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Objectives

1. Understand how diagnoses are made
2. Understand the current available treatments for addiction
3. Understand the interplay and overlap of symptoms in dual 

diagnosis
4. Understand the importance of trauma informed and disability 

informed interactions
5. Understand the current changing treatment landscape for 

addiction and mental health



But first, a story
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Update 2023 

• Both state licenses remain indefinitely suspended
• NPI Info not updated since 2016 (first public documented action)
• Facebook: 

• closed and/or no longer searchable after 10/31/22
• 5/22/23 – 30 posts over 2 hours, nearly all music; profile pictures changed to 

animals; subsequent posts themed on politics, injustice, & religion; posting in waves
• Posts consistent for ~ month then disappeared

• LinkedIn: 
• Intake coordinator Salvation Army until Late 2022 (near the time of lecture)
• 6 month gap
• Became the Director of Wellness & Recovery Services at a homeless shelter late 2023



Update 2024

• Facebook:
• Resurfaced 6/3/24 after a 13 

month absence
• Excessive posts (example given)
• Multiple per hour for days  with 

lapses 
• Mostly music with dedications
• ‘works at an international 

humanitarian organization’

• LinkedIn: profile unsearchable

• I



Making an Substance Diagnosis



Disorder Classification

• Use
• Intoxication
• Withdrawal (if applicable*)
• Other substance-induced
• Unspecified substance-related

• Tolerance & withdrawal remain criteria

• No distinction between use, 
misuse/abuse, & dependence

• Alcohol
• Caffeine
• Cannabis
• Hallucinogen related *
• Inhalant related *
• Opioid related
• Sedative, hypnotic or anxiolytic related 
• Stimulant related
• Tobacco related
• Other or unknown substance related
• Non-substance (gambling *)



Addiction
Substance Use Disorder

• Diagnosed over a 12 month period

• Mild: 2-3 symptoms
• Moderate: 4-5 symptoms
• Severe: 6+ symptoms

• Impaired control (4)
• Social impairments (3)
• Risky use (2)
• Pharmacological criteria (2)*

General Criteria (CHEW THE COP)
• Cut down
• Health consequences (physical & 

psychological)
• Excessive use
• Withdrawal*
• Time to obtain, use & recover
• Hazardous use (risky use)
• Activities decreased (enjoyment)
• Tolerance*
• Craving
• Obligations not met (work, home, school)
• Personal problems



Treatment options for SUD



Approved/Standard Treatment Options

Medication 
• Tobacco: 

• Nicotine replacement
• Varenicline (Chantix)
• Bupropion SR (Zyban)

• Alcohol:
• Acamprosate (Campral)
• Disulfiram (Antabuse)
• Naltrexone (ReVia, Vivitrol)

• Opiates:
• Methadose (Methadone)
• Naltrexone (ReVia, Vivitrol)
• Buprenorphine (Suboxone, Subutex, 

Sublocade)

Non-medication
• 12 step programs
• Acupuncture / e-stim (cranial, ear)
• Neurofeedback
• Yoga / mindfulness / fitness
• Harm reduction access



Off-label/Under Study Treatment options

• N- Acetylcysteine (NAC 2-3g/d - OTC): stimulants, cocaine, alcohol, 
cannabis, tobacco

• Nicotinamide adenine dinucleotide (NAD+ hours long infusions, up to 2g): 
alcohol, opiates, benzodiazepines 

• Atypical antipsychotics (Seroquel, Risperdal, Geodon, Clozapine)

• Psychedelics (LSD, MDMA*, Psilocybin - all S1; ketamine): dual diagnosis

• Ozempic reduces cravings and use (alcohol & opiates)



Psychedelics
• MAPS: Phase 3 MDMA for PTSD = FDA 

Breakthrough Therapy; NDA submitted**

• Compass Pathways: Phase 3 dual/tandem 
(single dose & repeat dose) Psilocybin for 
treatment resistant depression in rollout

• MindMed: Phase 2b LSD for GAD = FDA 
Breakthrough Therapy

• Awakn Life Sciences: Phase 3 Ketamine for 
AUD  (UK based)

• DOD: Phase 2 Intranasal Ketamine for PTSD 
in Veterans





Dual Diagnosis



SUD + MHD = Dual Diagnosis

• 20% of those with severe mental 
illness also have a substance (ab)use 
problem

• 50% of those with an addiction also 
suffer from another (any) mental 
illness

• SUD is twice as prevalent in those 
with existing MHD (self medication)

• Prolonged substance use increases 
risk for mental illness

https://qtreatment.com/blog/dual-diagnosis-substance-
abuse-and-mental-health/
https://NAMI.org 

*

https://qtreatment.com/blog/dual-diagnosis-substance-abuse-and-mental-health/
https://qtreatment.com/blog/dual-diagnosis-substance-abuse-and-mental-health/
https://nami.org/


Overlapping Symptoms

• Paranoia
• Depression*
• Feelings of isolation
• Suicidal ideation 
• Schizophrenia-like symptoms of 

hallucinations and delusions
• Mania-like symptoms of 

irritability and reckless behavior 
• Symptoms of anxiety*

https://www.samhsa.gov/data/sites/default/files/repor
ts/rpt29393/2019NSDUHFFRPDFWHTML/2019NSDUHF
FR1PDFW090120.pdf



Common Comorbidities & Misdiagnosis

• PTSD 
• Generalized anxiety disorder*
• Major depressive disorder*
• Bipolar Disorder*
• Eating disorders
• Personality disorders (BPD, 

conduct disorder)*
• Schizophrenia
• ADHD

https://fherehab.com/dual-diagnosis-program/

*



The truth is, most of the time, 
people don’t meet the criteria of 
the DSM (Diagnostic and 
Statistical Manual of Mental 
Disorders) even when the manual 
has been accused of over-
pathologizing (King et al, 2020); 
many times, our behavior is just 
reflecting emotional difficulties 
and not full-blown mental 
disorders

https://themighty.com/topic/personality-disorders/self-
diagnosis-pop-psychology-danger/ 

Pop Psychology/
Armchair Diagnoses

https://ifunny.co/picture/pop-psychology-is-not-psychology-
seerut-k-chawla-i-seerutkchawla-tbe1R28ZA?s=cl

https://serval.unil.ch/resource/serval:BIB_A145595377B6.P001/REF
https://themighty.com/topic/personality-disorders/self-diagnosis-pop-psychology-danger/
https://themighty.com/topic/personality-disorders/self-diagnosis-pop-psychology-danger/


Trauma & Disability Informed 
Care



PTSD/BPD as Trauma Response
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Trauma/Disability Informed Care

• 70% of US adults have experienced a traumatic event
• 26% of the US population is considered disabled **

• Physical disabilities
• Intellectual and developmental disabilities 

• Traumatic events: abuse, neglect, exploitation…not being listening to, lack 
of control (including medical care, the workplace, & others)

• Trauma informed care: not about controlling or fixing the behavior; it is 
awareness & understanding of behavior as programmed (brains & bodies) 
due to experiences



Trauma Responses

A behavior indicates an unmet need and perhaps an ineffective coping 
mechanism. 

All patients should be treated with trauma-informed/disability-
informed care, dignity, & respect – meet them where they are, not 

where you want them to be. They are doing their imperfect best to 
respond to intense emotional pain & distress with limited tools. 

Trauma responses look like poor behavior and/or humor.
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Identity first: disabled person

Person first: person with a 
disability 

Applies to:
- Disabilities
- Gender & gender identity
- Sexual orientation
- Addiction
- Personality



“Difficult”
There is no such thing as a ‘difficult’ patient – our words matter.

There are patients who are scared, untrusting, questioning, angry, 
frustrated, overwhelmed, & demanding 

There are patients that have been gaslit, unbelieved, mistreated, 
assaulted, traumatized, & blown off; there are patients in pain – 
emotionally, physically, & situationally 

There are difficult diagnoses, difficult conversations, difficult situations, 
difficult behaviors, but not difficult patients



”Noncompliant”

There is no such thing as a non-compliant patient.

There are patients that don’t understand information that has been given to 
them, are financially constrained, are limited by social determinants of 
health and resources or make a decision that suits them. Patients have the 
right to refuse care.

Fails to acknowledge the mistrust, disruption, inaccessibility, and 
marginalization that perpetuates a persons need to deviate from a 
healthcare plan. It is disparaging, offensive, infantilizing, and 
disenfranchising.



“Denied” and “Refused”

No – they did not deny, refuse, fail to comply – these are 
authoritative statements designed to show wrong doing by the 
patient.

The patient decided and/or chose – they get to do that. It is an ethics 
principle called the right to self determine.

Patients make a choice and/or a decision. They get to refuse care. They 
get to ask questions until they can make a decision they can sleep with. 
It may not be what you would choose or do and that is OK.



“Addict” and “Junkie”

These are both negative and demeaning. They are also both slang with 
varying degrees of acceptability. It can be seen as victimizing, isolating, 
and reinforces stigma.

The same for: alcoholic, abuser, druggie, crackhead, doper, drunk, etc.

Person with substance use/abuse or a person with addiction (use 
disorder) or a person in recovery



”Dirty Urine” and “Dirty Drop”

Dirty has a negative connotation. In medicine we would say 
contaminated or unclean and state exactly what was not normal.

In this context – a urine screen is either negative or non-negative.  

A prescription for a non-negative sample result (from an MRO 
standpoint) for the substance in question = a negative screen.



Magic Questions

Magic Question #1: 
What do I need to know about you as a person to take the best care of 

you possible?
Magic question #2: 

Is there anything that I haven’t asked about that you feel is important 
for me to know?

Magic Question #3
What is the most important issue to address today and what is your 

goal regarding that issue?



Based upon your role:

What are your magic questions going to be?



What’s Happening Now - Regulations

• Update to ASAM Criteria (spectrum of care)

• Update to 42 CFR part 8 (OTP)

• Pending updates to telehealth regulation for CS (outpatient)

• Pending state update on in-person requirement for CS (outpatient)

•  Marijuana Rescheduling: employment, safety sensitive positionns



What’s Happening now - Substances

• Opioid contamination: fentanyl, xylazine
• Limited heroin 
• Limited cocaine - replaced with Adderall – Cerebral & Done
• Nil Tianeptine (ZaZa – illegal in GA) 

• Increased use of alcohol (COVID)
• Increased use of Marijuana in all forms & age groups + Delta 8, 10, 11

• Marijuana  – telehealth cards; GA hemp flower restriction, no Delta 9 foods 
(gummies, drinks, and tinctures); no CBD < age 21 



Clarifications, Questions, & 
Discussion


	Addiction & Mental Health
	Objectives
	But first, a story
	Slide Number 4
	Slide Number 5
	Update 2023 
	Update 2024
	Making an Substance Diagnosis
	Disorder Classification
	Addiction
	Treatment options for SUD
	Approved/Standard Treatment Options
	Off-label/Under Study Treatment options
	Psychedelics
	Slide Number 15
	Dual Diagnosis
	SUD + MHD = Dual Diagnosis
	Overlapping Symptoms
	Common Comorbidities & Misdiagnosis
	Slide Number 20
	Trauma & Disability Informed Care
	PTSD/BPD as Trauma Response
	Slide Number 23
	Trauma/Disability Informed Care
	Trauma Responses
	Slide Number 26
	Slide Number 27
	Slide Number 28
	“Difficult”
	”Noncompliant”
	“Denied” and “Refused”
	“Addict” and “Junkie”
	”Dirty Urine” and “Dirty Drop”
	Magic Questions
	Based upon your role:��What are your magic questions going to be?
	What’s Happening Now - Regulations
	What’s Happening now - Substances
	Clarifications, Questions, & Discussion

