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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 



Now that we have a solid foundation understanding the 

attachment strategies our client's may be using in 

treatment, and the neurological reactivity we may be 

encountering, we can now turn our attention to 

Assessment of Cooccurring Disorder Clients 

TIP 42: Substance Use Treatment for Persons With Co-Occurring Disorders | 

SAMHSA Publications and Digital Products



(313) Field Notes: How do you approach your 
patients with concurrent disorders? - YouTube 

(5:25)



1. Use a recovery perspective 

2. Adopt a multi-problem viewpoint 

3. Develop a phased approach to treatment 

4. Plan to address the client’s cognitive/ functional 

concerns 

5. Use support systems to maintain and extend 

treatment effectiveness



People with SUDs are more likely than those without to 

have co-occurring mental disorders. Mental disorders likely 

to co-occur with addiction include depressive disorders, 

bipolar I disorder, post-traumatic stress disorder (PTSD), 

personality disorders (PDs), anxiety disorders, 

schizophrenia and other psychotic disorders, ADHD, and 

eating disorders.



Serious gaps exist between the treatment and 

service needs of people with CODs and the actual 

care they receive. Many factors contribute to the 

gap, such as lack of awareness of and training in 

CODs by addiction counselors, as well as 

workforce factors like labor shortages and 

professional burnout. 



Failure to routinely screen clients 
for mental disorders and SUDs 
creates a problematic domino 
effect. A lack of screening 
means a lack of assessment. 
This results in a lack of diagnosis, 
which leads to a lack of 
treatment, and ultimately 
reduces a person’s chances of 
achieving long-term recovery 
for either or both disorders.



CODs are treatable conditions. 

Providers can implement a range of treatment modalities 

across numerous inpatient and outpatient settings. 

Counselors may need to adapt interventions based on 

the treatment setting and the unique needs and 

characteristics of clients, including their gender, race, 

ethnicity, life circumstance (e.g., homelessness, 

involvement in the criminal justice system), symptoms, 

functioning, stage of change, risk of suicidal thoughts 

and behaviors, and trauma history.



People with CODs are at an elevated risk for self-

harm, especially if they have a history of trauma. 

Providers should make client safety a priority and 

ensure staff have the necessary training to detect 

and respond to suicidal thoughts and behaviors in 

clients with CODs.



Essential services for 
people with CODs are 
person-centered, trauma-
informed, culturally 
sensitive, recovery-
oriented, comprehensive, 
and continuously offered 
across all levels of care 
and the disease course. 



There is no “wrong door” by which people 

with CODs arrive at treatment. Counselors 

and programs should have a range of 

interventions and services in their 

“toolbox” to help clients. 



Administrators and supervisors must respond to 

workforce challenges, such as unmet training needs, 

low employee retention, staff burnout, and low 

competency in advanced COD management skills.

Such workforce issues are directly tied to treatment 

availability and quality and should be taken seriously and 

addressed actively by all COD treatment programs.



• Screening to detect the presence of CODs 
• Evaluating background factors, mental disorders, SUDs, 

and related medical and social problems critical for 
treatment planning 

• Diagnosing the type and severity of SUDs and mental 
disorders 

• Matching the client to initial services
• Appraising the client’s needs for social and community 

support services 
• Conducting continuous evaluation



Providing an appropriate level of care whenever 

possible, clients should be placed in a level of care 

appropriate to the functional challenges, severity 

of symptoms, and recovery environment aligned 

with both their SUD and their mental disorders. 

Several models are available for clinicians to 

determine which level of care is best. 



The Four Quadrants 

Model classifies clients 

into four groups based 

on symptom severity, 

as detailed in Exhibit 1 

(Ries, 1993).



Quadrant 1

People with low-severity substance abuse and low-severity mental illness 

can be treated:

• Within the primary healthcare system (such as by your physician).

• From either intermediate outpatient addiction treatment or 

intermediate outpatient mental health programs (for example, 

intensive outpatient programs).

In some cases, people in this quadrant might benefit from some 

integration of services between mental health and addiction treatment 

providers.



Quadrant 2

People with serious mental illness and milder substance use disorders are 

best served within the metal health system.

You can access the mental health system through outpatient mental 

health centers (such as clinics) or more intensive residential or 

inpatient programs. Many mental health providers will also offer some 

addiction treatment, such as motivational interviewing or skills 

training. 



Quadrant 3

People with more serious substance use disorders and less serious mental 

health disorders should receive substance abuse treatment as the primary 

focus of care.

• The types of treatment facilities capable of providing care for people in 

this quadrant are often referred to as dual diagnosis capable (DDC) or 

dual diagnosis enhanced (DDE). 



Quadrant 3 Care - DDC and DDE Programs

Programs designed for people needing co-occurring disorder services are 

called dual diagnosis capable (DDC) and dual diagnosis enhanced (DDE) 

programs.1

• DDC Programs – These programs are set up to address the interaction 

between mental disorders and substance use disorders, even when 

focused primarily on addiction treatment. DDC programs offer treatment 

content that is adapted to the unique motivation, relapse prevention, 

recovery planning and treatment integration needs of clients with co-

occurring disorders.

• DDE Programs – Compared to DDC programs, DDE programs offer a higher 

level of treatment integration and can accept people for primary addiction 

treatment who have more serious mental health disorder symptoms or 

functional impairment.



Quadrant 4

Serious mental illness and substance use disorders are typically 

treated in:

• Psychiatric hospitals

• Hospital emergency rooms

• Specialized long-term residential substance treatment programs, 

such as modified therapeutic communities (sometimes within the 

criminal justice system).



(302) Introduction to Clinical 

Decision Support for Co-

Occurring Disorders -

YouTube (Start at 8:40)





Screening and assessment are central to identifying 

and treating clients with CODs in a manner that is 

timely, effective, and tailored to all of their needs. The 

assessment process helps fulfill a critical need, as 

most people with CODs receive treatment for only 

one disorder or no treatment at all. 



Most counseling professionals can initiate the 

screening process. Understanding why, who, and 

when to screen and which validated tools to use are 

the keys to success. The assessment process is a 

multifactorial approach to determining which 

symptoms and diagnoses might be present, and how 

to tailor decisions about treatment and follow-up care 

based on assessment results. 



(302) Screening and Treatment for Co-Occurring 

Mental Health and Substance Use Disorders -

YouTube (2:11)



Review their treatment history. Have they been 

treated before for either addiction or a mental health 

problem? Did the substance abuse treatment fail 

because of complications from their mental health 

issue or vice versa? If there is a history of relapse it is 

highly probable that a mental health issue, including 

trauma, has not be treated or diagnosed. 



Screening is a formal process of testing to 

determine whether a client warrants further 

assessment for a COD. The screening process for 

CODs seeks to answer a “yes” or “no” question: 

Does the client with substance misuse (or mental 

disorder) being screened show signs of a possible 

mental (or substance misuse) problem?



The 2019 ASAM Definition update:

Addiction is a treatable, chronic medical disease involving complex 

interactions among brain circuits, genetics, the environment, and 

an individual’s life experiences. People with addiction use 

substances or engage in behaviors that become compulsive and 

often continue despite harmful consequences.

Prevention efforts and treatment approaches for addiction are 

generally as successful as those for other chronic diseases. 



1.A maladaptive pattern of substance use leading to significant impairment or 

distress

2.Presence of two or more of the following symptoms within a 12 month period

a)Substance is often taken in larger amounts or over a longer period than 

intended

b)Persistent desire or unsuccessful efforts or reduce or control substance use

c)Excessive time spent trying to obtain, use or recover from the effects of 

substance

d)Failure to fulfill major role obligations at work, school or home as a result of 

recurrent substance use



e) Continued use of substances despite persistent social or interpersonal     

problems caused by it

f) Cessation or reduction or important social occupational, or recreational 

activities because of substance use

g) Recurrent substance use in situation where use poses physical hazards

h) Continued use despite awareness that it is causing or exacerbating a physical 

or psychological problem

i) Tolerance effects

j) Withdrawal reactions

k) Craving or a strong desire to use substance



Severity of the DSM-5 substance use disorders is based on 

the number of criteria endorsed: 2–3 criteria indicate a 

mild disorder; 4–5 criteria, a moderate disorder; and 6 or 

more, a severe disorder. 

This means substance abuse is on a continuum, which 

we have always known. Since there is no blood test, 

we are making a decision based on behaviors



Early remission from a 
DSM-5 substance use 
disorder is defined as at 
least 3 but less than 12 
months without 
substance use disorder 
criteria (except craving), 
and sustained remission 
is defined as at least 12 
months without criteria 
(except craving). 



Adults and Co-occurring Disorders (4:14)

(302) Adults and Co-occurring Disorders -

YouTube



https://www.sbirt.care/too

ls.aspx

AUDIT

DAST







A Pocket Guide for Alcohol Screening and Brief Intervention for Youth (nih.gov)





(298) SBIRT AUDIT Screening 
- YouTube (5:27)

pair up!!!





The SAMHSA 12 steps in the assessment process 

include:

1. Engage the client 

2. Identify and contact family, friends, or other 

providers to gather additional information 

3. Screen for and detect CODs

4. Determine quadrant and locus of responsibility 

5. Determine level of care



6. Determine diagnosis

7. Determine disability and functional impairment

8. Identify strengths and supports

9. Identify cultural and linguistic needs and supports

10. Identify problem domains

11. Determine stage of change

12. Plan treatment



In many cultures it is far more acceptable to 

somatisize, or admit to physical symptoms and 

illness than emotional ones. Client’s may present 

the primarily physical symptoms of depression 

(fatigue, changes in eating, poor sleep) rather than 

the emotional symptoms of depression, for 

example. 



Anxiety may be reported as feeling “suffocated” or 

difficulty catching breath, sweating, and mind racing 

rather than acknowledging the fear and constant 

worry. You may have to directly ask about the 

stressors in the client’s life for them to become more 

candid about emotional distress.



Client’s need to be 
reminded that 
substance abuse 
problems and 
mental health issues 
don’t get better 
when they’re 
ignored. In fact, they 
are likely to get 
much worse. 



Consider family history. If people in the client’s family 

have grappled with either a mental disorder such as 

depression or an alcohol or drug addiction, they have 

a higher risk of developing these problems 

themselves. 



Consider the client’s sensitivity to alcohol or drugs. 

We can ask: Are you highly sensitive to the effects 

of alcohol or drugs? Have you noticed a 

relationship between your substance use and 

your mental health? For example, do you get 

depressed when you drink? 



Look at symptoms when they are sober. 

While some depression or anxiety is normal 

after they have stopped drinking or doing 

drugs, if the symptoms persist after they 

have achieved sobriety, they may be 

dealing with a mental health problem. 



Concurrent Disorders and 

Importance of Assessment

(302) Concurrent Disorders 

and Importance of 

Assessment - YouTube (6:23)



Review their treatment history. Have they been 

treated before for either addiction or ar mental 

health problem? Did the substance abuse treatment 

fail because of complications from their mental 

health issue or vice versa? If there is a history of 

relapse it is highly probable that a mental health 

issue, including trauma, has not be treated or 

diagnosed. 



Paying careful attention to the characteristics of past 

episodes of substance abuse and abstinence with 

regard to mental health symptoms, impairments, 

diagnoses, and treatments can illuminate the role of 

substance abuse in maintaining, worsening, and/or 

interfering with the treatment of any mental disorder. 



Understanding a client's 
mental health symptoms 
and impairments that 
persist during periods of 
abstinence of 30 days or 
more can be useful, 
particularly in 
understanding what the 
client copes with even 
when the acute effects of 
substance use are not 
present. 



On the other hand, if mental health 
symptoms (even suicidality or 
hallucinations) resolve in less than 30 days 
with abstinence from substances, then 
these symptoms are most likely substance 
induced and the best treatment is 
maintaining abstinence from substances.

For any period of abstinence that lasts a 
month or longer, the counselor can ask the 

client about mental health treatment and/or 
substance abuse treatment—what seemed 

to work, what did the client like or dislike, and 
why? 



The counselor also can ask what the mental health 

“ups and downs” are like for the client. That is, what is 

it like for the client when he or she gets worse (or 

“destabilizes”)? What—in detail—has happened in the 

past? And, what about getting better (“stabilizing”)—

how does the client usually experience that? 



Clinician and client 
together should try to 
understand the specific 
effects that substances 
have had on that 
individual's mental health 
symptoms, including the 
possible triggering of 
psychiatric symptoms by 
substance use. 



Clinicians also should attempt to document the 

diagnosis of a mental disorder, when it has been 

established, and determine diagnosis through referral 

when it has not been established. The consensus panel 

notes that many, if not most, individuals with COD have 

well-established diagnoses when they enter substance 

abuse treatment and encourages counselors to find out 

about any known diagnoses.



The assessment must include a 
review of three pertinent 
factors: 
• Biological, such as family history 

and underlying medical 
conditions 

• Psychological, such as previous 
mental health diagnoses, 
coping skills, and stressors

• Social, such as relationships, 
social supports, access to health 
care, housing, and employment 



This biopsychosocial framework, mapped onto the 12 

steps of the assessment process, fosters a thorough 

investigation of what contributes to, exacerbates, and 

mitigates the client’s current symptomatology and 

functional status. 



Its core element is the client’s chronological history of 

past symptoms of SUD or mental illness, as well as 

diagnosis, treatment, and impairment related to these 

issues. 

Counselors should get a detailed description of current 

strengths, supports, limitations, skill deficits, and cultural 

barriers. 

Identification of a client’s stage of change and readiness 

to engage in services informs treatment planning







Science shows that there are fundamental 

similarities between drug addiction and mental 

health disorders. The same parts of the brain are 

responsible for drug abuse and mental health 

disorders. There are brain circuits that are tied to 

both dopamine reward processes and stress 

responses, making suggested treatment solutions 

the same as well. 



In addition, both addiction 
and mental health disorders 
can be considered 
developmental disorders in 
the field, for abusing drugs 
at an early age can also 
lead to mental health orders 
later on in life. 



Developmental Stage 
- Adolescence—A 
Vulnerable Time -
Prefrontal Cortex is still 
developing. This is the 
region of the brain 
responsible for 
executive functions, 
such as problem 
solving and critical 
thinking.



Early Occurrence Increases Later Risk -

“Strong evidence has emerged showing early 

drug use to be a risk factor for later substance 

abuse problems; additional findings suggest 

that it may also be a risk factor for the later 

occurrence of other mental illnesses.”



These brain changes take place in the 
same areas of the brain that are 

affected by other mental illnesses. 
Some Examples 

• Alterations in the structure of neurons in 
the reward pathways 

• Increase in dopamine receptors 
• Increases/decreases in production of 

neurotransmitters



Drug and Alcohol Addiction is a Mental 

Health Disorder.



Individuals and families often notice that mental 

illness symptoms start when someone uses 

substances and they wonder whether substance use 

caused the mental disorder. Current research 

suggests that substance use does not cause serious 

mental illnesses but may precipitate episodes of 

illness in those who are vulnerable. 



The symptoms continue because a person's 

biological makeup already predisposed them to 

having the mental illness. Mental illness symptoms 

that have been present for months or years rarely 

resolve without treatment when substance use 

stops.



• Increased symptoms of mental illness: 
If drinking causes the symptoms, they 
should go away within 1 month of 
becoming abstinent.

• Alcohol is a central nervous system 
depressant. Long-term alcohol use 
can produce depression or worsen 
the symptoms of serious mental 
illness, especially mood problems 
such as depression and anxiety. 
Alcohol use disorders are intertwined 
with mood in several ways: 



Long-term, regular drinking in moderate to large 

amounts causes most people to feel depressed, lose 

their appetite, have body aches and pains, and feel 

despair. Between 10 and 20 percent of people with 

alcoholism commit suicide, usually when they are 

drinking. 



Alcohol itself can cause psychotic symptoms such 
as hallucinations. People with psychotic disorders 
often appear more symptomatic over time when 
they are drinking, probably due to disinhibition and 
not taking antipsychotic medications.

Anxiety problems are common in people 
with an alcohol use disorder. Alcohol can 

reduce anxiety in the short term, but as the 
effect of alcohol wears off, anxiety can 

worsen. 



• Increased symptoms of mental illness 
• Heavy cannabis use impairs cognition 

by reducing attention, concentration, 
and memory. Long-term cannabis 
use for consumers is associated with 
these poor outcomes: 

• Relapses; 

• Hospitalizations; 

• Declining functioning; and 

• A lack of progress toward life goals. 



• Considering the long-term effects of 
stimulant use 

• Heavy use of stimulants can cause a 
variety of difficulties over the long 
term, especially for consumers. 
Adverse effects of stimulant use 
include medical problems, increased 
symptoms of mental illness, and 
functional problems.



Medical problems

People who use stimulants are at high risk for 

contracting infectious diseases for a number of 

reasons. Infectious diseases such as hepatitis and 

AIDs are spread through contact with infected blood 

and sex fluids. Infection can occur when sharing a 

straw through which drugs are snorted. 



People who use stimulants long term and develop a 

tolerance are likely to seek out more potent routes of 

drug administration to satisfy cravings, such as 

intravenous use (IV or injection). People who share 

needles are also at high risk for infectious diseases. 

Furthermore, the euphoria of stimulants often results 

in unsafe sexual behaviors, which leaves stimulant 

users vulnerable to infectious diseases.



For some people, stimulant use is generally disastrous 

because it can produce or worsen most psychiatric 

symptoms. Even intermittent or moderate stimulant use can 

worsen the symptoms of those with serious mental illnesses. 

Paranoia, ideas of reference, depression, and suicidal 

thoughts had been intertwined since adolescence. A case 

manager can observe that  mental illness symptoms are less 

severe during periods of sobriety than during periods of 

active substance use.


