging from 
38 to 63%. In another study of nearly 8,000 patients in 
state-funded substance abuse treatment programs, 
almost one-third reported at intake assessment that 

they had one or more head injuries in the past during 
which they lost consciousness or spent at least one 

night in the hospital.

.



When TBI is related to alcohol use, this increases 
the risk of subsequent TBI, which is often 
alcohol-related. Furthermore, the risk extends 
for several years after the first TBI. What 
researchers do not yet know is whether TBI itself 
increases the risk of substance abuse in those 
not otherwise at psychiatric or psychological 
risk of addiction (at the time they are injured). 

There is some evidence that suggests that 
regions of the brain affected by TBI, especially 
the frontal cortex, may induce deficits in 
cognitive processes involving self-regulation 
and mental control that confer a general risk for 
substance abuse.



•Initially there may be a period of abstinence during treatment in 

rehabilitation centers or in outpatient treatment with heavy family 

involvement. 

•Research finds that a minority begins or resumes drinking in the first year 

following injury. Those with a prior history of substance abuse before TBI 

are at higher risk for heavy drinking afterward. Not only alcohol, but the 

stimulants and painkillers frequently prescribed to treat cognitive 

disruption and pain from TBI have their own potential for abuse.



• TBI can serve as a triggering event that can trigger a lifelong 

commitment to abstinence.

• The longer the time from the TBI, the more the risk increases 

for a return to prior abuse patterns.

• People who have a history of substance abuse may need 

increased continuing care or aftercare and heavier emphasis 

on relapse prevention.

(308) Recognizing TBI in Substance Abuse Support Groups -

YouTube (2:12)
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