EVIDENCE-BASED
PRACTICES

KIT

Knowledge Informing Transformation

Training Integrated

Frontline Staff Treatment for
Co-Occurring

Disorders

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

S SERVICES
z
3 Substance Abuse and Mental Health Services Administration
= c Center for Mental Health Services
o
%

www.samhsa.gov







Training
Frontline Staff

U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administration

Center for Mental Health Services

EVIDENCE-BASED
PRACTICES

KIT

Knowledge Informing Transformation

grated
atment for
Occurring
orders




This document was produced for the Substance Abuse and Mental Health Services Administration
(SAMHSA) by the New Hampshire-Dartmouth Psychiatric Research Center under contract number
280-00-8049 and Westat under contract number 270-03-6005, with SAMHSA, U.S. Department
of Health and Human Services (HHS). Neal Brown, M.P.A., and Crystal Blyler, Ph.D., served as
the Government Project Officers.

The views, opinions, and content of this publication are those of the authors and contributors and
do not necessarily reflect the views, opinions, or policies of the Center for Mental Health Services
(CMHS), SAMHSA, or HHS.

All material appearing in this document is in the public domain and may be reproduced or
copied without permission from SAMHSA. Citation of the source is appreciated. However,
this publication may not be reproduced or distributed for a fee without the specific, written
authorization from the Office of Communications, SAMHSA, HHS.

This publication may be downloaded or ordered at www.samhsa.gov/shin. Or, please call
SAMHSA's Health Information Network at 1-877-SAMHSA-7 (1-877-726-4727) (English
and Espafiol).

Substance Abuse and Mental Health Services Administration. Integrated Treatment for Co-Occurring
Disorders: Training Frontline Staff. DHHS Pub. No. SMA-08-4366, Rockville, MD: Center for Mental
Health Services, Substance Abuse and Mental Health Services Administration, U.S. Department of
Health and Human Services, 2009.

Originating Office

Center for Mental Health Services

Substance Abuse and Mental Health Services Administration
1 Choke Cherry Road

Rockville, MD 20857

DHHS Publication No. SMA-08-4366
Printed 2009


http://www.samhsa.gov/shin

Training Frontline Staff

This five-part workbook, along with the Training Frontline Staff:
Demonstration Video, will help program leaders teach mental health
and substance abuse practitioners about the principles, processes,
and skills necessary to deliver effective integrated treatment to
consumers with co-occurring disorders. It assumes that mental
health practitioners need the following to become integrated
treatment specialists:

B An understanding of the basic elements and principles
of the evidence-based practice;

B Practical knowledge of common substances and how they affect
mental illnesses;

B The ability to assess substance use disorders and consumers’
stage of treatment;

m Skills to provide substance abuse counseling to consumers
at different stages of treatment; and

B A choice of formats for providing integrated treatment.

Use this workbook to train integrated treatment specialists
designated for your Integrated Treatment program. Also, because
co-occurring disorders are so common, we believe that all
practitioners must learn basic skills to foster recovery from both
serious mental illness and substance abuse. Consider using some or
all of this workbook to train practitioners throughout your agency.

For references, see the booklet The Evidence.
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This KIT is part of a series of Evidence-Based Practices KITs created
by the Center for Mental Health Services, Substance Abuse and
Mental Health Services Administration, U.S. Department of Health
and Human Services.

This booklet is part of the Integrated Treatment for Co-Occurring
Disorders KIT that includes a DVD, CD-ROM, and seven booklets:

How to Use the Evidence-Based Practices KITs
Getting Started with Evidence-Based Practices
Building Your Program

Training Frontline Staff

Evaluating Your Program

The Evidence

Using Multimedia to Introduce Your EBP
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This Workbook

Training Frontline Staff, used along with
the Demonstration Video, helps mental
health practitioners become integrated
treatment specialists. It introduces them
to the basic principles and skills they
need to deliver effective integrated
treatment to consumers with both
substance abuse and mental illnesses
(called co-occurring disorders).

This workbook assumes that integrated
treatment specialists have already received
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How Program Leaders Should Use

training about serious mental illness and
are familiar with treating people with
serious mental illnesses. For this reason,
the workbook focuses on teaching
integrated treatment specialists about
substance abuse and developing the basic
skills needed to help consumers recover
from both disorders. For information
and resources for implementing this model
in substance abuse agencies, see the
Treatment Improvement Protocol (TIP)
42 in The Evidence in this KIT.
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How to Complete this Five-Session Training

m Arrange for for integrated treatment specialists to meet at least once a week for 5 weeks.

You will cover up to one module each week.

® In this workbook, on the page before each module, you'll find Notes to the facilitator and program leader.

Review the notes to prepare for the training sessions.

m Copy and distribute the module’s reading materials so that integrated treatment specialists
can read them before the training session. You'll find this booklet on the KIT’s CD-ROM.

m Copy the exercises for each module so that you can distribute them during each training
session. You'll find the exercises in this booklet on the KIT's CD-ROM.

GG

m For each session, ask a different group member to facilitate.

m Begin each training session by showing the corresponding segments

of the Training Frontline Staff: Demonstration Video.

m Discuss the information in the video and workbook.

m Complete the suggested exercises for that module.

To make the content easy to manage, we divided
the workbook into five modules.

The Five Modules in Training Frontline Staff

1. Basic Elements and Practice Principles

2. Practical Knowledge of Common Substances
3. Stages of Treatment and Core Processes

4. Practical Skills for Integrated Treatment

5. Service Formats

We have found that integrated treatment
specialists prefer to read one module at a time
and then discuss that module with colleagues as a
group. Working through these modules as a group
creates an opportunity to discuss and master the
practice principles and skills that are essential to
effectively providing integrated treatment.

Most modules in this book begin with a vignette
that describes someone who has problems that are
typical of consumers with co-occurring disorders.

A discussion of the module topic then follows.
The discussion comes from experts in the field
who have been providing Integrated Treatment
for Co-Occurring Disorders for years so integrated
treatment specialists can examine their own ideas
in relation to the experts.

One effective way to use the workbook is to ask
integrated treatment specialists to read the vignettes
and discuss them as a group. Exercises are included
at the end of each module to stimulate further
group discussions.

Prepare program-
specific information

In addition to the materials in this workbook,
prepare to give integrated treatment specialists
information about policies and procedures

for your Integrated Treatment program, including
the following:

B The Integrated Treatment Fidelity Scale;

B Screening procedures;

B Training Frontline Staff



B Referral forms;

B Protocols for diagnosing substance use disorders;
B Integrated assessment forms;

B Integrated treatment forms;

B Criteria for assessing the program’s fidelity
to the evidence-based model; and

B Outcomes that will be monitored.

For sample forms, see Building Your Program
and Evaluating Your Program in this KIT.

Prepare agency-
specific information

You should also develop a plan to train integrated
treatment specialists about other policies and
procedures that may be relevant to the agency in
which the Integrated Treatment program operates.
These might include the following:

B Billing procedures: Integrated treatment
specialists must know how to document their
activities and bill for services.

B safety: Many agencies with existing community-
based programs will have materials about safety.
If training in this area is not already available,
plan for training about de-escalation techniques.
You might also seek a local law-enforcement
agency to provide training in personal safety.

B Mandated reporting: Integrated treatment
specialists must know how to report suspected
abuse and neglect. They must also know what to
do if they find out about other illegal activity and
threats of harm to self or others.

B Consumers’ rights: Integrated treatment
specialists should be aware of the state and
federal consumer rights requirements.

B Other policies and procedures: Consult your
agency's human resource office to learn of other
program, agency, or state policies that the staff
should know.

Training Frontline Staff C

Visit an existing team

After your staff completes this workbook, we
suggest that new integrated treatment specialists
observe an experienced, high-fidelity Integrated
Treatment program. If integrated treatment
specialists are familiar with the materials in this
workbook before their visit, the visit will be more
productive. Rather than having to take time to
explain the basics, the host program will be able to
show the new integrated treatment specialists how
to apply the basics in a real-world setting.

Arrange for didactic training

After using this workbook and visiting an
experienced Integrated Treatment program,
integrated treatment specialists will be ready for a
trainer who will help them practice what they have
seen and read.

Some program leaders choose to hire an
experienced external trainer to help integrated
treatment specialists practice evidence-based
practice principles, processes, and skills. The initial
training should take 2 to 3 days.

Recruit a consultant

Once integrated treatment specialists begin
working with consumers, you are responsible for
ensuring that they follow the evidence-based
model. This task can be challenging.

You must facilitate a staff development process,
apply what you have just learned about Integrated
Treatment for Co-Occurring Disorders in your
own clinical work with consumers, and, at the same
time, ensure through clinical supervision that
integrated treatment specialists follow the model.



It is very easy to stray from the evidence-based
model and do something similar to but not quite
the same as Integrated Treatment for Co-
Occurring Disorders. Sometimes this happens
because integrated treatment specialists believe
they are diligently following the evidence-based
model, but they miss some of the more subtle
aspects of it. In other cases, services for co-
occurring disorders start well, but, as more
consumers are admitted to the program and
pressure mounts, integrated treatment specialists
revert to older, more familiar ways of working.

To ensure that your staff follows the evidence-
based model, work with an experienced consultant
throughout the first year of operation. A consultant
can provide ongoing telephone and in-person
support to help you with your challenging
leadership role.

Cross-train

It is important that staff throughout your agency
develop a basic understanding of Integrated
Treatment for Co-Occurring Disorders. Cross-
training will ensure that other staff members
support the work that integrated treatment
specialists undertake. Training is also an
opportunity for integrated treatment specialists
and advisory group members to become familiar
with one another. Make sure that the advisory
group members and integrated treatment
specialists introduce themselves and that they are
familiar with one another’s roles.

To help you conduct your training, we include
these multimedia materials in the Integrated
Treatment KIT:

B Introductory PowerPoint presentation;
B Sample brochure; and

B Introductory Video.

Once trained, you or your staff will be able to use
these materials to present routine, in-service
seminars to ensure that all practitioners within
the agency are familiar with the Integrated
Treatment program.

As discussed in Building Your Program, we also
recommend that you use these materials to train
members of your Integrated Treatment Advisory
Committee. The more information that advisory
group members have about the evidence-based
model, the better they will be able to support the
Integrated Treatment program and its mission.

D Training Frontline Staff



Basic Elements and Practice Principles

Notes to the facilitator and program leader

Prepare for Module 1:

m Make copies of Module 1. Your copy

is in this workbook; print additional I

copies from the CD-ROM in the KIT.

m Distribute the material to those who are
participating in your group training. Ask them to
read it before meeting as a group.

m Make copies of these exercises:

O Explore the Benefits of Integrated

Treatment for Co-Occurring Disorders |
o Improve Your Integrated Treatment

Program

Do not distribute them until the group
training. Your copies are in this workbook;
print additional copies from the CD-ROM.

m Make copies of these forms:
O Integrated Treatment Fidelity Scale
o General Organizational Index |L
o Outcome measures for your
Integrated Treatment program that your
agency has developed, if available
Do not distribute them until the group
training. Information about these quality
assurance instruments is in Evaluating Your
Program in this KIT. You may also print the

Integrated Treatment Fidelity Scale and General
Organizational Index from the CD-ROM.

Conduct your first training session:

® When you convene your group, view ¢ EQ
the Introductory Video. Discuss the video 0
and the content of Module 1.

m Distribute the following:
O Integrated Treatment Fidelity Scale
O General Organizational Index

o Outcome measures that your agency
will monitor (if available)

o Exercises for this module

m Review the distributed materials and complete
the exercises as a group.

Facilitating the dialogue:

One of the roles of a facilitator and program leader
is to facilitate the dialogue during group training
sessions. Some people have difficulty speaking in

a group, perhaps because they are timid or soft
spoken. Others may feel professionally intimidated
by those with more experience or higher degrees.
Conversely, some integrated treatment specialists
will be self-confident and outspoken and will need
to learn to listen openly to what others have to say.

As you work together on each module, encourage
those who are more withdrawn to express their
views and make sure that more vocal group
members give others a chance to speak.

Group training also provides the opportunity
to assess the anxiety that integrated treatment
specialists may feel about providing Integrated
Treatment for Co-Occurring Disorders. Use your
group training time to explore and address
issues openly.

[Training-Frontline (Staff E
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Module 1: Basics Elements and Practice Principles

Substance use disorders are common and devastating disorders among people with
serious mental illnesses. Module 1 presents the basic elements and practice principles
of Integrated Treatment for Co-Occurring Disorders. This introduction to the evidence-
based model also includes a summary of the research evidence for its effectiveness

What is Integrated
Treatment for Co-
Occurring Disorders?

Up to 56 percent of people with the

most serious mental illnesses have a co-
occurring substance use disorder within
their lifetime (Regier et al., 1990).
Co-occurring disorders are associated with
a variety of negative outcomes, including
higher rates of relapse, violence,
hospitalization, homelessness, and
incarceration (Drake et al., 2001).

Integrated Treatment for Co-Occurring
Disorders is an evidence-based practice
that has been found to be effective in the
recovery process for consumers with co-
occurring disorders. The goal of this
evidence-based practice is to support
consumers in their recovery process.
Recovery means that consumers are
learning to manage both illnesses so that
they can pursue personally meaningful

life goals.




In Integrated Treatment programs, the same
practitioners or treatment team, Working in one
setting, provide mental health and substance abuse
interventions in a coordinated fashion. Consumers
receive one consistent message about treatment
and recovery. Practitioners trained in the evidence-
based model and designated to provide integrated
treatment to consumers with co-occurring
disorders are called integrated treatment
specialists.

Practice principles

Integrated Treatment for Co-Occurring Disorders
is based on a core set of practice principles. These
principles form the foundation of the evidence-
based practice and guide integrated treatment
specialists in delivering effective treatment to
consumers with co-occurring disorders.

Practice Principles of Integrated

Treatment for Co-Occurring Disorders

m Mental health and substance abuse
treatment are integrated to meet the needs
of people with co-occurring disorders.

m [ntegrated treatment specialists are trained
to treat both substance use disorders and
serious mental illnesses.

m Co-occurring disorders are treated in a stage-
wise fashion with different services provided
at different stages.

® Motivational interventions are used to treat
consumers in all stages, but especially in the
persuasion stage.

m Substance abuse counseling, using a
cognitive-behavioral approach, is used to
treat consumers in the active treatment and
relapse prevention stages.

m Multiple formats for services are available,
including individual, group, self-help, and
family.

® Medication services are integrated and
coordinated with psychosocial services.

Principle 1: Mental health and substance
abuse treatment are integrated
to meet the needs of people
with co-occurring disorders

Co-occurring disorders are common. Up to 56
percent of people with the most serious mental
illnesses have a co-occurring substance use
disorder within their lifetime (Regier et al., 1990).
Yet most consumers with co-occurring disorders
receive treatment from different agencies or for
their mental illness or substance use disorder only
—if they receive treatment of any kind.

This kind of fragmented treatment often leads

to poor outcomes. Consumers with co—occurring
disorders have a better chance of recovering from
both disorders when they receive mental health
and substance abuse treatment in an integrated
fashion from the same practitioner (an integrated
treatment specialist).

Principle 2: Integrated treatment specialists
are trained to treat both
substance use disorders and
serious mental illnesses

To effectively assess and treat co-occurring
disorders, integrated treatment specialists

should be trained in psychopathology, assessment,
and treatment strategies for both mental illnesses
and substance use disorders. Mental health
practitioners, therefore, may need to learn more
about the following:

B Substances that are abused by consumers;

B How these substances affect people with
co-occurring disorders; and

B The short- and long-term effects of abuse
and dependence.

Integrated treatment specialists should understand
both mental health terminology and the language
used for substance use disorders. They should
understand the differences in levels of substance
use and abuse and be able to provide integrated
services to treat co-occurring disorders.



Principle 3: Co-occurring disorders are
treated in a stage-wise fashion
with different services provided
at different stages

Consumers recovering from substance use
disorders and serious mental illnesses go through
stages, each of which marks readiness for a specific
treatment. Integrated treatment specialists must
assess consumers’ stage of treatment and tailor
services accordingly.

The Four Stages of Treatment

m Engagement
® Persuasion
m Active treatment

m Relapse prevention

Principle 4: Motivational interventions are
used to treat consumers in all
stages, but especially in the
persuasion stage

Motivational interventions are key to integrated
treatment for co-occurring disorders. These
interventions help consumers identify personal
recovery goals. Typically, consumers reduce or
abstain from using substances of abuse as they
become motivated to reach their goals. These
interventions often stimulate consumers to make
a number of changes in their lives.

Motivational interventions include motivational
interviewing, motivational counseling, and
motivational treatment. When providing the
interventions, integrated treatment specialists
use specific listening and counseling skills to help
consumers who are demoralized or who are not

ready to pursue abstinence.

Principle 5: Substance abuse counseling,
using a cognitive-behavioral
approach, is used to treat
consumers in the active
treatment and relapse
prevention stages

Consumers may have difficulty managing
unpleasant emotions and symptoms that lead

to substance use disorders. Integrated treatment
specialists with skills in cognitive-behavioral
counseling can help consumers stop automatic
patterns of thought that lead them to abusing
substances. For example, one way to help
consumers change their substance use behavior
is to help them identify thoughts or feelings that
trigger the urge to use and then help them change
these thoughts and feelings. Learning to manage
negative thoughts and emotions can dramatically
help consumers stay away from substances.

Principle 6: Multiple formats for services are
available, including individual,
group, self-help, and family

Consumers benefit most when multiple formats are
available to them at appropriate stages of treatment.
For example, consumers in the persuasion stage
may benefit from motivational interventions that
are provided individually. Including family or other
supporters in treatment is recommended because
they can be a strong source of support for
consumers who often have a restricted, non-
substance-using social network. Also, families

who receive information are better able to
effectively support their relative.

Group treatment can help consumers feel less
alone. Whether groups are led by professionals

or peers, group treatment allows consumers to
develop a peer network. Consumers with similar
experiences offer support, empathy, and
opportunities to socialize with nonusers, which

is especially useful in the relapse prevention stage.




Principle 7: Medication services are
integrated and coordinated
with psychosocial services

Physicians or nurses who prescribe medications
should be trained to effectively treat co-occurring
disorders. Medication prescribers should
participate in multidisciplinary treatment team
meetings. They should work closely with
consumers, integrated treatment specialists, and
other treatment team members to ensure that
treatment for both mental illnesses and substance
use disorders is provided in an integrated fashion.

Psychiatric medication should be prescribed
despite active substance use. Medication
prescribers should avoid prescribing potentially
addictive medications to consumers with co-
occurring disorders and, when appropriate, they
should offer medications that may help reduce
addictive behavior.

Many people who take numerous medications at

various times throughout their day have difficulties

following medication regimes. Providing
medication services can help consumers by

enhancing their motivation and offering strategies

for remembering medication regimes.

Program standards

One of the unique features of Integrated
Treatment for Co-Occurring Disorders is that the
important characteristics of this evidence-based
model have been translated into program standards
to help programs replicate effective services. An
instrument called the Integrated Treatment
Fidelity Scale summarizes these characteristics.
The fidelity scale is available to help quality
assurance teams assess how closely their program
follows the evidence-based model (See Evaluating
Your Program in this KIT).

Your program leader will distribute this scale to
you to review and discuss during training.

Basic Characteristics of Integrated Treatment for Co-Occurring Disorders:

® Multidisciplinary teams

B Integrated treatment specialists
B Stage-wise interventions

m Access to comprehensive services
® Time-unlimited services

m Outreach

= Motivational interventions

m Substance abuse counseling

m Group treatment for co-occurring disorders

m Family interventions for co-occurring disorders
m Alcohol and drug self-help groups

® Pharmacological treatment

® Interventions to promote health

m Secondary interventions for nonresponders




How we know that Integrated
Treatment for Co-Occurring
Disorders is effective

Researchers began to document the prevalence of
co-occurring disorders in the early 1980s. As noted
earlier, studies found that up to 56 percent of
people with the most serious mental illnesses have
a co-occurring substance use disorder within their
lifetime (Regier et al., 1990). Furthermore, studies
demonstrated that consumers with co-occurring
disorders relapsed more frequently and were more

likely to be:

B Hospitalized;
B Violent;

B Incarcerated,;
B Homeless; and

B Infected with HIV, hepatitis, and other diseases
(Drake et al., 2001).

Studies also showed that consumers who received
care in systems in which mental health and
substance abuse treatment were separated

were often excluded from services in one system
and told to return when the other problem was
under control. Those who received services in
nonintegrated systems of care also had difficulty
making sense of disparate messages about
treatment and recovery. Consequently, the
evidence demonstrated that consumers with
co-occurring disorders in nonintegrated systems

of care have poor outcomes (Drake et al., 2001).

Since the mid 1990s, eight studies support the
effectiveness of Integrated Treatment for Co-
Occurring Disorders. While the type and array
of interventions in these programs vary, they
include many of the critical components outlined
in the Integrated Treatment Fidelity Scale.

In contrast to nonintegrated treatment, integrated
treatment is associated with the following positive
outcomes:

B Reduced substance use;

B Improvement in psychiatric symptoms
and functioning;

B Decreased hospitalization;
B Increased housing stability;
B Fewer arrests; and

B Improved quality of life (Drake et al., 2001).

Summary

In summary, this module reviewed the basic
elements and practice principles of Integrated
Treatment for Co-Occurring Disorders. Substantial
research has demonstrated its effectiveness.

The next modules provide integrated treatment
specialists with specific knowledge and skills to assess
and treat consumers with co-occurring disorders.







_neﬁts of Integrated Treatment for Co-Occurring Disorders

Studies that have explored what makes a difference in whether practitioners adopt a new approach to
treatment have found that practitioners are more likely to adopt a practice if it addresses an area that they
feel they must improve. Share your experiences about where the traditional service delivery system has
been inadequate in treating consumers with co-occurring disorders. Identify aspects of the evidence-based
model that address those inadequacies.

Some experiences where the traditional service delivery system has been inadequate:

How Integrated Treatment for Co-Occurring Disorders may address those inadequacies:







Distribute the criteria upon which the Integrated Treatment program will be evaluated (Integrated
Treatment Fidelity Scale, General Organizational Index, and your agency’s outcome measures).

Review and discuss how the quality improvement instruments will be completed and how the information
will be used to improve your program.







Practical Knowledge of Common Substances

Notes to the facilitator and program leader

Prepare for Module 2:

Make copies of Module 2. Your copy
is in this workbook; print additional |
copies from the CD-ROM in the KIT.

Distribute the material to those who

are participating in your group training.

Ask them to read it before the group training.

Make copies of these exercises:

O Review the Short- and Long-Term I

Effects of Substance Use

O Tackle the Issue

Do not distribute them until the group
training. Your copies are in this workbook; print
additional copies from the CD-ROM in the KIT.

Conduct your second training session:

m Discuss the content of Module 2.
m Distribute the exercises for this module.
m Complete the exercises as a group.

Note: This module does not include
a video component.
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Module 2: Practical Knowledge
of Common Substances

Module 2 introduces you to the definitions for terms commonly used when people
talk about substance use disorders. Basic information about alcohol, cannabis,
stimulants, opiates, and opioids is presented. Since infectious diseases are a
common negative consequence of substance use, this module provides information
to you and the consumers you serve about three common but dangerous
infectious diseases:

B The hepatitis B virus;
B The hepatitis C virus; and

B The human immunodeficiency virus (HIV).

This manual is used to diagnose mental

commonly used terms health and substance-related disorders.

For more information on the DSM-IV TR,

The words and phrases on the following oo psych.org

pages are commonly used when people

talk about substance use. The words and phrases are presented in
alphabetical order. Some words that are

Some of the definitions on the next commonly used together are grouped

pages are based on information from together on the next pages
the Diagnostic and Statistical Manual

of Mental Disorders (DSM-IV TR).



http://www.psych.org

Words and Phrases Commonly Used About Substance Use

Abstinence, Abstinence is when a person does not use substances.

clean, and sober -
' Clean usually refers to abstaining from substances other than alcohol. When consumers

are prescribed a medication such as methadone and they take it as prescribed, they are
considered clean.

Sober usually refers to abstaining from alcohol.

Clean and sober means a consumer is abstinent from both.

Addiction Addiction refers to physical or psychological dependence on a substance or a practice
(such as gambling), so that using the substance is beyond voluntary control.

Detoxification Detoxification is the process in which a consumer who is physically dependent on a substance
stops taking that substance and recovers from its immediate effects. Because withdrawal
symptoms can be extremely uncomfortable and dangerous, monitoring, support, and medical
and psychiatric treatments during the process can be helpful and even lifesaving. Medications
can be used to reduce the severity of symptoms during withdrawal from the substance and
to prevent life-threatening illnesses.

Detoxification is often used to describe the monitoring, support, and treatments consumers
receive to cope with the withdrawal symptoms and craving for substances that emerge when
they stop using a substance. Detoxification, however, alone does not treat substance use
disorders. Consumers need to be engaged in treatment during and after detoxification.

Intoxication Intoxication (or inebriation) refers to the experience of being under the influence of a substance
that causes a person to feel different than normal. Symptoms of intoxication can be physical,
such as slurred speech when intoxicated with alcohol, or psychological, such as feeling relaxed
when intoxicated with cannabis. Being intoxicated does not in itself suggest that someone has
a substance use disorder.

Polysubstance Polysubstance abuse refers to abuse of three or more substances (not including tobacco)

abuse in the same timeframe and is associated with antisocial personality characteristics, poor
functioning, and a strong family history of substance use disorders. Of consumers who also have
a substance use disorder, almost half abuse alcohol and other drugs together and about one-
fourth abuse multiple drugs.

People who use substances often develop a "drug of choice”—the substance that they prefer
to use when they have the option. However, people who use one substance usually have tried
and used others, and they may develop new addictions or “drugs of choice” over time.

Recovery Recovery is the process by which a consumer learns new meaning in life beyond the illnesses
of substance use and mental illness. To say that a consumer is in recovery implies that he or she
is abstinent from substances, but also that he or she is participating in life activities that are
meaningful and fulfilling.

Recovery also implies that consumers are able to function in meaningful activities despite
symptoms of mental illness. Integrated Treatment for Co-Occurring Disorders is designed
to help consumers not only to become abstinent, but also to enter a recovery process.




Words and Phrases Commonly Used About Substance Use

Remission When consumers who once had a substance use disorder have reduced or eliminated
substance use so that they no longer experience distress or impairment, they are considered
to be in remission. Remission means that consumers no longer meet the DSM-IV TR criteria
for Substance Abuse or Dependence. Remission is used in the same way to describe a
reduction in symptoms of mental illness.

If a consumer is in remission from a substance use disorder, one of the following course
specifiers should be added to the consumer’s diagnosis:

m Early full remission refers to remission of 1 to 12 months.

m Early partial remission refers to remission of 1 to 12 months in which one or more criteria
for Dependence or Abuse have been met but not the full criteria.

m Sustained full remission refers to remission for 12 months or longer.

m Sustained partial remission refers to remission for 12 months or longer in which one
or more criteria for Dependence or Abuse have been met but not the full criteria.

These specifiers do not apply to consumers in agonist therapy or in a controlled environment
(i.e., substance-free jails, therapeutic communities, or locked hospital units). Diagnoses for
such consumers should include the course specifier, “On Agonist Therapy” or “In a Controlled
Environment.” For more information about agonist therapy, see Opiates and opioids later

in this module.

Substance Substance refers to alcohol, drugs, tobacco, prescribed medications, over-the-counter
medications, and other substances, such as glue, that people take for recreational purposes
to get high or relaxed.

Substance abuse According to the DSM-IV TR, Substance abuse is defined as a maladaptive pattern of
substance use, leading to clinically significant impairment or distress, as manifested by
at least one of the following in a 12-month period:

m A failure to fulfill major role obligations at work, school, or home as a result of recurrent
substance use

m Recurrent substance use in hazardous situations (for example, driving while intoxicated)
m Legal problems as a result of recurrent substance use

m Continued substance use despite having recurrent social or interpersonal problems related
to substance use (for example, arguments with spouse about consequences of intoxication)

Substance abuse is a behavioral disorder in which a person makes poor choices related to

substance use, but is still more or less in control of those choices. If the consumer has ever
met the criteria for Substance Dependence for that class of substances, then he or she may
not be diagnosed with a Substance Abuse disorder for that substance.




Words and Phrases Commonly Used About Substance Use

Substance Substance dependence is a more severe disorder in which a person loses the ability to

dependence control substance use and has powerful impulses to seek intoxication despite past negative
consequences. The DSM-1V TR defines Substance Dependence as a maladaptive pattern of
substance use leading to clinically significant impairment or distress, as manifested by three
or more of the following, during a 12-month period:

m Tolerance (see below);

m \Withdrawal (see below);

® Taking a substance in larger amounts or over a longer period of time than intended;
m A persistent desire or unsuccessful efforts to cut down or control substance use;

m Spending a great deal of time in activities necessary to obtain the substance, use it,
or recover from its effects;

m Giving up or reducing important social, occupational, or recreational activities because
of substance use; and

m Continued use of the substance despite knowing that it likely caused or exacerbated
a persistent physical or psychological problem.

Substance use Substance use disorder refers to when consumers use substances in a maladaptive pattern
disorder that causes distress or impairment in functioning. Substance abuse and substance dependence
are substance use disorders (see above).

Tolerance, physical People who repeatedly use a substance often develop a tolerance to it. Tolerance refers to
dependence, and a person’s need to use more and more of the substance to get the same pleasurable effect.

VLB The concepts of tolerance, physical dependence, and withdrawal are linked. Substance use

causes changes in the body and the brain. These changes are probably why tolerance occurs.

After regularly using a substance, physical dependence can emerge whereby the body adjusts
to the presence of the substance. When people are physically dependent on a substance,

they will develop withdrawal symptoms. Withdrawal symptoms cause distress or impairment
when people stop or reduce the amount of substance they are using. Withdrawal symptoms
are caused by rebound hyperactivity of the biological systems that the substance suppressed.
These symptoms are usually quite uncomfortable. People often use substances again to relieve
the withdrawal symptoms.

Since people commonly use these terms when they and opioids. Nicotine is clearly an addictive drug
talk about substance use, you will see these terms and a common problem for consumers. Although
throughout this workbook. For more co-occurring this workbook does not cover treatment for
disorders terminology, see TIP 42 on the CD- nicotine use, treatment programs are available.
ROM in this KIT. For a brief history of nicotine dependence and
steps for addressing nicotine use in co-occurring
The following sections give you basic information disorders, see TIP 42 and other resources on the

about alcohol, cannabis, stimulants, and opiates CD-ROM in this KIT.




Alcohol

Alcohol is a commonly used legal substance that
is part of everyday life in our culture. Most people
in the U.S. drink alcohol, and about one in five

develops problems with alcohol over their lifetime.

Consumers experience problems related to alcohol
at a higher rate and with smaller amounts of use
than people without mental illnesses. Consumers
are especially likely to develop substance use
disorders involving alcohol.

It is unclear the extent to which consumers can
drink socially over time without running into
difficulties. However, consumers who drink are
at greater risk of developing problems related to
alcohol. Moreover, their alcohol use disorders are
strongly associated with a variety of negative
outcomes, such as the following:

B Increased symptoms of mental illness;
B Use of illicit drugs;

B Homelessness;

B Violence;

B Victimization;

B Incarceration;

B Suicidal behaviors;

B Hospitalizations; and

B Physical health problems.

For all of these reasons, consumers should avoid
alcohol, and integrated treatment specialists should
recognize and consistently provide treatment and
support to minimize alcohol use.

In the next column you will find Tanya’s story. After
reading the vignette, consider how you would assess
whether Tanya has an alcohol use disorder. Think
about the steps that you would take to help Tanya.

Tanya’s story

Tanya is a 42-year-old single mother with three
children. Tanya became a homemaker at age 26
when she had her first child. After delivery, she had
postpartum depression, was hospitalized, and did not
drink for an entire year.

Two years later, she continued to experience periods
of depression and anxiety and started drinking again
to "help her nerves.” Tanya drank three to four glasses
of wine every night for years and felt that the wine
calmed her down and helped her sleep.

Tanya divorced 2 years ago and went back to work
part time in an office. Her 16-year-old son lives
with his father and her 13-year-old twin daughters
live with her.

Tanya reports that over the past several years, she
has been drinking more, particularly on the weekend
when she stays home and drinks up to a gallon of
wine a day. Recently, she has begun to experience
blackouts where she can’t remember anything she
did the previous day. She reported her continuing
problems with feelings of sadness and hopelessness,
interspersed with feelings of anxiety about her work
performance and her children.

Her primary care doctor referred her to the mental
health clinic and she went to the appointment
accompanied by her sister. Tanya shared her concerns
about her mood. She describes having a hard time
falling asleep at night and then wakes up often during
the night. She feels anxious and irritable most of the
day, has no appetite, has lost enjoyment in her life,
and has been avoiding family and friends. Though
she has felt this way off and on her whole life, it is
worse now than it has ever been. Feeling anxious has
interfered with her ability to work.

Tanya reports that her daughters have been angry and
withdrawn lately. One of them openly uses cigarettes
and alcohol. Tanya responds by yelling at her, which
she later regrets.

Tanya's sister reports that the children are worried
about their mother’s drinking. Tanya is surprised but
acknowledged that her weekend drinking might be
a problem. She is willing to try to cut down on her
drinking if she could get some help for her anxiety
and depression.

Six months ago, Tanya’s primary care doctor
prescribed the anti-anxiety medicine, clonazepam,
once a day. Some days she takes two or three extra




doses when she needs them to manage her feelings
of anxiety.

She agreed to attend an intensive outpatient evening
program. She and the practitioner developed a

crisis plan before she left the office, which identified
the situations that worsened her symptoms and the
supports she could turn to if she needed help.

While in the intensive outpatient program, Tanya
saw a psychiatrist for a medication evaluation and

a therapist for individual counseling. The psychiatrist
recommended that she taper off the clonazepam and
start fluoxetine, an antidepressant medication. She
tried to reduce the clonazepam, but found that her
anxiety and depression seemed worse and that she
couldn’t sleep at all.

Over the next several months she struggled to
reduce her use of alcohol and clonazepam. Her
depressive symptoms improved only a little when
the antidepressant medication dose was increased.
At the same time, she worked with her practitioner
on her concerns about her daughters.

Recently, her sister called the therapist and said

that Tanya had received a ticket for driving while
intoxicated last weekend. In the following months,
she was ordered by the court to attend self-help
groups and counseling. While under court-ordered
treatment, she became completely sober, but it took
several more months for her depressive symptoms
to improve.

Assessing Tanya'’s alcohol use

Alcohol is a legal substance almost everywhere

in Western cultures, and most people in the U.S.
drink socially over many years without problems.
When does alcohol use become a disorder?
According to most definitions, drinking alcoholic
beverages constitutes alcohol use disorder (abuse
or dependence) when it results in physical,
interpersonal, medical, legal, or vocational problems.

The Diagnostic and Statistical Manual (DSM-IV
TR) requires recurrent use of alcohol in the face

of such problems for a diagnosis of alcohol use
disorder. Tanya clearly shows many indicators of
alcohol abuse or dependency, such as increased use
and unsafe behavior resulting in a ticket for driving
while intoxicated.

Understanding the short-term effects
of Tanya’s alcohol use

A few facts about alcohol are important for every
practitioner to know. Alcohol affects every organ
in the body, but the brain is particularly sensitive
to alcohol. The more alcohol a person consumes,
the greater effect it has on the body.

In lower doses (for example, one or two drinks),
alcohol often leads to relaxation and increased
confidence. However, slightly higher levels of

use (or blood levels) typically produce euphoria,
giddiness, impaired motor (physical) control, and
disinhibition, the combination of which people
recognize as being intoxicated or “drunk.”
Similarly, low doses of alcohol can produce
relaxation, while higher amounts cause drowsiness.

Women are affected by alcohol to a greater degree
than men because their bodies process alcohol
differently, resulting in higher alcohol concentration
in their blood. As the dose (or blood-alcohol level)
increases, all of the effects of alcohol are often
reversed or exaggerated, often dangerously so.

For example, euphoria can turn into depression
and suicidal behavior, and extreme disinhibition
often results in poor judgment (i.e., getting into
abusive, high-risk, or dangerous relationships).

Motor dyscontrol can lead to severe lack of
coordination and serious accidents. Sedation from
alcohol can be so severe that it causes death by
suppressing the breathing center in the brain.

For people with serious mental illnesses, many of
these negative effects occur at low doses of alcohol.
For example, consumers may experience impaired
judgment, cognitive problems, or disinhibited
behavior even when they are not intoxicated,

and alcohol rapidly worsens these problems.
Alcohol may also precipitate symptomatic relapses
of depression or psychosis and may interact
negatively with medications. As Tanya’s integrated
treatment specialist, assess how her alcohol use
affects her in the short term. How does Tanya feel
before, during, and after using alcohol?



Alcohol tolerance and withdrawal

People who drink heavily for years often lose
control of their drinking and orient their lives more
and more around drinking behaviors. In addition,
they drink more rapidly, consume larger amounts,
drink more often, and experience withdrawal
symptoms when they decrease drinking. This set
of behaviors, which involves both physiological and
psychological dependence on alcohol, is called the
alcohol dependence syndrome.

The amount of alcohol that Tanya drinks has
increased over the past several years, but the effect
she feels from alcohol hasn’t changed. This shows
that she has developed an increased tolerance

to alcohol.

With regular drinking, the body breaks down and
gets rid of alcohol more quickly; changes occur in
the brain so that the person needs to drink more to
get the same effect. Tolerance to alcohol generalizes
to other drugs and medications, such as benzo-
diazepines, that affect the brain in similar ways.

Detoxification

People who have developed tolerance to alcohol
will have a physiological reaction called withdrawal
when they reduce the amount they drink or when
they stop drinking completely. For Tanya,
withdrawal symptoms include anxiety, insomnia,
and depression. Other common symptoms include
nausea, headache, and tremor.

When alcohol or sedative hypnotics are used over

a longer period of time or in larger amounts,
withdrawal symptoms worsen and include vomiting,
fever, and increased blood pressure. In severe cases,
people can experience seizures or delirium tremens
(DTs), which are acute episodes of delirium,
confusion, disorientation, agitation, or intense
hallucinations. DTs are also associated with severe,
uncontrollable tremors and may be life-threatening,
especially if left untreated.

During detoxification, medications and medical
monitoring may be used to reduce the severity of
symptoms and maintain safety while the person is
experiencing withdrawal. For those who have been
using large amounts of alcohol or sedative hypnotics,
medical supervision during withdrawal is important
and can be provided on either an inpatient

or outpatient basis. Medications can prevent
symptoms, seizures, and DTs.

Considering the long-term effects
of alcohol use

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

Medical problems

Every organ in the body is susceptible to illness
from alcohol. Numerous medical problems can
result from drinking, including the following:

B Cirrhosis (scarring and inability to function)
of the liver;

B Dementia (loss of ability to remember
and solve problems);

B Neuropathy (pain and burning in the arms
and legs due to nerve damage); and

B Cancer.

Furthermore, alcohol use increases blood pressure,
which can worsen hypertension and put stress
on the heart, leading to heart disease.

Alcohol affects hormones in men and women,
resulting in fertility problems. If a pregnant
woman drinks regularly or, on occasion, larg